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in  the  hands  of  the  physician 

Often  the  critical  evaluation  of  the  drug  to  be  administered  is  as 
important  to  the  patient’s  recovery  as  is  the  diagnosis  of  his  con- 
dition. In  each  case  correct  procedures  can  be  determined  only 
by  the  physician. 

CHLOROMYCETIN  is  eminent  among  drugs  at  the  disposal  of  the 
medical  profession.  Clinical  findings  attest  that,  in  the  hands  of 
the  physician,  this  widely  used,  broad  spectrum  antibiotic  has 
proved  invaluable  against  a great  variety  of  infectious  disorders. 

Chloromycetin* 

notably  effective,  well  tolerated,  broad  spectrum  antibiotic 
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The  many  hundreds  of  clinical  reports  on  CHLOROMYCETIN 
emphasize  repeatedly  its  exceptional  tolerance  as  demonstrated 
by  the  infrequent  occurrence  of  even  mild  signs  and  symptoms 
of  gastrointestinal  distress  and  other  side  effects  in  patients 
receiving  the  drug. 

Similarly,  the  broad  clinical  effectiveness  of  CHLOROMYCETIN 
has  been  established,  and  serious  blood  disorders  following  its  use 
are  rare.  However,  it  is  a potent  therapeutic  agent,  and  should 
not  be  used  indiscriminately  or  for  minor  infections— and,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made 
when  the  patient  requires  prolonged  or  intermittent  therapy. 
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GUEST  EDITORIAL 


Practicing  Medical  Education 

Few  of  us  primarily  occupied  a.s  medical  practitioners  or  medical  educators  have  not 
been  drawn  into  discussions  which  .seem  to  highlight  the  contrasts  between  these 
two  vitally  associated  fields.  One  would  think  there  is  far  more  dividing  our  thinking 
and  our  actions  in  these  two  areas  than  uniting  us  in  both  a chronological  and  profes- 
sional continuum. 

In  the  medical  centers  of  the  United  States  over  the  past  fifty  years,  the  overwhelming 
challenge  has  been  the  changing  scientific  environment,  reflecting  the  great  advances 
of  medical  knowledge  in  this  period.  This  has  given  rise  to  emphasis — perhaps  undue 
— upon  the  exotic,  the  complicated,  the  dramatic,  not  merely  in  the  accumulation  of 
patients  in  medical  centers  but  in  their  use  in  student  teaching.  This  aspect  of  the 
problem  has  received  widespread  recognition  in  medical  schools  over  the  nation  in  the 
past  ten  years;  resulting  in  very  general  use  of  home  care  programs,  preceptorship  plans, 
and  the  like,  presenting  the  roles  of  the  physician  in  actual  practice.  These  are  also 
increasingly  enriched  with  lectures  and  demonstrations  on  the  jjroblems  of  opening  an 
office,  setting  fees,  practical  medical  ethics,  insurance,  medical-legal  matters,  and  so  on. 
There  is  still  much  more  to  be  done. 

But  this  is  only  one  of  the  several  asi:)ects  of  an  effective  approach  to  the  whole 
problem.  As  we  have  benefited  from  the  introduction  of  some  of  the  realities  of  prac- 
tice into  the  ex{>erience  of  the  medical  student,  we  w’ould  do  well  to  enrich  the  practice 
of  medicine  with  some  of  the  realities  of  medical  education.  It  is  conceivable  that  every 
physician  can  enjoy  the  practice  of  medical  education. 

Several  characteristics  of  this  experience  are  worthy  of  special  note.  The  most  im- 
portant of  these  is  the  frank  acknowdedgment  that  where  two  or  more  physicians  are 
gathered,  each  one  knows  more  than  any  one  of  the  others  about  some  aspect  of  medical 
knowledge — and  furthermore  as  j^hysicians,  we  owe  it  to  ourselves  and  to  our  patients 
to  bring  the  total  resources  of  the  medical  community  to  bear  upon  their  problems. 

Almost  ecjually  important  is  acknowdedgment  to  ourselves  that  alertness  of  medical 
judgment  is  enhanced  by  the  teaching  atmosphere  of  frank  i)rofessional  discussions — 
and  this  alertness  can  grow'  dull  indeed  unless  our  daily  practice  is  open  to  the  view' 
of  colleagues,  associates  or  students. 

Without  danger  to  the  doctor-patient  relationship,  wdthout  jeopardy  to  the  vital  con- 
cept of  privileged  communications  between  the  patient  and  his  physician,  the  teaching 
atmosphere  can  and  will  develop  in  every  medical  community  today,  if  we  would  begin 
to  realize  the  potential  of  our  present  medical  resources. 
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It  is  in  the  very  nature  of  modern  medical  knowledge  that  every  one  of  us  is  an 
incomplete  physician;  and  that  our  inadequacies  may  prove  of  vital  importance  to 
an\'  one  of  the  patients  in  our  care.  If  the  experience  of  medical  centers  has  any  mean- 
ing at  all,  it  is  that  even  the  ablest  of  us  are  better  physicians  for  the  fact  that  our 
observations,  our  reasoning  and  our  judgments  are  subject  to  the  stimulation  of  our 
colleagues  all  the  time. 


In  the  last  analysis  we  are  students  of  medicine  from  the  first  day  in  Anatomy  until 
the  last  day  of  practice. 


John  B.  Truslow,  M.D. 


Editor’s  Note.  Dr.  Truslow  is  Dean  of  the  School  of  Medicine  of  the  Medical  College  of 
Virginia. 


Floral  Eponym 
Stauntonia 

Staunton,  Sir  George  Leon.ard,  1737-1801 

This  English  physician  graduated  in  medicine  at  Montpellier  in  1758.  He  prac- 
ticed medicine  in  the  \\'est  Indies  where  he  held  several  official  appointments  among 
which  was  member  of  the  legislative  Council  and  Attorney  General  for  Grenada.  In 
1782  he  was  sent  on  a commission  to  Calcutta,  returning  to  England  in  1784.  In  1787 
he  was  elected  a fellow  of  the  Royal  Society  and  in  1790  was  made  an  honoraiA-  D.C.L. 
at  Oxford.  He  is  buried  in  Westminster  Abbey. 

Stauntonia  is  a small,  little-known  genus  of  Asiatic,  woody  vines. 
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EMERGENCY  ROOM  SURGERY  AND 
THE  PHYSICIAN  IN  GENERAL  PRACTICE- 


Charles  Bruce  Morton,  II,  M.D.,f 

Professor,  Clinical  Surgery  and  Gynecology, 
University  of  Virginia, 
Charlottesville,  Virginia 


Frequently  surgery  luis  been  divided  into  two 
categories,  major  surgery  and  minor  surgery.  The 
imjdication  lias  been  that  almost  any  physician  might 
do  minor  surgery  but  that  only  the  specially  trained 
should  attempt  major  surgery.  Theoretically,  such 
a consideration  has  much  to  recommend  it,  but, 
unfortunately,  it  has  never  been  possible  to  draw 
sharp  lines  of  distinction  between  what  is  major  and 
what  is  minor.  P'urthermore,  it  is  evident  that  what 
may  seem  to  be  at  first  glance  a minor  procedure 
may  prove  to  be  actually  a major  undertaking.  How 
many  handicapped  or  useless  fingers  and  hands  are 
there  because  what  appeared  to  be  a minor  lacera- 
tion masked  the  presence  of  severed  tendons  or 
nerves?  How  many  lives  have  been  sacrificed  to 
the  cauterization  or  inadequate  excision  of  pigmented 
skin  lesions  that  appeared  to  be  benign  but  were 
really  malignant;  melanomas,  lesions  that  may  be 
more  than  a match  for  the  most  radically  major 
procedure  by  the  most  highly  trained  and  experi- 
enced surgeon ! 

There  are  many  special  skills  that  may  be  de- 
veloped by  the  physician  in  his  fight  against  disease 
and  death.  Surgery  is  only  one  of  them.  The 
physician  in  general  practice  must  cultivate  to  a 
degree  a working  knowledge  of  most  of  those  skills. 
He  will  need  to  use  some  because  he  can  and  at 
times  he  must.  He  will  need  to  abjure  others  be- 
cause he  realizes  limitations  of  capacity  or  facilities 
and,  for  the  good  of  the  patient,  refers  him  to  an- 
other physician  with  the  special  skill  or  facilities 
required.  There  should  be  no  friction  between  such 
physicians.  For  instance,  the  physician  trained  in 
the  special  skills  of  surgery  can  have  no  stronger 
and  more  dependable  ally  than  the  physician  in 
general  practice  who  supervises  the  patient  after 
operation  and  guides  his  restoration  to  health  and 
usefulness  in  his  home  environment.  Nor  can  the 
physician  in  general  practice  have  a stronger  and 

tFrom  the  Department  of  Surgery,  University  of  Vir- 
ginia Medical  School,  Charlottesville,  Virginia. 

*Read  before  the  Second  Annual  Scientific  Assembly  of 
the  Virginia  Academy  of  General  Practice  at  Roanoke, 
May  9th. 


more  dejiendable  ally  than  the  surgeon  to  whom 
he  may  turn  for  advice  and  help  when  needed. 

However  much  or  little  surgery  the  physician  in 
general  practice  may  wish  to  do,  he  may  find  him- 
self in  the  position  of  having  no  alternative  to  doing 
some  surgery — often  under  circumstances  that  may 
mean  the  difference  between  the  survival  and  the 
death  of  tlie  patient.  I refer  especially  to  what  may 
be  called  the  emergency  care  of  the  injured,  and 
so  I come  to  the  subject  upon  which  you  so  kindly 
invited  me  to  address  you.  My  previous  remarks 
may  seem  to  have  been  an  unnecessary  digression  but 
I think  not,  because  I hope  they  may  at  least  have 
called  your  attention  to  what  seem  to  me  to  be  very 
important  elements  of  understanding  and  sympathy 
between  the  physician  in  general  practice  and  the 
physician  in  the  practice  of  surgery  exclusively. 

Emergency  surgical  care  of  the  injured  entails 
many  decisions  and  techniques  and  judgments  that 
may  be  hard  to  catalog.  Experience  is  the  indispen- 
able  teacher  and  nothing  that  can  be  said  or  written 
can  wholly  substitute  for  it.  Since  I cannot  speak 
from  the  experience  of  general  practice,  I must 
speak  from  the  experience  of  general  surgical  prac- 
tice— for  more  years  than  I now  like  to  brag  about. 
The  surgeon  commonly  sees  his  urgent  patients  in 
the  hospital  emergency  room,  often  provided  with 
the  latest  equipment  and  trained  personnel  for  resus- 
citation. anesthesia,  medication,  intravenous  therapy, 
asepsis,  antisepsis  and  all  grades  of  surgical  pro- 
cedures. The  physician  in  general  practice  may 
have  the  same  facilities  of  course  but  not  infrequently 
his  emergency  room  is  in  the  office  or  home  or  even 
by  the  roadside.  Yet  the  outcome,  even  life  itself, 
may  depend  upon  what  he  does  in  the  course  of  his 
first  ministrations  to  the  patient. 

Probably  the  simplest  means  of  discussing  the 
problem  will  be  to  amplify  certain  topics,  namely: 
free  respiratory  exchange,  hemorrhage  and  shock, 
infection,  cosmetic  appearance  and  function. 

Free  Respiratory  Exchange: 

It  goes  without  saying  that  life  cannot  long  con- 
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tinue  unless  respiratory  exchange,  the  inhalation  of 
oxygen,  the  exhalation  of  wastes  takes  place.  Ac- 
tually the  physician  may  be  too  late  if  whoever  is 
immediately  available  fails  to  remove  mechanical 
impediments  to  respiration  such  as  constricting  cloth- 
ing, crushing  pressures,  and  foreign  substances  in 
the  respiratory  passages  and  possibly  further  still  to 
commence  artificial  respiration.  The  so-called  “suck- 
ing wound”  of  the  chest  must  not  be  forgotten  in 
considering  things  that  may  impede  respiration. 
Prompt  application  of  a pressure  dressing  will  usual- 
ly suffice  until  surgical  closure  can  be  accomplished. 

When  the  physician  arrives  he  should  immediately 
make  sure  that  free  respiratory  exchange  can  occur 
or  else  take  steps  to  make  sure  that  it  does  occur, 
even  perform  a tracheotomy  if  necessary.  A knife 
alone  will  open  the  trachea  and  a curved  hemostat 
will  maintain  patency  of  the  opening  until  a tube  can 
be  procured,  and  so,  a life  may  be  saved. 

Hemorrhage  and  Shock: 

Among  the  threats  to  the  life  of  the  injured, 
however,  probably  the  greatest  are  hemorrhage  and 
shock.  They  are  so  closely  related  physiologically 
and  clinically  that  they  are  practically  inseparable. 
In  a limited  discussion  I cannot  elaborate  further 
than  to  remind  you  that  the  chief  factors  in  both 
are  the  loss  of  circulating  blood  volume  with  certain 
related  abnormalities  of  the  distribution  of  fluids, 
proteins  and  electrolytes  in  and  around  the  tissue 
cells.  I need  hardly  remind  you  that  the  first 
consideration  involved  in  emergency  surgical  treat- 
ment, after  making  sure  that  there  is  no  impediment 
to  respiratory  exchange,  is  the  identification  of 
hemorrhage  and  the  use  of  measures  to  stop  it  if  it 
exists.  Much  valuable  time  and  possibly  irre- 
placeable blood  may  be  lost  by  delay  incident  to 
search  for  pressure  points,  rigging  tourniquets,  ef- 
forts at  sepsis  or  antisepsis  and  other  less  urgent 
things.  Local  pressure  at  the  site  of  actual  bleeding 
is  often  the  most  effective  means  of  controlling  hem- 
orrhage until  more  definitive  measures  can  be  em- 
ployed. Although  asepsis  and  antisepsis  may  have 
to  defer  to  the  urgency  of  stopping  hemorrhage,  they 
must  not  be  forgotten  and  should  be  observed  as 
scrupulously  and  quickly  as  possible.  Even  the 
homely  roll  of  toilet  tissue  or  the  laundered  hand- 
kerchief or  towel,  however,  may  pinch-hit  temporarily 
for  more  conventional  sterilized  materials. 


The  general  measures  just  referred  to  may  be 
carried  out  at  the  roadside  or  almost  anywhere  and 
may  have  saved  a life — -though  their  neglect  may 
have  lost  one.  Having  done  all  that  can  be  to 
assure  free  respiratory  exchange  and  stop  blood 
loss,  one  should  try  to  give  reasonable  alleviation  of 
pain.  Pain  may  aggravate  shock,  so  moderate 
amounts  of  opiate  may  be  important.  Excess  amounts 
of  opiate,  however,  may  depress  respiration  and  in- 
duce such  stupor  that  dangerous  sjTnptoms  and  signs 
may  be  masked  and  thus  harm  done.  Morphine 
sulphate,  gr.  1/4  (16  mg.)  or  its  equivalent  among 
the  newer  similar  drugs  may  be  employed  with  rea- 
sonable safety.  If  inadequate,  after  waiting  15  to 
30  minutes  for  it  to  take  effect,  half  the  amount  might 
be  used  and  again  a waiting  period  observed  before 
giving  more. 

Finally,  the  patient  must  be  transported  carefully, 
preferably  by  ambulance,  to  a place  where  adequate 
facilities  are  available  for  diagnosing  the  .seriousness 
of  his  condition  and  for  rendering  more  definitive 
treatment.  Adequate  facilities  may  be  available  in 
a well  equipped  office  but  frequent!}'  a hospital  must 
be  sought. 

In  reference  to  the  diagnosis  of  the  seriousness 
of  the  patient’s  condition,  it  is  extremely  important 
that  diagnostic  measures  be  restricted  to  those  which 
will  not  add  to  the  seriousness  of  his  condition. 
X-ray  examinations,  for  instance,  may,  by  moving 
a patient  about,  increase  shock,  re-establish  hemor- 
rhage, cause  brain  or  cord  damage  and  exert  many 
other  harmful  influences.  Frequently  careful  clinical 
observation  will  adduce  equally  positive  information 
and  with  infinitely  greater  ease  and  less  risk,  not  to 
mention  expense.  Fairly  frequent  observations  of 
the  rate  and  character  of  the  pulse  and  respiration, 
the  blood  pressure,  the  condition  and  color  of  the 
skin,  the  state  of  consciousness  and  others  equally 
simple  suffice  at  first.  Later  it  may  be  important  to 
know  about  the  l)ody  temperature,  the  blood  picture, 
the  blood  volume  and  its  chemistry  and  other  ob- 
servations that  indicate  improvement  or  deterioration. 

In  reference  to  rendering  more  definitive  treatment, 
it  is  important  to  remember  that  just  as  over-en- 
thusiastic diagnostic  measures  may  be  harmful,  so 
ill-advised  treatment  may  be  even  more  harmful 
Often,  the  best  treatment  for  a time  may  be  no 
treatment  other  than  rest  and  cautious  sedation. 
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Noise,  bustle,  prolonged  venipuncture,  blood  pres- 
sure determination  every  few  minutes,  multijile  ex- 
aminations, shifting  positions  for  x-rays  and  many 
other  things  may  do  great  harm.  A quiet  room, 
reasonably  subdued  light,  a comfortably  padded  table 
or  a bed,  permitting  the  patient  to  assume  the  posi- 
tion most  comfortable  to  him  and  minimal  numbers 
of  disturbing  stimuli  may  greatly  hasten  recovery 
from  shock  and  restoration  to  good  condition.  In- 
halation of  oxygen,  administration  of  appropriate 
drugs  and  intravenous  solutions  and  transfusions  of 
plasma  or  blood  may  be  important.  Occasionally, 
of  course,  operative  procedures  may  be  necessary  but 
if  conditions  dictate  such  the  operation  may  be  best 
deferred,  for  hours  or  even  for  days,  as  in  the  case 
of  some  orthopedic  procedures. 

Infection : 

I have  already  referred  to  the  fact  that  while 
every  effort  should  be  made  to  guard  against  infec- 
tion, nevertheless  insuring  unhampered  respiration 
and  combating  hemorrhage  and  shock  may  have 
to  be  given  precedence  over  measures  to  minimize  the 
threat  of  infection.  As  soon  as  possible,  however, 
aseptic  and  antiseptic  techniques  must  be  employed. 
The  first  consideration  is  to  prevent  further  con- 
tamination; covering  wounds  with  sterile  or  as  near- 
ly sterile  as  possible  materials.  Applications  of  so- 
called  antiseptic  solutions,  powders,  and  ointments 
to  open  wounds  should  be  avoided.  Careful  cleans- 
ing by  washing  and  irrigation  is  greatly  preferable. 
•Accurate  cutting  away  of  fragments  of  dead  tissue 
and  removal  of  foreign  material  and  the  application 
of  dressings  kept  moist  by  normal  sodium  chloride 
solution  and  warm  by  properly  conserved  body  heat 
may  be  potent  local  measures.  The  antibiotics  and 
antitoxins  constitute  powerful  systemic  aids.  Pa- 
tients with  severe  wounds  may  wisely  be  given  pen- 
icillin, possibly  other  specific  antibiotics  if  indicated, 
and  in  appropriate  instances  antitoxin  against  teta- 
nus and  gas  gangrene.  Any  wound  which  may  pro- 
vide anaerobic  conditions  and  any  grossly  contam- 
inated wound  necessitate  the  use  of  tetanus  antitoxin. 
A patient  previously  immunized  by  tetanus  toxoid 
should  at  least  be  given  a so-called  “booster  dose” 
of  the  toxoid.  A seemingly  insignificant  nail  or 
splinter  wound  may  provide  ideal  soil  for  growth 
of  anaerobic  organisms.  Although  tetanus  antitoxin 
may  be  an  unnecessary  precaution  in  all  wounds  and 


gas  gangrene  antitoxin  is  probably  not  indicated  ex- 
cept in  extensive  or  badly  traumatized  wounds,  never- 
theless judgment  of  the  risk  is  fallible  and  when 
in  doubt  antitoxins  and  special  antibiotics  should 
be  employed. 

In  detail,  the  emergency  room  treatment  of  the 
average  patient  with  a wound  might  well  be  as  fol- 
lows: Clothing  should  be  removed,  cut  away  if 
necessary.  Sedation  should  be  supplemented  if  nec- 
essary, as  already  suggested.  Anesthesia  must  be 
chosen  appropriate  to  the  necessities  involved.  Local 
anesthesia  with  procaine  by  field  l)lock,  nerve  block, 
or  subarachnoid  segmental  block  are  often  best. 
The  last  may  best  be  avoided  after  severe  hemor- 
rhage or  in  marked  shock.  Intravenous  anesthesia 
(sodium  pentothal,  etc.)  and  inhalation  anesthesia 
may  offer  greater  risk  but  may  be  necessary.  Choice 
of  the  anesthetic  agent  had  probably  best  be  based 
largely  on  the  experience  of  the  anesthetist.  Prac- 
tically all  traumatic  wounds  are  contaminated,  and, 
of  course,  some  are  grossly  soiled.  Therefore,  wounds 
and  adjacent  areas  should  be  washed  with  soap  and 
sterile  water  and  irrigated  with  a physiologic  solu- 
tion of  sodium  chloride,  the  vigor  of  the  cleansing  de- 
pending upon  the  tissue  involved  and  the  degree  of 
soiling.  It  is  my  belief  that  all  antiseptic  solutions 
should  probably  be  avoided.  The  area  should  be 
draped,  local  infiltration  anesthesia  injected  if  to  be 
employed,  and  dead  tissue  cut  away  with  the  utmost 
care.  Remaining  dead  tissue  will  promote  infection. 
Sacrifice  of  viable  tissue  may  greatly  complicate 
the  repair  and  utterly  compromise  the  cosmetic 
result  or  function. 

The  surgical  repair  of  a wound  may  be  simple 
or  extremely  complicated  and  difficult.  Skin,  sub- 
cutaneous tissue  and  muscle  seldom  present  great 
problems.  Serious  problems,  however,  often  attend 
associated  wounds  of  bones,  tendons,  nerves  or  vis- 
cera. In  such  cases,  the  services  of  a physician 
trained  in  those  special  skills  should  be  sought, 
namely  the  orthopedic  surgeon,  the  neurosurgeon, 
the  general  surgeon  and  so  forth,  depending  upon 
the  particular  injury.  Fractured  bones  must  be 
set  and  supported,  severed  tendons  and  nerves  must 
be  quickly  recognized  and  accurately  repaired.  What- 
ever is  injured  must  be  restored  as  well  as  possible. 
Dead  space  should  be  obliterated  and  complete 
hemostasis  secured. 
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Although  many  surgeons  differ,  I prefer  not  to 
bury  unabsorbable  material  in  contaminated,  po- 
tentially infected  wounds.  Many  recommend  silk, 
cotton,  stainless  steel  and  other  similar  sutures,  but 
I prefer  catgut  in  most  instances.  If  infection 
supervenes,  non-absorbable  ligatures  and  sutures 
may  cause  stubborn  sinuses,  drainage,  and  so  forth. 
Catgut  may  theoretically  enhance  infection  for  a 
short  time  but  after  a few  days  it  disappears  and 
unhampered  healing  occurs.  Plain  or  chromicized 
catgut  in  the  smaller  sizes,  triple  O,  double  O,  single 
O and  rarely  No.  1 offer  an  adequate  choice  depend- 
ing upon  the  strength  needed.  Interrupted  sutures 
are  best  and  all  should  be  tied  no  tighter  than  nec- 
essary to  lightly  appro.ximate  the  tissue,  muscle  or 
subcutaneous  tissue. 

Skin  sutures  of  non-absorbable  material  seem  to 
find  almost  universal  acceptance.  Silk,  cotton,  and 
monofilament  synthetics  (“Dermal’ — D&G)  in  small 
sizes  seem  almost  equally  satisfactory.  The  mono- 
filament suture  with  needle  attached,  in  a sterile  tube 
like  catgut  is  invaluable.  For  best  approximation 
the  distance  between  sutures  should  be  the  same  as 
the  distance  from  suture  to  skin  margin.  The 
thinner  the  skin  the  smaller  that  distance  must  be. 
Many  prefer  interrupted  sutures  but  I often  choose 
the  continuous  suture.  No  suture  should  be  tight 
enough  to  blanch  the  skin.  Firm  dressings  offer 
helpful  support  of  the  wound  though  too  tight  dress- 
ings may  be  harmful.  Skin  sutures  may  sometimes 
be  removed  in  a day  or  two  if  under  no  tension.  The 
sooner  they  are  removed  the  less  chance  there  is  for 
a cross-hatched  scar. 

In  passing,  it  should  be  mentioned  that  metal 
clips  may  be  quite  useful  in  skin  closure  and  also 
that  narrow  strips  of  ordinary  surgical  adhesive 
tape  may  approximate  skin  edges  nicely.  Adhesive 


strips  may  also  be  used  to  supplement  skin  sutures 
and  it  will  be  noted  that  the  best  healing  often 
occurs  lieneath  the  adhesive  stripped  areas. 

Cosmetic  Appearance  and  Function: 

The  last  two  of  the  five  topics  chosen  for  elabora- 
tion may  well  be  discussed  together  for  both  are 
intimately  concerned  with  the  conservation  and  the 
repair  of  remaining  viable  tissue.  Both  frequently 
entail  considerable  knowledge,  experience,  technical 
procedure,  and  judgment.  Even  as  a physician  in 
surgical  practice  exclusively,  I refer,  whenever  pos- 
sible, wounds  that  present  real  problems  in  cos- 
metics to  surgeons  especially  skilled  in  plastic  sur- 
gery. The  initial  repair  of  facial  wounds  and  others 
that  may  result  in  disfigurement  determines  in  large 
measure  the  final  cosmetic  result.  Even  multiple 
subsequent  operations,  often  time  consuming,  dis- 
abling and  costly,  may  not  compensate  for  ill- 
advised  or  poorly  executed  initial  wound  repair. 
In  addition  to  cosmetic  disfigurement,  serious  loss 
of  function  also  may  ensue.  Severed  tendons  and 
nerves  are  easily  overlooked  and  in  severely  injured 
patients  may  not  come  to  light  for  a long  time — too 
late  sometimes  for  restoration  of  good  function  to 
the  part. 

And  so  I believe  that  every  physician,  whether  in 
general  practice  or  in  the  practice  of  surgery,  whether 
in  general  surgery  or  a particular  branch  of  surgery, 
and  whether  in  surgery  exclusively  or  not  should  ex- 
amine himself  and  attempt  to  objectively  evaluate 
himself  and  his  training,  his  capabilities  and  his 
facilities,  and  so  determine  within  his  own  conscience 
what  practice  he  may  safely  do.  In  the  words  of 
the  Oath  of  Hippocrates,  “I  will  not  use  the  knife, 
not  even,  verily,  on  sufferers  from  stone,  but  I will 
give  place  to  such  as  are  craftsmen  therein.” 
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SURGICAL  TREATMENT  OF  PEPTIC  ULCER* 

David  B.  Corcoran,  M.D.,  F.A.C.S., 

Lakeview  Clinic, 

SuflEolk,  Virginia 


In  discussing  the  surgical  treatment  of  peptic  ulcer 
it  is  important  to  emphasize  at  the  outset  that  this 
treatment  is  not  a substitute  for  medical  treatment. 
In  no  instance,  if  we  are  to  institute  proper  therapy, 
are  we  allowed  a choice.  One  or  the  other  is  always 
indicated.  Surgical  therapy  should  be  considered 
only  under  the  following  conditions:  First,  when 
medical  therapy  has  been  given  a thorough  trial  and 
liad  failed;  secondly,  where  it  is  obvious  that  med- 
ical treatment  would  be  of  no  avail;  and,  thirdly, 
where  medical  treatment  would  entail  greater  risk 
to  the  patient's  life  than  surgical  treatment. 

To  apply  these  broad  criteria  to  peptic  ulcer  it  is 
first  necessary  to  consider  its  two  main  divisions, 
gastric  and  duodenal. 

Gastric  Ulcer 

Gastric  ulcer  is  distinguished  from  duodenal  ulcer 
anatomically  by  its  location,  but  therapeutically  it 
is  distinguished  by  the  fact  that  it  is  frequently 
malignant,  while  duodenal  ulcer  is  only  rarely,  if 
ever  so.  This  is  an  extremely  important  point  and 
deserves  careful  consideration,  since  in  this  instance 
we  have  to  determine  which  type  of  treatment  gives 
the  patient  a better  chance  of  survival.  Unfortunate- 
ly, there  is  no  means  by  which  we  can  determine  pre- 
operatively  whether  a gastric  lesion  is  benign  or 
malignant.  The  so-called  “trial  of  conservative 
treatment”  is  really  no  trial  at  all,  since  roentgenolo- 
gists emphasize  that  a malignant  gastric  ulceration 
may  seem  to  disappear  on  medical  treatment  only 
to  re-appear  later  as  a space  occupying  gastric  car- 
cinoma. 

\\  alters,  Gray  and  Priestly^,  in  reviewing  a series 
of  patients  who  had  resectable  carcinomatous  lesions 
of  the  stomach,  report  that  one-third  suffered  from 
the  so-called  ulcer  type  of  dyspepsia  and  four-fifths 
experienced  temporary  symptomatic  relief  on  med- 
ical treatment.  This  uncertainty  is  not  resolved  by 
ga'troscopic  examination  or  by  any  other  laboratory 
or  clinical  means  available. 

Achlorhydria  associated  with  a gastric  ulcer  makes 

*Read  before  the  56th  annual  meeting  of  the  Seaboard 
Medical  Society  of  Virginia  and  North  Carolina,  Virginia 
Beach,  Virginia,  December  4-6,  1951. 


the  possibility  of  malignancy  much  greater,  but  we 
must  remember  that  achlorh)dria  is  present  in  only 
50 /o  of  the  cases  of  gastric  cancer.  Allen^  found  the 
same  incidence  of  achlorhydria  in  the  cases  with 
benign  gastric  ulcer  as  in  those  which  proved  to  be 
malignant.  These  same  findings  were  obtained  by 
Kiernan^. 

All  authorities  agree  that  the  only  one  who  can  say 
that  a gastric  ulcer  is  benign  is  the  pathologist  who 
examines  it  microscopically.  The  physician,  then, 
who  undertakes  to  advise  treatment  for  a gastric 
ulcer  is  dealing  with  a lesion  which  may  or  may  not 
be  malignant.  It  would  seem  that  his  first  concern 
would  be  to  determine  which  treatment  involved  less 
risk  to  the  patient’s  life.  Is  the  risk  of  a medically 
treated  gastric  ulcer  being  malignant  greater  than  the 
risk  of  a gastric  resection? 

Lahey^  in  1948  stated  that  in  his  experience  10% 
of  patients  who  are  treated  for  gastric  ulcer  turn  out 
to  have  malignant  disease.  Walters®  states  that  20% 
of  the  patients  who  are  reported  to  have  gastric  ulcer 
on  roentgenographic  examination  are  found  on  op- 
eration to  have  malignant  ulcers.  Kiernan®  states 
that  10%  of  gastric  ulcers  believed  to  be  benign 
on  x-ray  examination  will  be  found  to  be  malignant. 
This  same  author  reported  that  the  lowest  incidence 
of  malignancy  of  ulcers  anywhere  in  the  Homach  was 
1 1 Vr . This  was  along  the  lesser  curvature.  The 
highest  was  along  the  greater  curvature;  this  was 
96%.  Allen  and  Welch''  reported  that  14%  of  the 
patients  treated  for  benign  gastric  ulcer  at  the  Massa- 
chusetts General  Hospital  over  a ten  year  period 
proved  to  have  cancer.  In  Allen’s^  series  20%  of 
the  ulcers  on  the  anterior  or  posterior  wall  proved  to 
be  malignant.  Holmes  and  Hampton*  have  shown 
that  gastric  ulcers  located  in  an  area  two  centimeters 
proximal  to  the  pylorus  are  prone  to  be  malignant, 
regardless  of  size. 

How  does  this  risk  which  is  assumed  by  the  aver- 
age patient  with  a gastric  ulcer  who  is  treated  med- 
ically compare  to  the  risk  of  a patient  undergoing 
surgical  treatment?  The  mortality  of  gastric  resec- 
tion, which  is  the  surgical  procedure  most  frequently 
employed  in  the  definitive  treatment  of  gastric  ulcer. 
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has  decreased  markedly  in  the  last  decade.  Through- 
out the  country  in  large  and  small  hospitals,  in  com- 
petent hands,  it  probably  does  not  exceed  two  or 
three  per  cent.  Many  reports  in  the  literature  over 
the  past  few  years  (Table  I)  have  been  much  lower 
than  this. 


Table  I 

Mortality-  of  Gastrectomy  in  Various  Series 


.Authors 

A’ear 

No.  Cases 

Mortality 

Nicolaysen  & Fretheim 

1951 

280 

.35 

Glenn  & Harrison 

1951 

309 

1.9 

Garlock 

1949 

187 

.5 

Colp  et  al 

1948 

100 

0 

St.  John  et  al 

1949 

394 

2. 

Steinberg 

1947 

373 

.8 

Bradshaw  & Hightower 

1947 

53 

1.9 

Kennedy  Sc  Reynolds  

1946 

90 

0 

King  _ _ _ _ 

1946 

75 

0 

Mitler  & Nicholson 

1946 

113 

.9 

.Allen  & Welch 

1946 

195 

2.0 

References  for  Table  I 

1.  Nicolaysen,  K.,  and  Fretheim,  B.:  Partial  Gastrectomy 

for  Ulcer  and  Post-Operative  Complications;  Am. 
Surg.  30:597-605,  1951. 

2.  Glenn,  F.,  and  Harrison,  C.  S. : Gastric  Resection  in 

the  Treatment  of  Peptic  Ulcer;  Arch.  Surg;  62:151- 
160,  1951. 

3.  Garlock,  J.  H.,  and  Lyons,  A.  S. : The  Surgical  Thera- 

py of  Duodenal  Ulcer;  Surgery,  25:352,  1949. 

4.  Colp,  R.,  Klingenstein,  P.,  Drucherman,  L.  J.  and 

Weinstein,  V.  A.:  A Comparative  Study  of  Sub- 
total Gastrectomy  with  and  without  Vagotomy; 
.Am.  Surg.  128:470,  1948. 

5.  St.  John,  F.  B.,  Harvey,  H.  D.,  Fesser,  J.  M.,  and 

Sengstaken,  R.  W. : Results  Following  Gastrectomy 
for  Duodenal  and  Gastric  Ulcer;  Am.  Surg.  128:3, 
1948. 

6.  Steinberg,  M.  E.:  Re-Operative  Surgery  for  Recurrent 

Peptic  Ulceration;  Surg.,  Gyn.  Sc  Obs.  84:1029,  1947. 

7.  Bradshaw,  H.  H.,  and  Hightower,  F. : Peptic  Ulcer 

of  the  Duodenum;  North  Carolina  M.  J.  8:204,  1947. 

8.  Kennedy,  C.  S.,  and  Rejmolds,  R.  P. : Does  Anterior 

Gastro-Enterostomy  Predispose  to  Development  of 
Jejunal  Ulceration?;  .Am.  J.  Surg.  72:36,  1946. 

9.  King,  M.  K. : Subtotal  Gastrectomy  in  the  Treatment 

of  Ulcer;  Am.  J.  Surg.  71:350,  1946. 

10.  Miller,  G.  G. : Report  on  230  Cases  of  Subtotal  Gas- 

tric Resection  for  Peptic  Ulcer;  Surgery  12:383, 
1942. 

11.  .Allen,  .A.  W.,  and  Welch,  C.  E.:  Subtotal  Gastrectomy 

for  Duodenal  Ulcer;  .Am.  Surg.  124:688,  1946. 

These  facts  have  resulted  in  the  development  of 
two  schools  of  thought  regarding  the  treatment  of 
gastric  ulcer.  The  first  group  believes  that  since  the 
incidence  of  carcinoma  is  so  much  higher  than  the 


risk  of  surgical  removal  of  the  ulcer,  all  gastric  ulcers 
without  exception  should  be  treated  surgically.  This 
is  a sound  view  and  one  with  which  it  is  hard  to 
find  fault.  If  put  into  universal  practice,  it  would 
most  certainly  bring  many  early  carcinomas  of  the 
stomach  to  surgery  at  a time  when  they  are  most 
susceptible  to  cure.  Others  believe  that  in  a young 
individual  most  gastric  ulcers  may  safely  be  given 
a trial  of  conservative  treatment.  By  this  is  meant 
two  to  three  weeks  of  medical  therapy  under  close 
supervision.  If  at  the  end  of  this  time,  the  symptoms 
have  subsided,  occult  blood  in  the  stomach  aspira- 
tions has  disappeared  and  if  the  ulceration  has  either 
gotten  much  smaller  or  disappeared  on  x-ray  visual- 
ization, this  group  believes  that  these  patients  may 
be  safely  treated  medically  under  continued  close 
observation  as  long  as  healing  progresses  and  the 
patient  remains  asymptomatic.  Most  of  these  men 
will  agree  that  patients  over  forty  with  chronic  re- 
curring gastric  ulcers  should  be  operated  upon,  as 
should  all  those  with  ulcers  on  the  greater  curvature 
and  all  those  with  ulcers  over  1.5  centimeters  in 
diameter. 

In  considering  these  opinions  it  is  important  to 
remember  that  the  doctor  who  undertakes  to  give  a 
gastric  ulcer  a trial  of  medical  treatment  is  assuming 
a grave  responsibility  and  has  a most  serious  ob- 
ligation to  explain  the  possibilities  to  the  patient  and 
to  make  sure  that  the  follow-up  observation  is  as 
thorough  as  possible. 

The  following  case  is  presented  to  show  how  dif- 
ficult it  may  be  to  distinguish  between  a gastric  ulcer 
and  a malignant  lesion. 

Case  1.  This  patient  was  a 7 2 year  old  male  who 
had  been  suffering  from  indigestion  for  30  years. 
For  several  years  before  examination  he  had  been 
suffering  from  definite  epigastric  distress.  For  a 
few  weeks  before  examination  his  indigestion  and 
epigastric  pain  had  become  more  severe  and  he  had 
been  troubled  by  nausea  and  occasional  vomiting. 

Upper  gastro- intestinal  x-ray  studies  were  done  on 
May  22,  1951  (Figure  I).  At  this  time  a prepyloric 
gastric  ulcer  was  visible  and  there  was  some  narrow- 
ing and  stiffening  of  the  pyloric  area.  The  diagnosis 
was  prepyloric  gastric  ulcer.  It  w^as  felt  that  car- 
cinoma could  not  be  excluded,  but  in  view  of  the 
patient’s  age  and  poor  physical  condition  and  es- 
pecially in  view  of  the  long  historj'  of  dyspepsia,  it 
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was  decided  to  give  him  a three  to  four  weeks  trial  of 
medical  treatment. 

On  June  12,  1951,  three  weeks  later,  repeat  upper 
gastrointestinal  x-ray  studies  were  made  (Figure 
II).  During  this  interval  on  intensive  medical  treat- 


Fig.  1. — Roentgenogram  showing  prepyloric  ulcer  which 
proved  to  be  part  of  a malignant  lesion. 


ment,  he  stated  that  he  felt  better.  His  epigastric 
distress  had  cleared  up  and  his  only  complaints  were 
nausea  and  occasional  vomiting.  The  films  showed 
that  the  ulcer  which  was  seen  previously  had  disap- 
peared. This  time,  how'ever,  the  pyloric  end  of  the 
stomach,  in  addition  to  being  somewhat  narrowed, 
appeared  irregular  and  mottled.  This  picture  w’as 
considered  very  suggestive  of  carcinoma.  Operation 
was  decided  upon,  the  patient  was  hospitalized,  and 
after  three  days  of  preparation,  gastrectomy  w'as  per- 
formed. At  operation  the  specimen  showed  a deep 
crater  form  ulcer  surrounded  by  a tumor  about  three 
to  four  centimeters  in  diameter  which  was  composed 
of  hard,  white,  granular  tissue.  Pathological  diag- 
nosis was  adenocarcinoma.  This  patient  died  on 
the  tenth  post-operative  day. 

Discussion:  This  case  illustrates  the  difficult  de- 
cisions which  often  have  to  be  made  in  the  treatment 
of  these  patients.  The  main  deterrent  to  surgery 
here  was  this  man’s  poor  physical  condition.  It  w'as 
felt  that  he  was  a very  poor  risk  to  any  type  of  sur- 
gery and  that  every  effort  should  be  made  to  avoid 
operation.  The  history  of  indigestion  of  thirty  years 


duration  and  definite  ulcer  symptoms,  including  epi- 
gastric pain  for  several  years,  pointed  strongly 
against  the  probability  of  malignancy.  Here  also  we 


Fig.  2. — Follow-up  film  three  weeks  later,  showing 
disappearance  of  malignant  ulcer. 

see  that  symptomatic  relief  and  the  disapperance 
of  the  ulcer  under  medical  management  do  not  nec- 
essarily rule  out  the  possibility  of  malignancy. 

Choice  of  Operation  in  Gastric  Ulcer 
Gastric  resection  is  the  operation  of  choice  in  the 
treatment  of  gastric  ulcer.  This  procedure  properly 
performed,  with  the  removal  of  at  least  three-fourths 
of  the  lower  end  of  the  stomach,  results  in  removal 
of  the  ulcer,  usually  with  a wide  margin  of  normal 
tissue.  The  acid  secretion  is  markedly  diminished 
because  of  the  removal  of  the  antrum,  which  is  the 
site  of  production  of  the  hormone  “gastrin”  and  be- 
cause of  the  removal  of  a large  portion  of  the  parietal 
cells.  A properly  performed  gastric  resection  will 
result  in  a minimal  number  of  jejunal  ulcers  and  the 
percentage  of  satisfactory  results  has  been  uniformly 
high. 

Gaviser^,  reporting  on  Wangenstein’s  patients, 
found  e.xcejlent  results  in  76%,  satisfactory  results  in 
21%,  and  poor  results  in  2.7%.  Welch  and  Allen'' 
found  that  75%  of  their  cases  became  asymptomatic 
after  gastric  resection,  15%  continued  to  have  trivial 
complaints  which  were  readily  controlled  by  diet,  and 
10%  required  medical  attention  for  relief.  Walters 
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and  Clagett^®  reported  one  poor  result  in  a series  of 
162  cases. 

The  type  of  gastrectomy  most  frequently  performed 
is  the  Polya  procedure,  or  the  Hofmeister  modifica- 
tion of  this  procedure.  The  anastomosis  may  be 
placed  anterior  or  posterior  to  the  transverse  colon. 
Our  personal  preference  is  for  the  posterior  Polya 
procedure  because  this  makes  possible  the  use  of  a 
shorter  afferent  loop.  E.xperimentally,  the  resistance 
of  the  jejunal  mucosa  to  gastric  contents  has  been 
shown  to  increase  as  we  approach  the  duodenum; 
hence  a short  afferent  loop  should  decrease  the  in- 
cidence of  jejunal  ulcer. 

We  believe  that  it  is  important  to  avoid  the  use  of 
crushing  clamps  in  performing  the  anastomosis.  The 
widespread  employment  of  these  clamps  does  not 
change  the  fact  that  their  use  violates  fundamental 
surgical  principles.  If  an  open  anastomosis  is  per- 
formed without  crushing  or  traumatizing  the  tissues, 
accurate  approximation  and  thorough  hemostasis  can 
be  obtained;  the  incidence  of  post-operative  edema 
of  the  stoma  and  post-operative  hemorrhage  will  be 
markedly  reduced  and  the  need  for  post-operative 
gastric  suction  will  be  the  exception  rather  than  the 
rule.  These  patients  are  usually  able  to  take  small 
amounts  of  water  by  mouth  on  the  first  post-operative 
day  and  start  taking  a bland  diet  on  the  second  or 
third  post-operative  day. 

Gastro-enterostomy  is  not  satisfactory  in  the  treat- 
ment of  gastric  ulcer  because  it  does  not  result  in  the 
removal  of  the  lesion  which  may  be  malignant,  be- 
cause the  reduction  in  the  acid  content  of  the  stomach 
is  not  nearly  as  marked  or  as  permanent  as  with 
gastric  resection  and  because  it  is  followed  by  a much 
higher  percentage  of  jejunal  ulcer  than  is  gastric 
resection. 

Vagotomy  alone  is  not  applicable  because  the 
potentially  malignant  lesion  is  not  removed  and  be- 
cause of  the  high  incidence  of  recurrence  and  the 
possibility  of  the  development  of  delayed  gastric 
emptying.  Vagotomy  in  association  with  gastro- 
enterostomy relieves  the  possibility  of  delayed  emp- 
tying but  does  not  take  care  of  the  other  reasons 
for  not  employing  this  procedure  in  the  treatment 
of  gastric  ulcer. 

Duodenal  Ulcer 

In  considering  the  surgical  treatment  of  duodenal 
ulcer,  the  picture  is  completely  different.  Here  the 


(juestion  of  malignancy  is  not  a factor  and  surgery 
should  be  employed  only  after  medical  therapy  has 
failed.  .Approximately  85%  of  duodenal  ulcers  re- 
spond satisfactorily  to  medical  therapy^b  The  per- 
formance of  a gastric  resection  for  the  treatment  of  a 
duodenal  ulcer  is  more  hazardous  than  for  gastric 
ulcer.  This  is  due  to  the  difficulty  often  experienced 
in  freeing  a sufficient  segment  to  effect  a safe  closure 
of  the  duodenal  stump.  The  cases  of  duodenal  ulcer 
which  do  not  achieve  the  desired  results  under 
medical  therapy  and  have  to  be  treated  surgically  are 
those  which  develop  intractable  pain,  hemorrhage, 
obstruction  or  perforation. 

Intractable  Pain.  If  a patient  who  has  had  pro- 
longed active  treatment  of  a duodenal  ulcer  has  con- 
tinuous intractable  pain  which  interferes  with  his 
ordinary  activities,  surgical  treatment  is  recom- 
mended. In  this  case  we  are  dealing  with  a con- 
dition where  medical  treatment  has  been  of  no  avail 
and  another  approach  must  be  employed  if  we  are 
to  have  any  chance  of  improving  an  intolerable 
situation.  The  following  case  report  presents  an 
instance  where  surgical  therapy  was  employed  in 
the  treatment  of  a duodenal  ulcer  because  of  in- 
tractable pain  in  a patient  who  would  ordinarily  not 
be  a good  candidate  for  surgical  treatment. 

Case  2.  This  twenty-three  year  old  girl  had  a long 
history  of  duodenal  ulcer  which  had  been  diagnosed 
by  roentgenologic  examination.  For  two  years  before 
referral  she  had  suffered  severe  epigastric  pain  which 
did  not  respond  to  intensive  medical  therapy.  She 
was  unable  to  deviate  from  a Sippy  #1  diet  without 
severe  exacerbations.  Her  symptoms  were  becoming 
steadily  more  severe;  periods  of  complete  rest  re- 
sulted in  partial  alleviation,  but  pain  recurred  as 
soon  as  she  returned  to  work  or  deviated  from  her 
Sippy  #1  diet.  This  patient  worked  as  a telegraph 
operator  and  had  no  independent  means  of  support. 
It  was  clear  that  unless  something  further  could  be 
done  she  would  become  a complete  invalid  with  little 
hope  of  further  improvement.  Surgical  therapy  was 
decided  upon.  The  patient  was  brought  into  the 
hospital,  prepared  for  surgery  and  a gastrectoni}' 
was  performed,  about  80%  of  the  stomach  being 
removed.  Her  post-operative  course  was  uneventful 
and  she  was  discharged  from  the  hospital  on  a bland 
diet  on  the  tenth  post-operative  day.  She  returned 
to  work  and,  although  only  18  months  have  elapsed 
thus  far,  she  has  not  had  any  further  troulde. 
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Discussion:  This  patient  illustrates  the  fact  that 
at  times  suri'ical  therapy  may  have  to  be  employed 
under  unfavorable  circumstances  because  it  is  the 
only  recourse  left.  No  one  likes  to  perform  a gas- 
trectomy on  a patient  this  age,  but  at  times  it  may 
be  necessary.  When  performed,  the  ojjeration  should 
be  radical,  a somewhat  larger  portion  of  the  stomach 
being  removed  than  usual.  Care  should  also  be 
taken  to  make  the  afferent  loop  as  short  as  feasible. 
A gastrectomy  in  a twenty-three  year  old  patient  has 
to  last  a long  time,  and  will  have' a correspondingly 
greater  opportunity  to  develop  a marginal  ulcer. 
Every  possible  effort  should  be  taken  at  the  time  of 
surgery  to  prevent  this  from  occurring. 

Hemorrhage:  The  problem  of  severe  bleeding 

from  peptic  ulcer  is  probably  the  most  controversial 
of  all,  but  the  great  majority  of  authorities  today  will 
admit  that  there  are  certain  cases  whose  lives  will 
be  saved  by  surgical  intervention  if  this  is  employed 
at  the  correct  time.  The  results  of  MeulengrachT^, 
the  foremost  advocate  of  exclusively  conservative 
treatment,  who  reported  a mortality  of  one  per  cent, 
have  not  been  duplicated.  In  analyzing  his  cases, 
Holman^^  found  that  most  of  his  fatalities  occurred 
in  two  types  of  patients : ( 1 ) those  who  continued 

to  bleed  for  twenty-four  to  forty-eight  hours  after 
they  had  been  placed  on  a medical  regime,  and  (2) 
those  who  started  to  bleed  while  in  the  hospital  under 
medical  treatment  for  a previously  uncomplicated 
ulcer.  Under  conservative  treatment  the  mortality  in 
these  two  groups  was  over  fifty  per  cent.  It  is  a well 
known  fact  that  the  average  age  of  the  patients 
who  terminate  fatally  under  conservative  treatment 
is  higher  than  those  who  do  not.  The  above  author 
by  submitting  all  patients  in  these  two  groups  to 
emergency  surgery  was  able  to  reduce  a mortality 
of  50%  to  five  per  cent.  The  findings  of  other 
authors  both  here  and  abroad  are  pretty  much  in 
ag-eement  that  a bleeding  peptic  ulcer  which  does 
not  respond  to  medical  treatment  within  twenty-four 
to  forty-eight  hours  after  admission  to  the  hospital 
and  any  peptic  ulcer  which  develops  hemorrhage 
while  under  medical  treatment  in  the  hospital  and 
continues  to  bleed,  has  a better  chance  to  survive 
under  proper  surgical  treatment. 

The  influence  of  age  is  an  important  one  here  and 
in  patients  over  forty-five  one  should  be  much  more 
prone  to  institute  early  surgical  treatment  for  two 
reasons:  First,  an  elderly  patient  is  much  less  able 


to  withstand  the  onslaughts  of  repeated  hemorrhage, 
and,  secondly,  the  hemorrhage  occurring  in  the  scle- 
rotic vessels  located  in  the  fibrotic  ulcer  bed  of  the 
patient  over  forty-five  is  much  less  likely  to  stop 
spontaneously  than  is  the  hemorrhage  occurring  from 
the  soft  walled  vessel  in  the  active  ulcer  bed  of  the 
younger  individual. 

For  the  above  reasons  also,  once  the  immediate 
danger  from  hemorrhage  is  passed,  we  believe  that 
any  patient  who  is  over  fifty  years  of  age  and  has 
survived  one  serious  hemorrhage  should  be  operated 
upon.  We  also  believe  that  a patient  of  any  age 
who  has  survived  two  serious  hemorrhages  should  be 
submitted  to  surgery.  In  these  cases  the  patient 
may  be  well  prepared  for  an  elective  operation  and 
the  risk  involved  in  surgical  therapy  is  less  than 
the  risk  of  a subequent  fatal  hemorrhage. 

The  following  brief  case  report  illustrates  the  sur- 
gical treatment  of  a typical  bleeding  duodenal  ulcer 
and  some  unusual  post-operative  complications. 

Case  3:  This  34  year  old  colored  male  was  sent 
into  the  hospital  because  of  severe  hematemesis  and 
melena  of  two  days  duration.  He  gave  a history 
of  ulcer  symptoms  extending  back  five  years  and  had 
had  two  previous  episodes  of  severe  hemorrhage. 
Duodenal  ulcer  had  been  diagnosed  by  x-ray  after 
the  first  attack. 

He  was  in  fairly  good  condition  on  admission, 
his  blood  pressure  being  90/65  and  his  red  blood 
count  3,230,000  with  53%  hemoglobin.  He  con- 
tinued to  bleed  severely  for  the  first  two  hospital 
days  so  that  his  red  blood  count  dropped  to  1,870,- 
000  with  28%  hemoglobin.  During  this  time  he 
was  treated  conservatively  with  sedation,  antacids  and 
a bland  diet.  After  the  second  hospital  day  signs 
of  hemorrhage  disappeared  and  his  condition  im- 
proved steadily.  Transfusions  sufficient  to  bring  his 
blood  picture  back  to  normal  were  given  and  upper 
gastro-intestinal  x-ray  studies  were  made.  These 
showed  a duodenal  ulcer.  Because  of  the  history 
of  three  episodes  of  severe  gastric  hemorrhage  sur- 
gical therapy  was  advised. 

At  operation  an  ulcer  of  the  posterior  wall  of  the 
distal  ])ortion  of  the  first  part  of  the  duodenum  was 
found.  It  was  densely  adherent  to  the  surface  of 
the  pancreas.  The  duodenum  was  divided  and  the 
duodenal  stump  was  closed,  leaving  the  ulcer  undis- 
turbed. A gastrectomy  was  then  performed.  This 
patient  did  unusually  well.  He  was  up  and  about 
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and  taking  fluids  well  on  the  first  post-operative  day 
and  was  able  to  take  a bland  diet  on  the  second.  He 
remained  quite  active  and  at  his  own  insistence  was 
discharged  on  a bland  diet  on  the  fifth  day  after 
operation.  The  original  plan  was  to  have  him  come 
back  on  the  tenth  post-operative  day  to  have  his 
sutures  removed,  but  due  to  a misunderstanding  these 
were  removed  b}’  the  nurse  before  he  left  the  hospital. 
He  remained  on  his  bland  diet  for  the  first  24  hours 
at  home,  but  on  the  morning  of  the  second  day  he 
ate  an  orange.  Shortly  after  this  he  became  nau- 
seated and  vomited  a large  amount  of  blood.  This 
was  followed  by  continued  severe  retching  and  the 
patient  eviscerated.  He  was  sent  back  to  the  hos- 
pital where  immediate  closure  of  the  evisceration 
was  performed.  The  post-operative  course  once  more 
was  uneventful.  He  had  one  tarry  stool  the  first  post- 
operative day  and  none  thereafter.  He  was  started 
on  a Sippy  #1  diet  on  the  second  post-operative  day 
and  gradually  worked  up  to  a bland  diet  on  which 
he  was  discharged.  One  year  has  ela])sed  thus  far 
without  any  further  complications. 

/discussion : This  case  is  presented  because  of  its 
unusual  aspects.  It  is  an  illustration  of  the  fact 
that  though  ulcers  located  in  the  second  part  or  the 
distal  portion  of  the  first  part  of  the  duodenum  may 
usually  be  safely  left  undisturbed  at  the  time  of 
surgery,  if  hemorrhage  is  a factor  every  effort  should 
be  made  to  avoid  irritating  the  ulcer  post-operatively 
until  it  has  had  a chance  to  heal.  Even  in  the 
presence  of  hemorrhage  w'e  believe  that  more  lives 
will  be  saved  by  not  removing  ulcers  in  these  loca- 
tions. This  is  especially  true  when,  as  is  often  the 
case,  they  are  firmly  fixed  to  the  surface  of  the 
pancreas. 

Obstruction:  When  a patient  with  a duodenal 
ulcer  develops  pyloric  obstruction  which  cannot  be 
relieved  by  medical  means,  some  type  of  surgical 
relief  must  be  sought.  These  patients  may  or  may 
not  be  previously  diagnosed  and  already  receiving 
medical  therapy.  In  either  case  it  is  important  to 
remember  that  here,  in  contra-distinction  to  some 
of  the  other  conditions  mentioned,  there  is  no  need 
for  haste.  A patient  with  complete  pyloric  obstruc- 
tion due  to  duodenal  ulcer  may  be  cared  for  in  the 
hospital  under  medical  management  consisting  of  an- 
tispasmodics,  constant  gastric  suction  and  properly 
selected  parenteral  fluids,  protein  and  blood  for 
sufficient  time  to  determine  definitely  whether  or 


not  the  obstruction  will  clear  up  after  edema  and 
spasm  have  been  eliminated.  Four  or  five  days 
should  be  long  enough  to  determine  this  and  on  oc- 
casions one  may  be  surprised  to  see  an  obstruction 
clear  up  to  the  point  where  surgery  is  no  longer 
necessary. 

Case  4:  This  46  year  old  married  woman  was 
first  admitted  to  the  hospital  because  of  upper  ab- 
dominal ])ain,  nausea  and  vomiting.  X-ray  studies 
done  before  admission  had  revealed  an  enormously 
dilated  stomach  (Figure  III).  There  were  occa- 


Figr.  3. — Roentgrenogram  showing  dilated  stomach  due  to  duodenal 
ulcer  which  cleared  up  on  conservative  treatment. 

sional  rushes  of  vigorous  peristaltic  activity  but  for 
the  most  part  peristalsis  was  entirely  absent.  There 
was  complete  retention  on  the  five  hour  films.  This 
obstruction  was  assumed  to  be  due  to  an  old  duodenal 
ulcer  with  cicatricial  contraction.  She  was  put  on 
constant  gastric  suction,  parenteral  fluids  and  anti- 
spasmodics  and,  as  symptoms  of  obstruction  sub- 
sided, she  was  placed  on  liquids  by  mouth  and 
gradually  worked  up  to  a Sippy  #3  diet.  She  was 
discharged  on  the  15th  hospital  day  without  any 
symptoms  of  obstruction.  X-ray  studies  IS  days 
after  the  original  ones  showed  no  gastric  dilatation. 
There  was  moderate  pylorospasm  but  no  evidence 
of  obstruction. 

This  patient  continued  to  do  well  and  two  other 
x-ray  studies  taken  during  the  following  year  did 
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not  reveal  any  evidence  of  obstruction.  A little  less 
than  two  years  from  the  time  of  the  previous  admis- 
sion she  had  a recurrence  of  nausea  and  this  was 
followed  by  vomiting.  X-ray  studies  showed  a huge 
dilated  stomach  and  complete  pyloric  obstruction. 
She  was  rehospitalized  and  placed  on  the  same  re- 
gime described  above.  This  time  even  though  symp- 
tomatic improvement  was  obtained,  surgery  was  ad- 
vised because  it  was  felt  that  another  recurrence 
was  likely.  After  three  days  of  preparation,  gas- 
trectomy was  performed. 

.■\t  operation  the  stomach,  although  still  dilated, 
appeared  much  smaller  than  on  the  last  x-ray  exam- 
ination. This  patient’s  post-operative  convalescence 
was  uneventful.  She  was  allowed  small  amounts  cf 
water  on  the  first  jjost-operative  da}’  and  was  given 


Fig.  4.-  Recurrence  of  same  pyloric  obstruction  two  years  later. 

a bland  diet  on  the  second.  She  was  discharged  from 
the  hospital  on  a regular  diet  on  the  1 2th  post-op- 
erative day.  She  has  been  followed  for  a little 
over  a year  now  and  has  had  no  further  difficulty. 

Discussion:  This  case  illustrates  how  even  a very 
serious  case  of  pyloric  obstruction  due  to  ulcer  may 
clear  up  under  medical  management.  Even  when 
surgery  is  decided  upon  beforehand,  these  patients 
benefit  from  a preliminary  course  of  three  or  four 
days  of  gastric  decompression.  For  the  most  part 
pyloric  obstruction  due  to  cicatricial  contraction 


about  an  old  duodenal  ulcer  in  a }oung  or  middle 
aged  person  is  almost  certain  to  recur  even  if  it 
does  respond  temporarily  to  medical  treatment.  In 
an  elderly  individual  this  is  less  likely  to  be  the  case. 

Perforation.  Perforation  which  may  occur  in  a 
gastric  or  duodenal  ulcer  is  mentioned  here  because 
the  great  majority  of  perforated  ulcers  are  duodenal 
and  are  usually  located  on  the  anterior  wall  of  that 
structure.  BaritelP"*,  on  the  basis  of  his  statistics, 
concludes  that  there  are  35  patients  who  develop  a 
perforated  ulcer  per  100,000  population  per  year 
and  there  are  five  perforated  ulcers  for  every  1000 
hospital  admissions.  Males  out-number  females  by 
at  least  10  to  1,  the  perforation  usually  takes  place 
after  forty  and,  while  peptic  ulcers  may  perforate 
without  any  previous  symptoms,  about  75%  will 
give  a hi.story  if  carefully  cjuestioned^®. 

Medical  treatment  consisting  of  constant  gastric 
suction,  antibiotics  and  morphine  has  been  recom- 
mended 1)}’  some  as  the  treatment  of  choice.  The 
great  majority  of  authorities,  however,  favor  surgical 
therapy  simply  because  it  is  a more  logical  approach 
and  because  in  signficant  series  the  results  are  far 
superior. 

Choice  of  Operation  in  Duodenal  Ulcer 

In  all  cases  of  duodenal  ulcer  except  tho.se  being 
treated  for  perforation,  the  most  frequently  employed 
operation  is  gastric  resection.  This  procedure,  ac- 
cording to  the  report  of  Gaviser^,  achieved  an  ex- 
cellent or  good  result  in  82%.  and  a satisfactory 
result  in  15%  of  231  duodenal  ulcers.  Walters  and 
his  associates^®,  in  a study  of  197  patients  with 
duodenal  ulcer,  found  that  83.5%  were  well  with- 
out any  limitation,  and  that  14%  were  well  on  a 
dietary  regime  after  gastric  resection.  Miller^^,  re- 
porting on  230  patients  with  duodenal  ulcer,  found 
that  90%  were  cured  and  10%  were  improved  after 
gastrectomy. 

Gastric  resection,  as  mentioned  above,  is  a more 
formidable  and  hazardous  procedure  when  performed 
for  duodenal  than  for  gastric  ulcer,  due  to  the  dif- 
ficulty entailed  in  obtaining  sufficient  tissue  to  per- 
form a safe  closure  of  the  duodenal  stump.  One  of 
the  most  effective  means  of  remedying  this  difficulty 
when  it  is  encountered  is  to  divide  the  .^tomach  just 
proximal  to  the  pylorus  and  remove  all  the  mucosa 
of  the  antrum.  In  this  manner  sufficient  tissue  is 
saved  to  effect  a sound  closure  and  the  beneficial 
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effect  of  the  operation  on  gastric  acidity  will  not  he 
interfered  with.  Equally  good  results  may  be  ex- 
pected after  this  procedure  and  after  operations  where 
the  entire  pylorus  is  removed®. 

Another  method  of  dealing  with  this  situation  is 
the  technique  of  exclusion.  In  using  this  technique 
the  duodenum  is  divided,  the  ulcer  is  left  undis- 
turbed and  the  duodenal  stump  is  then  carefully 
closed  in  layers  and  turned  down  over  the  ulcer 
base. 

.-\dherent  ulcers  located  in  the  region  of  the  am- 
pulla of  Vater  present  another  technical  problem, 
which  is  best  solved  by  leaving  the  ulcer  undisturbed 
and  perfonning  an  adequate  gastric  resection  I'he 
great  weight  of  reported  evidence  seems  to  indicate 
that  this  is  a safe  procedure  which  does  not  influence 
the  post-operative  result. 

Partial  gastrectomy  is  recommended  as  the  treat- 
ment of  choice  in  duodenal  ulcer  because  it  is  a tried 
and  proven  procedure  which  has  been  used  over  a 
long  enough  period  of  time  to  definitely  establish  its 
effectiveness.  \Miere  the  procedure  has  been  properly 
indicated  and  properly  performed  the  results  have 
been  good  and  the  complications  few.  .According  to 
all  statistics  presently  available,  these  results  are 
superior  to  those  obtained  with  any  other  single 
surgical  procedure. 

Complete  vagus  resection  produces  an  inhibition 
of  all  of  the  cephalic  and  much  of  the  inter-digestive 
phase  of  gastric  motor  and  secretory  activity.  It 
reduces  the  motility  of  the  stomach  and  prolongs  the 
emptying  time.  In  general,  the  immediate  results 
are  striking  in  jiatients  with  duodenal  ulcer.  Pain 
disappears  and  most  lesions  heal  promptly.  Short 
term  follow-up  studies  indicate  that  recurrences  are 
infrequent  in  spite  of  the  tendency  for  the  stomach 
to  become  activated.  Reports  of  longer  studies, 
however,  are  beginning  to  appear  that  indicate  that 
the  beneficial  results  are  of  temporary  duration. 
Even  the  most  ardent  advocates  of  the  operation  no 
longer  recommend  its  performance  for  duodenal  ulcer 
without  it  being  accompanied  by  a gastric  drainage 
procedure  such  as  gastro-enterostomy.  This  has 
been  done  in  an  effort  to  prevent  the  high  incidence 
of  post-operative  complications,  chiefly  gastric  re- 
tention but  also  diarrhea  and  intermittent  abdominal 
colic.  We  muT  all  admit  that  sufficient  time  has 
not  yet  elapsed  to  determine  whether  vagus  resection 


will  prevent  the  high  incidence  of  jejunal  ulcers 
which  followed  the  routine  use  of  gastro-enterostomy 
in  the  treatment  of  duodenal  ulcer  in  years  gone  by. 

We  believe  that  vagus  resection  has  no  place  in 
the  routine  treatment  of  duodenal  ulcer  at  the  present 
time.  We  have  no  quarrel  with  those  who  combine 
this  procedure  with  gastric  resection  in  the  treat- 
ment of  either  gastric  or  duodenal  ulcer  or  both,  but 
we  have  not  been  convinced  that  the  [jo'sible  im- 
provement which  may  be  obtained  justifies  this  addi- 
tion to  a procedure  which  is  already  producing  highl}- 
satisfactory  results.  I’he  forte  of  vagus  resection  is 
in  the  treatment  of  marginal  or  jejunal  ulcers  which 
occur  as  a complication  of  gastrectomy.  Here  the 
results  obtained  with  this  procedure  have  been  su- 
perior to  those  obtained  with  any  other.  Indeed,  no 
other  surgical  procedure  has  much  to  offer  in  the 
treatment  of  a marginal  ulcer  which  occurs  after 
an  adequate  gastrectomy  has  been  performed.  In 
regard  to  the  marginal  ulcer  which  develops  after 
an  inadequate  gastrectomy,  we  believe  that,  if  the 
patient’s  condition  permits,  this  should  be  treated 
by  an  adequate  gastrectomy,  probably  accompanied 
by  vagotomy.  If  the  patient’s  condition  does  not 
make  an  adequate  gastrectomy  seem  feasible,  va- 
gotomy alone  is  the  procedure  of  choice. 

Gastro-enterostomy  is  a procedure  which  was  for- 
merly very  popular  in  the  treatment  of  peptic  ulcer 
and  at  one  time  was  performed  much  more  frequently 
than  gastric  resection.  It  will  decrease  the  empty- 
ing time  of  the  stomach  and  short  circuit  an  ob- 
structed pylorus.  It  permits  partial  neutralization 
of  gastric  acids  by  the  alkaline  duodenal  juices  but 
the  reduction  in  the  acid  secretory  response  to  his- 
tamine is  slight^®.  The  procedure  fails  to  remove 
the  ulcer  bearing  area  and  long  term  studies  have 
revealed  that  it  is  followed  by  a high  incidence  of 
marginal  ulcer’®.  This  latter  difficulty  has  led  to 
its  fall  from  grace  and  at  jiresent  it  is  recommended 
only  for  those  cases  of  pyloric  obstruction  whose 
physical  condition  makes  them  poor  risks  for  a gas- 
trectomy. 

As  regards  the  choice  of  operation  for  perforation 
of  a peptic  ulcer,  there  is  general  agreement  that 
closure  of  the  opening  by  the  simplest  method  avail- 
able is  the  procedure  of  choice.  This  can  usually 
be  dene  by  placing  two  or  three  Lembert  sutures 
across  the  hole  and  covering  this  with  piece  of 
omentum.  No  other  surgery  is  indicated  unless  it 
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is  absolutely  necessary  at  the  time.  If  there  is  com- 
plete or  almost  complete  pyloric  obstruction,  a gastro- 
enterostomy is  justifiable,  but  if  this  is  not  absolutely 
necessary  it  should  be  postponed  to  a later  date.  A 
patient  with  a perforated  peptic  ulcer  is  in  a pre- 
carious position  at  best.  He  is  undergoing  a pro- 
cedure which  already  entails  a much  higher  risk 
than  does  an  elective  gastrectomy.  This  risk  should 
not  be  magnified  by  the  addition  of  an\’  surgery 
which  ma}'  be  postponed  until  a later  date. 

SUMM.ARY 

Surgical  treatment  should  be  employed  in  the 
therapy  of  peptic  ulcer  only  after  medical  treatment 
has  been  given  a thorough  trial  and  has  failed,  or 
where  it  is  obvious  that  medical  treatment  would  be 
of  no  avail,  or  where  medical  treatment  would  entail 
greater  risk  to  the  patient’s  life  than  surgical  treat- 
ment. 

In  gastric  ulcer  the  chance  of  the  ulcer  being  malig- 
nant is  much  higher  than  the  mortality  of  gastric 
resection  and  surgery  is  usually  indicated.  Medical 
treatment  under  the  above  circumstances  requires 
constant  continued  supervision  and  periodic  x-rays. 
In  duodenal  ulcer  malignancy  is  not  a factor  and 
surgery  need  be  employed  only  in  the  case  of  intrac- 
table pain,  hemorrhage,  obstruction,  or  perforation. 
Intractable  pain  which  persists  after  thorough  pro- 
longed medical  treatment  is  an  indication  that  med- 
ical treatment  has  failed.  Cases  of  hemorrhage  who 
continue  to  bleed  after  forty-eight  hours  of  medical 
treatment  and  those  who  begin  to  bleed  while  under 
medical  treatment  in  the  hospital  will  have  a better 
chance  of  survival  if  surgical  treatment  is  employed. 
The  same  is  true  in  a patient  who  has  survived  two 
serious  hemorrhages  or  in  a patient  over  fifty  who 
has  survived  one. 

Cases  of  obstruction  which  do  not  respond  to  med- 
ical treatment  must  be  treated  surgically. 

The  choice  of  operation  in  the  great  majority  of 
peptic  ulcers  undergoing  surgery  is  gastric  resection. 
\\’e  believe  that  vagotomy  should  be  reserved  for 
marginal  ulcers  occurring  after  the  performance  of 
an  adequate  gastrectomy  and  for  certain  poor  risk 
cases  of  pyloric  obstruction  where  it  should  be  em- 
ployed in  combination  with  a gastro-enterostomy. 
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THE  RELATIONSHIP  OF  THYROID  NODULES 
TO  CARCINOMA* 
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Energetic  efforts  on  the  part  of  the  American 
Cancer  Society  and  other  public  agencies  have  em- 
phasized in  the  eyes  of  the  laity  the  prevalence  of 
malignant  diseases.  One  facet  of  the  many-sided 
program  to  prevent  deaths  from  cancer  has  been  to 
point  out  to  the  medical  profession  various  types  of 
pre-cancerous  lesions  which  can  be  properly  dealt 
with  before  the  development  of  frank  malignancy. 
Ever-increasing  public  awareness  and  dread  of  cancer 
make  it  mandatory  that  we  as  doctors  recognize  such 
pre-malignant  conditions  and  advise  proper  treat- 
ment. Among  common  symptoms  for  which  anxious 
patients  consult  us  on  account  of  the  possibility  of 
having  cancer,  the  presence  of  an  abnormal  lump 
or  mass  is  perhaps  the  most  frightening.  The  phy- 
sician’s responsibility,  then,  is  to  separate  malignant 
tumors  from  benign,  and,  furthermore,  to  divide 
benign  into  potential  cancers  and  innocent  growths. 

Abnormal  masses  in  the  thyroid  gland  should  be 
easily  seen  or  felt  before  they  have  reached  an  ad- 
vanced state,  and  therefore  patients  with  such  con- 
ditions are  usually  .seen  by  a doctor  relatively  early 
in  the  course  of  the  disease.  The  jjroblem  with  thy- 
roid enlargements  or  growths  is  to  determine  early 
which  ones  should  be  removed  and  which  ones  can 
safely  be  kept  under  observation.  It  is  beyond  the 
scope  of  this  pajjer  to  outline  the  treatment  of  ob- 
vious carcinoma  of  the  thyroid,  and  the  discussion 
will  he  confined  to  an  analysis  of  the  relationship 
of  thyroid  nodules  to  cancer. 

At  the  outset,  it  should  be  pointed  out  that  the 
incidence  of  thyroid  carcinoma  is  so  low  that  vital 
statistics  rate  the  thyroid  sixteenth  in  the  list  of 
organs  affected  by  malignant  disease.  Nevertheless 
the  disease  assumes  more  importance  when  we  con- 
sider how  unamenable  to  treatment  thyroid  malig- 
nancies often  are  after  they  have  become  well  es- 
tablished. 

The  likelihood  of  development  of  fatal  carcinoma 
of  the  thyroid  has  been  minimized  in  recent  reports 
concerning  vital  statistics.  Vander  Laan  reviewed 
the  records  of  the  Boston  City  Hospital  over  a 50 
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year  period  and  found  in  18,668  autopsies  only  5 
cases  where  death  was  due  to  cancer  of  the  thyroid 
gland.  Williams  and  his  group  found  that  in  544,- 
918  admissions  to  the  Boston  City,  Johns  Hopkins, 
and  Massachusetts  General  Hospitals,  there  were 
.1,221  patients  with  goiters  and  only  64  cases  of 
thyroid  cancers.  Also,  at  Michael  Reese  Hospital, 
in  5,558  autopsies  performed  in  an  18  year  period, 
only  6 persons  died  of  carcinoma  of  the  thyroid. 

With  such  a low  incidence  at  the  autopsy  table, 
why,  then,  does  thyroid  cancer  assume  a position 
of  importance?  The  obvious  answer  to  this  is  that 
the  majority  of  people  dying  of  this  disease  succumb 
at  home,  do  not  come  to  autopsy,  and  thus  are  not 
included  in  these  statistics.  Furthermore,  confusion 
in  terminology  has  led  to  disagreement  among  pa- 
thologists over  what  actually  constitutes  cancer  of  the 
thyroid  gland.  Certainly  histologic  study  of  thyroid 
tissue  is  difficult  and  is  further  complicated  when 
the  newer  antithyroid  drugs  of  the  thiourea  group 
have  been  used. 

Our  other  source  of  material  for  pathologic  study, 
the  surgical  pathology  laboratory,  furnishes  us  with 
an  entirely  different  viewpoint.  Statistics  drawn 
from  this  source  indicate  a remarkably  high  inci- 
dence of  carcinoma  in  nodular  goiters.  A general 
review  of  recorded  series  shows  that  the  incidence 
of  carcinoma  in  thyroidectomies  performed  for  nodu- 
lar goiters  is  around  7C,  and  even  higher  in  the 
non-toxic  type. 

Table  I 

Incidence  of  Thyroid  Cancer 
In  All  Nodular  Goiters 


Crile  (1949)  5.6% 

Hinton  and  Lord  (1945) 7.6% 

Cole  (1944)  7.2% 


The  rea^’ons  for  such  disparity  in  autopsy  and  sur- 
gical statistics  have  been  pointed  out  by  Crile.  First, 
the  patients  coming  to  thyroidectomy  have  been  care- 
fully screened  at  first  by  the  patient,  then  by  the 
referring  physician,  and  finally  by  the  surgeon,  and 
many  obviously  innocent  goiters  are  never  operated 
upon.  Second,  confusion  as  to  what  constitutes  thy- 
roid cancer  confounds  the  issue.  Third,  the  method 
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of  presentation  of  statistics  by  different  investigators 
is  misleading;  for  example,  it  w'ould  be  as  wrong 
to  include  all  frank  carcinomas  in  a series  of  nodular 
goiters  as  it  would  be  to  list  all  ulcerating  gastric 
carcinomas  in  a study  of  stomach  ulcers. 

It  is  apparent  that  the  high  incidence  of  thyroid 
cancer  in  patients  operated  upon  is  not  a true  picture 
of  the  general  incidence.  On  the  other  hand,  what 
policy  is  to  be  pursued  in  dealing  with  nodular 
goiters?  We  can  immediately  dismiss  from  this 
discussion  all  toxic  nodular  goiters.  Here,  the  oc- 
currence of  malignancy  is  so  rare  as  to  be  a curiosity, 
and,  therefore,  toxic  nodular  goiters  can  be  dealt  with 
without  fear  of  malignancy.  Among  the  non-toxic 
nodular  goiters,  malignancy  is  much  more  common 
in  single  nodules  than  in  multinodular  glands.  From 
the  accompanying  table  it  can  be  seen  that  the  over- 
all incidence  of  carcinoma  in  surgically  removed 
non-toxic  nodular  goiters  approaches  10%,  while 
in  single  nodules  it  approximates  20%. 

Table  II 

Incidence  of  Thyroid  Cancer 
In  Nontoxic  Nodular  Goiters 


Single 

Multiple 

All  Nontoxic 

Nodules 

Nodules 

Nodular  Goiters 

Crile 

(19+9) 

24.5% 

10.9% 

Cope 

(1949) 

19.0% 

10.1% 

Cole 

(19+4) 

17.1% 

Cole 

(19+9) 

24.0% 

11.0% 

17.2% 

Soley 

(19+8) 

16.6% 

Lahey 

(1951) 

10.04% 

Coffey 

(1950) 

21.7% 

6.6% 

11.5% 

Development  of  malignancy  in  nodules  in  the 
thyroid  gland  is  debatable.  Lahey  and  others  feel 
that  thyroid  cancer  definitely  originates  in  pre-ex- 
isting adenomas.  On  the  other  hand,  Crile  states 
that  surgeons  should  think  of  discrete  tumors  of  the 
thyroid  not  as  benign  adenomas  which  may  become 
malignant,  but  as  tumors  which  may  be  cancerous 
at  the  time  of  operation.  Cope  emphasizes  that  the 
high  incidence  of  malignancy  in  single  nodules  is 
not  surprising  in  view  of  the  definition  of  neoplasia : 
“A  neoplasm  is  an  area  of  tissue  growing  without 
regard  to  the  normal  needs  of  cell  regeneration  and 
out  of  bounds  of  normal  physiologic  control.  No 
neoplasm  is  known  which  afflicts  an  entire  organ  or 
tissue  from  its  inception.  A neoplasm  starts  in  one 
area  only — never  spontaneously  and  evenly  through- 
out the  whole.  Thus  from  the  anatomic  point  of  view 
a neoplasm  is  in  contrast  to  hyperplasia  or  hyper- 


trophy, growths  affecting  the  whole  simultaneously 
and  to  comparable  degree.  Neoplasms  may  be  either 
benign  or  malignant.  This  distinction  between  be- 
nign and  malignant  is  drawn  anatomically  by  the 
following  criteria — benign  displaces  but  does  not 
invade  the  neighboring  tissue;  the  benign  does  not 
metastasize.” 

If  the  problem  of  the  solitary  thyroid  nodule  is 
viewed  as  a whole,  it  would  seem  wise  to  advise  sur- 
gical excision  of  such  a mass  rather  than  to  take 
a chance  on  missing  a malignant  tumor.  As  Ward 
has  stated,  “a  definite  diagnosis  of  malignant  goiter 
should  seldom  be  made.  If  one  waits  for  the  text- 
book picture,  the  time  for  surgical  cure  has  passed.” 
In  addition,  he  points  out  that  among  patients  with 
thyroid  carcinoma,  only  20%  will  survive  for  five 
years  when  the  diagnosis  is  made  pre-operatively, 
40%  when  it  is  made  at  operation,  and  80%  will 
be  alive  and  well  after  five  years  when  the  diagnosis 
is  made  in  the  pathology  laboratory.  Therefore,  with 
the  almost  insignificant  and  negligible  mortality  and 
morbidity  from  operative  removal  of  single  thyroid 
nodules,  the  indication  appears  to  be  clear-cut  that 
all  solitary  adenomas  should  be  surgically  removed 
at  an  early  date. 

Palpation  of  solitary  nodules  in  an  otherwise  nor- 
mal-feeling thyroid  gland  is  unreliable,  insofar  as  it 
is  possible  thereby  to  make  an  accurate  preoperative 
diagnosis.  It  is  impossible  by  this  method  to  dis- 
tinguish between  true  adenomas,  involutional  colloid 
cysts,  inflammatory  lesions,  and  carcinoma.  This 
furnishes  further  evidence  of  the  advisability  of  sur- 
gical removal  of  single  nodules.  Soley  has  estimated 
that  in  every  100  cases  of  operation  for  solitary 
nodules,  40%  will  be  found  to  be  involutional  (col- 
loid) nodules,  23%  will  be  benign  adenomas,  and 
17%  will  be  malignant.  In  this  connection,  a sat- 
isfactory working  classification  of  thyroid  “ade- 
nomas” is  as  follows. 

Table  III 
Classification  of 
Thyroid  Adenomas 

1.  True  adenomas 

a.  Embryonal 

b.  Fetal 

c.  Hurthle  cell 

2.  Colloid 

3.  Papillary  cystadenoma 

True  adenomas  and  cystadenomas  may  become  malig- 
nant while  the  colloid  type  is  involutional  in  nature. 
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'J  o sum  up  the  problem  of  solitary  thyroid  nodules, 
pre-operative  diagnosis  by  palpation  is  inaccurate 
and  unreliable;  the  incidence  of  carcinoma  in  sur- 
gically removed  single  nodules  is  strikingly  high; 
the  mortalit)'  and  morbidity  from  surgical  removal 
of  such  a nodule  are  negligible;  the  safest  plan  by 
and  large  is  to  remove  completely  any  solitary  nodule 
of  the  thyroid  gland.  Crile  has  listed  for  categorical 
purposes  the  following  indications  for  surgical  re- 
moval of  th\Toid  nodules. 

Table  IV 

Indications  for  Removal  of 
Thyroid  Nodules 

1.  All  enlarging  adenomas. 

2.  Those  of  firm  consistency  which  is  different 

from  remaining  gland. 

3.  Those  giving  pressure  symptoms. 

4.  Those  for  cosmetic  reasons. 

5.  Those  in  children. 

A different  situation  e.xists  where  the  patient  has 
a multinodular  nonto.xic  goiter.  Here  the  incidence 
of  malignancy  is  not  nearly  as  high  as  in  the  single 
adenoma,  but  from  the  statistical  studies  quoted  above 
it  is  clear  that  a real  danger  of  cancer  exists  here 
too.  While  removal  of  all  solitary  nodules  is  urged, 
thyroidectomy  for  all  multinodular  goiters  is  not 
so  comjielling.  The  hazards  of  thy  roidectomy  for 
all  nodular  goiters  are  of  some  consequence  and  are 
probably  not  justihed  for  the  sole  purjyose  of  pre- 
venting cancer  of  the  tlnroid.  Also,  Cope  has  re- 
ported instances  where  malignancy  develojied  in 
thyroid  remnants  after  prophylactic  thyroidectomy. 
It  is  probably  wise  to  remove  for  cancer  prophylaxis 
all  nodular  goiters  which  have  shown  evidence  of 
growth  or  other  suggestions  of  malignancy,  d'here 
are  other  indications  for  thyroidectomy  in  multinodu- 
lar glands,  such  as  pressure  symptoms,  unsightliness, 
and  so  forth,  but  operation  for  cancer  prevention  is 
not  as  imperative  in  multinodular  goiters  as  it  is 
for  the  single  adenoma.  However,  it  should  be  kept 
in  mind  that,  although  goiters  are  more  common  in 
females,  the  incidence  of  cancer  in  nodular  goiters 
in  men  is  three  times  as  high  as  in  women.  Hence 
we  should  be  more  intent  to  remove  multinodular 
non-toxic  goiters  in  men  than  in  women. 

Finally,  with  regard  to  the  overall  ])roldem  of 
malignancy  in  nontoxic  nodular  goiters,  a compara- 
tive study  by  Hinton  and  Lord  is  quite  graphic. 
They  found  that  among  lireast  tumors  which  were 


diagnosed  pre-operatively  as  being  benign  the  in- 
cidence of  malignancy  at  operation  was  6.7%. 
Among  nodular  goiters  considered  pre-operatively  to 
be  benign,  the  incidence  of  malignancy  was  7.6%. 
No  one  hesitates  to  recommend  biopsy  and  his- 
tologic study  of  breast  nodules;  therefore,  why  should 
not  the  same  policy  be  applied  to  the  thyroid?  One 
explanation  may  be  that  the  “occasional”  surgeon 
does  not  hesitate  to  remove  a breast  tumor,  but  does 
pause  before  attacking  the  more  formidable  neck 
region. 

In  summary,  the  incidence  of  malignancy  in 
non  toxic  nodular  goiters  treated  surgically  is  in  the 
neighborhood  of  10%,  while  it  approaches  20% 
when  vve  consider  only  solitary  nodules.  Pre-op- 
erative diagnosis  by  palpation  of  solitary  nodules 
and  by  consideration  of  the  age  of  the  patient  and 
the  size  of  the  lump  is  not  entirely  satisfactory.  All 
single  nodules  should  therefore  be  surgically  extir- 
pated early  unless  strong  contraindications  exist.  Mul- 
tinodular goiters  should  be  carefully  screened  before 
the  decision  only  to  observe  the  patient  is  made. 
The  mortality  and  morbidity  from  surgical  removal 
of  thyroid  nodules  are  extremely  low;  hence  thyroid- 
ectomy for  cancer  prophylaxis  is  recommended  in 
all  single  adenomas  and  in  multinodular  goiters 
where  uncertainty  exists.  Since  the  incidence  of 
unsuspected  malignancy  in  nodules  of  the  breast  and 
thyroid  treated  surgically  is  apjiroximately  the  same, 
a plea  is  made  for  early  surgical  removal  of  these 
nodules  as  a means  toward  earlier  diagnosis  and 
treatment  of  th)’roid  cancer. 
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Doctors  Minister  to  King  Football, 

Gridiron  game  time  can  mean  kick-off  time  for  a 
new  public  relations  project.  Lynchburg,  Va.  doctors 
are  calling  the  signals  on  this  PR  play.  Each  year 
members  of  the  Lynchburg  Academy  of  Medicine 
perform  complete  physical  exams  for  members  of  the 
local  high  school  football  squad  and  also  arrange  for 
a doctor  to  be  in  attendance  at  every  game — at  home 
or  away. 

The  high  school  coach  notifies  the  Chairman  of 
the  Lynchburg  Academy  Public  Relations  Committee 
each  fall  when  football  practice  is  about  to  begin. 
Then  a special  day  is  set  aside  on  which  five  Acad- 
emy members  go  to  the  football  stadium,  examine  all 
players  free  of  charge  and  issue  health  certificates. 


Whenever  the  Lynchburg  team  plays  at  home, 
two  doctors  from  the  Academy  sit  on  the  bench  to 
provide  any  needed  medical  attention.  If  the  visit- 
ing team  requests  it,  a doctor  is  supplied  for  their 
players,  too.  When  the  Lynchburg  team  plays  away 
from  home,  either  an  Academy  member  attends  the 
game  or  the  Public  Relations  Committee  makes  ar- 
rangements for  a doctor  in  the  town  in  which  the 
game  is  played  to  attend  the  team. 

Dr.  John  W.  Davis,  Jr.,  of  Lynchburg,  reports 
that  “families  of  the  players  seem  to  greatly  appre- 
ciate this  little  service”  . . . which  only  goes  to  show 
that  pigskin  and  PR  are  a potent  combination.  (The 
PR  Doctor,  November  7,  1952.) 
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MANIFESTATIONS  OF  EXTRINSIC  PRESSURE  ON  THE 
INTESTINES  BY  DISTENDED  URINARY  BLADDER* 

(2  Case  Reports) 

Harold  Goodman,  M.D., 

Washington,  D.  C. 


In  barium  studies  of  the  gastro-intestinal  tract, 
a distended  urinary  bladder  may  produce  disjdace- 
ment  and  pressure  deformity  of  the  small  and  large 
bowels.  By  virtue  of  its  not  too  infrequent  occur- 
rence, roentgenologists  are  cognizant  of  this  finding. 
The  fact  that  this  condition  is  so  evident,  will  ex- 
plain, perhaps,  why  perusal  of  periodicals  of  the 
past  twenty  years,  and  of  the  recent  textbooks,  yielded 
no  mention  of  the  subject.  Nevertheless,  errors  are 
made  occasionally  and  a diagnosis  of  neoplasm  or 
cyst  will  be  rendered. 

'File  findings  produced  by  either  a distended  uri- 
nar}'  bladder  or  a retroperitoneal  or  abdominal  neo- 
plasm can  be  identical.  .\n  attempt  to  rule  out  the 
former  is  frequently  made  by  having  the  patient 
void  and  immediately  repeating  the  intestinal  film. 
If  the  mass  persists,  one  may  conclude  that  it  is  not 
the  bladder.  However,  this  is  not  infallible,  as  will 
be  shown  later.  In  patients  with  marked  urinary 
retention,  although  a considerable  quantity  of  urine 
is  voided,  the  residual  urine  in  the  bladder  may  be 
sufficient  to  cause  displacement  and  pressure  de- 
formity of  the  bowel. 

The  fact  remains  that,  to  rule  out  a distended 
urinary  bladder,  one  must  first  think  of  this  con- 
dition. Then  it  is  necessary  not  only  to  have  the 
patient  void,  but  to  catheterize  the  bladder  and  make 
certain  that  this  viscus  is  empty. 

The  following  two  cases  are  examples  of  errors 
in  roentgen  diagnosis  due  to  a distended  urinary 
bladder  (in  one  case  after  the  patient  had  been  in- 
structed to  void),  causing  displacement  and  pressure 
deformity  of  the  bowel. 

Case  1:  J.  C.  (Register  No.  22-738),  a 58  year 
old  colored  male  was  admitted  September  14,  1949, 
with  the  chief  complaint  of  stomach  trouble  and 
weakness  of  two  months  duration.  There  was  a 

•From  the  Department  of  Radiology,  Veterans  Admin- 
istration Hospital,  Richmond,  Virginia. 

Sponsored  by  the  Veterans  Administration  and  pub- 
lished with  the  approval  of  the  Chief  Medical  Director. 
The  statements  and  conclusions  published  by  the  author 
are  the  results  of  his  own  study  and  do  not  necessarily 
reflect  the  opinion  or  policy  of  the  Veterans  Administra- 
tion. 


gradual  onset  of  anorexia,  weakness,  and  a weight 
loss  of  twenty  pounds.  He  had  been  told  by  his 
local  physician,  following  x-ray  examination,  that 
he  had  “an  ulcerated  stomach”.  No  relief  was  ob- 
tained by  a bland  diet  and  medication.  For  three 
weeks  prior  to  admission,  he  had  noticed  tarry  stools. 
Repeat  x-ray  examination  was  done  and  he  was 
told  his  ulcer  was  spreading  and  hospitalization  was 
advised. 

Systems  review  revealed  progressive  nocturia, 
which  at  time  of  admission  was  three  times  nightly. 
He  also  noticed  urgency  and  diminution  in  size 
and  force  of  his  urinary  stream. 

Physical  examination  was  that  of  a well  developed, 
thin,  cachectic,  Negro  male  in  no  acute  distress. 
Temperature  was  98.6.  Blood  pressure  was  166/108. 
The  abdomen  was  negative.  Rectal  examination  dis- 
closed that  just  inside  the  external  sphincter  w'as  a 
hard,  lobular  mass  in  the  region  of  the  prostate  and 
cul-de-sac. 

The  hemoglobin  was  11.8  grams  with  4,200,000 
red  blood  cells,  5,000  white  blood  cells  and  53% 
neutrophils. 

Urinalysis  showed  a specific  gravity  of  1.010,  no 
albumin,  no  sugar,  and  4-5  white  blood  cells. 

Barium  enema  examination  on  September  16th 
showed  the  distal  one-half  of  the  sigmoid  colon  to  be 
narrowed  with  evidence  of  extrinsic  pressure,  the 
colon  being  displaced  posteriorly.  The  distal  ileum 
was  displaced  superiorly  and  anteriorly. 

Barium  meal  examination  on  September  20th 
showed  an  irregular  defect  along  the  greater  cur- 
vature of  the  midportion  of  the  body  of  the  stomach. 
F^pon  reexamination  one  week  later,  this  defect  was 
less  prominent  and  was  considered  to  be  enlarged 
rugae.  A film  taken  six  hours  after  the  ingestion  of 
the  barium  (Fig.  1)  showed  evidence  of  a mass 
situated  in  the  midline,  overlying  the  midportion  of 
the  sacrum  and  displacing  the  small  intestine  to 
either  side.  The  exact  origin  of  the  mass  could  not 
be  determined  except  that  it  definitely  did  not  arise 
from  the  large  or  small  bowel. 

Gastroscopy  on  September  21st  revealed  a normal 
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stomach  and  antrum.  'I'lie  greater  curvature  of  the 
stomacli  showed  large  rugae. 

On  September  21st,  the  patient  was  seen  in  con- 
sultation by  the  Urology  Service.  The  previously 
descril;ed  rectal  mass  was  again  noted.  The  patient 
voided  300  cc.  of  urine.  He  was  then  catheterized 
and  400  cc.  of  residual  urine  was  obtained.  The 
rectal  mass  disa])peared.  The  Idood  urea  nitrogen 
at  this  time  was  41 . 


Fig.  1. — Film  taken  six  hours  after  barium  meal.  Small  intestine 
displaced  to  either  side  indicating  presence  of  midline  mass. 


Cystoscopic  examination  was  done  on  September 
26th  and  a diagnosis  of  benign  prostatic  hyper- 
trophy was  made. 

The  repeat  barium  meal  of  September  28th  no 
longer  showed  evidence  of  the  previously  described 
mass  on  the  six  hour  film  (Fig.  2).  It  was  con- 
cluded that  this  mass  was  due  to  a distended  urinary 
bladder.  The  liarium  enema  on  October  20th  was 
also  normal. 

Intravenous  pyelography  on  October  17tb  revealed 
hydronephrosis  and  a poorly  functioning  left  kidney. 

supra-pubic  prostatectomy  on  October  17th  dis- 
closed a benign  prostatic  hypertrophy. 

Prior  to  discharge  the  blood  urea  nitrogen  de- 
creased to  21.  The  patient  was  discharged  November 
22nd  much  improved. 


Case  II.  R.  W.  (Register  No.  25-908),  a 60  year 
old  Negro  male,  was  admitted  March  6,  1950,  with 
the  chief  complaint  of  vomiting  daily  for  about  two 
weeks.  This  occurred  1/2  to  1-1/2  hours  after 
meals  and  consisted  of  clear  liquid  and  food  which 
he  had  just  eaten.  His  appetite  had  remained  good. 
He  also  complained  of  frequent  heartburn  and  sour 
eructations,  but  no  abdominal  pain.  One  week  prior 
to  admission,  he  had  one  loose,  black  tarry  stool 
and  since  then  had  been  constipated.  There  was  no 
weight  loss.  He  had  no  previous  history  of  gastro- 
intestinal disturbances. 


Fig.  2. — Repeat  barium  meal  eight  days  later.  Six  hour  film  no 
longer  shows  mass.  (Compare  with  Fig.  1). 

Systems  review  revealed  nocturia  three  to  four 
times  and  difficulty  in  urination  for  four  to  five 
months.  He  had  recently  develojred  frequency. 

Physical  examination  was  that  of  a well  nourished 
and  well  developed  male.  His  temperature  was  99.4. 
Blood  pressure  was  190/120.  His  entire  abdomen 
was  tense  and  tympanitic  but  for  the  right  upper  quad- 
rant, which  was  flat  to  percussion.  There  was  a sug- 
gestion of  fullness  in  the  right  lower  abdomen.  Rectal 
examination  disclosed  a moderately  enlarged  {irostate 
gland  with  induration  on  the  left. 
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The  hemoglobin  was  11.6  grams  with  4,150,000 
red  blood  cells,  9,000  white  blood  cells  and  81% 
neutrophils. 

Urinalysis  showed  specific  gravity  1.008,  a very 
faint  trace  of  albumin,  and  3-4  red  blood  cells  per 
high  power  field. 

Barium  meal  examination  (Fig.  3)  on  March  10th 


Fig.  3. — Barium  meal  examination.  Small  bowel  is  bunched 
together  and  seen  only  on  left  side  of  abdomen. 


showed  no  evidence  of  any  intrinsic  abnormality  in 
the  esophagus,  stomach  or  duodenum,  but  for  a 
smoothly  outlined  pressure  defect  on  the  greater 
curvature  of  the  antrum,  the  pressure  being  present 
below  and  to  the  right  of  this  portion  of  the  stomach. 
The  head  of  the  barium  column  was  in  that  portion 
of  the  small  intestine  overlying  the  left  iliac  fossa, 
being  situated  in  the  proximal  ileum.  That  portion 
of  small  bowel  visualized  appeared  bunched  together 
and  was  seen  only  on  the  left  side  of  the  abdomen. 
The  roentgen  findings  suggested  the  presence  of  a 
large  lower  abdominal  mass,  probably  representing 
a retro-peritoneal  neoplasm.  Barium  enema  exam- 
ination was  advised  but  was  not  done. 

Barium  meal  re-examination  three  days  later  for 
further  study  of  the  small  intestine  confirmed  the 
previous  findings  and  in  addition,  a smooth  pressure 
defect  was  seen  on  the  mesial  surface  of  the  small 
intestine  in  the  left  iliac  fossa  and  apparent  displace- 
ment of  the  cecum  and  ascending  colon  of  the  right 


(Fig.  4).  Based  on  the  experience  of  the  previously 
reported  case,  the  possibility  of  an  enlarged  urinary 
bladder  was  considered.  Accordingly,  the  patient 
was  instructed  to  void  and  a film  taken  immediately 
after  this.  The  film  still  showed  the  findings  as 
noted  before. 

Further  physical  examination  on  March  14th  re- 
vealed a mass  occupying  the  entire  right  abdomen  and 
extending  across  both  lower  quadrants.  The  follow- 
ing day,  the  patient  began  vomiting  continuously. 
The  blood  urea  nitrogen  was  found  to  be  96  and  the 
CO2  to  be  28  volumes  per  cent.  The  patient  was 
voiding  and  on  March  16th  passed  350  cc.  of  clear, 
light,  straw-colored  urine.  An  intravenous  pyelo- 
gram  showed  no  contrast  material  in  either  kidney 
as  late  as  three  hours  after  injection.  A large  soft 


Fig.  4. — Repeat  barium  meal  three  days  later.  Smooth  pressure 
defect  on  mesial  surface  of  small  intestine  in  left  iliac  fossa. 
Ascending  colon  and  cecum  appear  to  be  displaced  laterally. 


tissue  mass  was  seen  in  the  bony  pelvis.  In  view  of 
the  blood  urea  nitrogen,  the  abdominal  mass,  and 
the  intravenous  pyelogram,  it  was  felt  that  the  mass 
might  represent  a distended  bladder.  The  patient 
was  catheterized  with  difficulty  and  2,000  cc.  of  clear 
urine  was  slowly  released.  The  patient  gradually 
improved  and  by  April  3rd,  the  blood  urea  nitrogen 
had  fallen  to  28.  A transurethral  prostatic  resection 
was  performed  April  6th.  The  histological  report 
was  that  of  benign  prostatic  hypertrophy.  The  pa- 
tient was  discharged  April  18th  in  an  improved 
condition.  The  patient  returned  for  a follow-up 


January,  1953 


Virginia  Medical  Monthly 


23 


July  18,  1950.  A small  intestinal  study  at  that 
time  demonstrated  no  abnormality. 

Summary 

A distended  urinary  bladder  can  simulate  a re- 
troperitoneal or  abdominal  neoplasm  causing  dis- 
placement and  pressure  deformity  of  the  stomach,  the 


small  and  the  large  bowel.  Films  taken  immediately 
after  the  patient  has  voided  do  not  exclude  a dis- 
tended bladder,  since  residual  urine  is  often  sufficient 
in  quantity  to  cause  these  findings.  Two  cases  are 
presented  as  examples. 

5012  Sargeant  Road,  Northeast. 


Warn  Against  Promiscuous  Use  of  More 

Than  One  Antibiotic. 

Promiscuous  use  of  combinations  of  antibiotics 
may  result  in  one  of  the  drugs  deterring  the  effect 
of  the  other  on  a disease-causing  organism. 

Only  if  an  organism  proves  resistant  to  a single 
antibiotic  by  laboratory  test  or  adequate  therapeutic 
trial  should  combinations  of  antibiotics  be  used,  it 
was  stated  in  a recent  J.A.M.A.  The  rep>ort  was 
made  to  the  Council  on  Pharmacy  and  Chemistry  of 
the  A.M.A.  by  Dr.  Ernest  Jawetz  and  J.  B.  Gunni- 
son, M.A.,  both  of  San  Francisco. 

They  divided  antibiotics  into  two  groups : ( 1 ) 

penicillin,  streptom\cin,  bacitracin  and  neomycin, 
and  (2)  aureomycin,  chloramphenicol,  terramycin 
and,  possibly,  sulfonamides.  They  said  that  a com- 


bination of  drugs  within  either  group  will  not  an- 
tagonize each  other  and  that  simple  additive  effects 
from  their  multiple  use  are  often  observed.  How- 
ever, the  combination  of  a drug  in  one  group  with 
one  of  the  other  group  may  interfere  with  the  effec- 
tiveness of  the  drugs. 

In  addition,  the  report  stressed  the  disadvantages 
of  taking  fixed  ratios  of  mixtures  of  antimicrobial 
agents  prepared  by  pharmaceutical  firms.  The  rea- 
sons included  the  possibility  that  (1)  such  mixtures 
may  enhance  the  development  of  drug  sensitivities  in 
the  patient,  (2)  the  dose  relationships  for  parenteral 
administration  are  often  incongruous,  and  (3)  there 
is  little,  if  any,  objective  evidence  to  indicate  that 
the  mixture  is  more  effective  in  a specific  infection 
than  is  an  individual  component. 
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THE  USE  OF  MYANSIN  (TOLSEROL)*  IN 
BLACK  WIDOW  SPIDER  BITE 


Milton  Ende,  M.D., 

and 

W.  Youngblood,  M.D., 

Petersburg,  Virginia 


The  purpose  of  this  article  is  to  demonstrate  the 
effective  use  of  myanesin  (Tolserol)  in  black  widow 
spider  bite. 

In  1947  Berger  and  Bradley^  indicated  the  use 
of  myanesin  in  order  to  produce  muscular  relaxa- 
tion. Myanesin  lias  subsequently  been  shown  to  be 
of  value  in  the  relief  of  spastic  disorders,  such  as 
Parkinsonism^,  tetanus^,  backache,  and  cerebral  pal- 
sy^. It  has  been  used  in  anesthesia  to  promote 
abdominal  relaxation  for  surgery.  It  has  also  dem- 
onstrated an  euphoric  effect  in  depressed  states. 

Although  myanesin  is  a relatively  safe  drug,  it 
may  induce  horizontal,  vertical,  or  rotary  nystagmus 
when  introduced  intraveneously.  The  patients  oc- 
casionally complain  of  a “pin  cushion”  feeling. 
In  order  to  obtain  relief  of  symptoms  it  appears 
necessary  to  give  the  medicine  intravenously.  The 
duration  of  action  of  the  drug  is  from  4 to  5 hours®. 

The  bite  of  lactrodectus  mactans  (Black  Widow 
spider)  produces  marked  muscular  spasm.  Conse- 
quentlyq  it  was  thought  that  myanesin  could  relieve 
this  ty'pe  of  painful  condition,  although  no  previous 
report  of  such  use  has  been  noted.  The  exact  mechan- 
ism as  to  how  myanesin  has  this  beneficial  effect  on 
the  spinal  cord  and  central  nervous  system  is  not 
known.  The  case  described  below  demonstrates  an 
excellent  response  on  the  part  of  the  patient  to  my- 
anesin after  failing  to  obtain  relief  from  morphine. 

Case:  A 22  year-old  white  male  farmer  was  first 
seen  45  minutes  after  having  been  bitten  on  the  penis 
by  a Black  Widow  spider.  He  complained  of  back 
and  leg  pains,  moderately  intense.  A skin  test  for 
anti-venom  serum  found  him  to  be  highly  allergic, 
which  ruled  out  that  path  of  treatment.  He  was 
treated  with  1/4  grain  morphine.  Hospitalization 
was  advised,  which  was  refused.  The  following 
morning,  about  10  hours  after  the  bite,  he  sought 
hospitalization.  He  was  in  agonizing  pain.  The 
morphine  had  given  him  no  relief;  instead,  discom- 

*Drug— Furnished  through  courtesy  of  Squibb  Company. 


fort  increased.  Except  for  moderate  abdominal 
spasm,  the  physical  examination  was  negative.  At 
this  time  he  complained  bitterly  of  back,  leg  and 
abdominal  pain.  Fifty  c.c.  of  myanesin,  20mg./c.c. 
was  given  intravenously  over  a 5 minute  period.  The 
patient  reported  relief  from  pain  even  while  the 
drug  was  being  administered.  Comfort  remained  for 
about  2 hours,  whereupon  the  pain  returned.  The 
medication  was  repeated  and  again  the  patient  found 
relief  while  myanesin  was  being  given.  He  then 
went  to  sleep.  He  was  judged  asymptomatic  the 
following  day  and  was  discharged. 

Discussion 

More  than  sixty  preparations  have  been  used  in 
the  treatment  of  arachnoidism.  Most  of  the  medica- 
tions have  not  been  too  helpful®.  Calcium  gluconate 
appears  to  be  of  value;  however,  subsequent  reports 
on  the  drug  have  not  been  as  enthusiastic  as  when  it 
was  initially  introduced.  The  antivenom  does  not 
stop  pain  and  occasionally  can  not  be  used  because 
of  sensitivity  of  the  patient.  Neostigmine^  was  in- 
troduced by  Bell  and  Boone.  This  drug  appears  to 
be  effective,  although  in  the  case  reported  numerous 
other  medications  had  been  previously  used.  Mor- 
phine frequently  does  not  give  relief. 

Conclusion 

Myanesin  offers  a new  and  useful  form  of  treat- 
ment, leading  toward  rapid  relief  from  pain  while 
the  drug  is  being  given. 
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Doctors’  Incomes  at  All-Time  High. 

The  average  physician  in  private  practice  had  a 
1951  net  income,  before  taxes,  of  $15,262 — a rise 
of  35  per  cent  in  four  years  according  to  Medical 
Economics,  (December  1952),  national  business 
magazine  for  doctors.  The  magazine  is  publishing 
the  results 'df^ a nationwide  survey  of  medical  prac- 
tice, based  on  a questionnaire  sent  to  each  of  its 

134.000  M.D. -readers. 

According  to  the  survey,  the  average  U.S.  doctor 
is  in  a better  financial  position  now  than  at  any  time 
in  the  past.  But  physicians’  incomes  are  found  to 
vary  widely  when  regional  and  other  breakdowns  are 
made. 

The  farther  West  a doctor  practices,  says  Medical 
Econotnics,  the  higher  his  income  is  likely  to  be. 
Thus,  physicians  in  New  England  and  the  Middle 
East  have  the  lowest  incomes  in  the  country,  while 
those  in  the  Far  West  have  the  highest. 

Doctors’  incomes  tend  to  be  highest  in  cities  of 

50.000  to  500,000,  lowest  in  cities  of  more  than  1 
million.  Of  the  ten  largest  U.S.  cities,  Cleveland  and 
St.  Louis  show  the  highest  physicians’  incomes,  and 
New  York,  Philadelphia,  and  Boston  the  lowest. 

The  magazine  also  found  that  incomes  are  gen- 
erally highest  among  medical  men  with  from  ten  to 


twenty  j ears  in  practice.  They’re  lowest  among  those 
with  thirty  or  more  years’  experience. 

New  Books. 

Below  are  listed  some  of  the  newer  additions  to 
the  Tompkins-McCaw  Library  of  the  Medical  Col- 
lege of  Virginia,  Richmond.  These  may  be  borrowed 
by  our  readers  under  usual  library  rules. 

Arruga — Ocular  surgery.  1952. 

Benda — Developmental  disorder  of  mentation  and  cerebral 
palsies.  1952. 

Carmichael  & Mead,  eds. — The  selection  of  military  man- 
povVer — a symposium.  1951. 

Cole  & Puestow — First  aid.  4th  ed.  1951. 

Davidson — Forensic  psychiatry.  1952. 

Gilbert — Understanding  old  age.  1952. 

Hurst  & Woodson — Atlas  of  spatial  vector  elcctro-cardiog- 
raphy.  1952. 

Kaehele — Living  with  cancer.  1952. 

Lanman — Modern  trends  in  infant  nutrition  and  feeding. 
1952. 

Lewis — Practical  dermatology.  1952. 

Litzenberg — Synopsis  of  obstetrics.  4th  ed.  1952. 

Meakins — The  practice  of  medicine.  5th  ed.  1950. 

Rivers — Viral  & rickettsial  infections  of  man.  2nd  ed. 
1952. 

Strauss,  Ostow  & Greenstein — Diagnostic  electroencepha- 
lography. 1952. 

Strong  and  Elwyn — Human  neuroanatomy.  2nd  ed.  1948. 
Sugar — The  glaucomas.  1951. 


26 


Virginia  Medical  Monthly 


Volume  80, 


STEVENS-JOHNSON  SYNDROME: 
Report  of  a Case  Treated  with  Aureomycin 

Jean  F.  Wine,  M.D., 

Harrisonburg,  Virginia 
Sidney  G.  Page,  Jr.,  M.D., 

and 

R.  Campbell  Manson,  M.D., 

Richmond,  Virginia 


Er\thenia  multiforme  is  an  acute  inflammatory 
disease  characterized  by  bright  or  dark  red  symme- 
trically distributed  lesions  which  may  be  macular, 
papular,  nodular,  vesicular  or  hemorrhagic.  The 
idiopathic  type  as  described  by  Herbra  is  a self- 
limited disease  usually  seen  on  the  hands,  forearms, 
face,  neck  and  lower  legs,  which  runs  its  course  in 
two  to  four  weeks,  and  may  recur. 

The  systematic  type  is  characterized  by  the  same 
types  of  lesions  and  may  be  a manifestation  of  drug 
eruptions,  serum  sickness  or  toxemia  of  systematic 
diseases  such  as  pneumonia,  nephritis  and  gastroin- 
testinal upsets. 

I’nusual  and  severe  types  of  erythema  multiforme 
defy  classification.  In  this  group  the  syndrome 
described  as  Stevens- Johnson  disease  (ectadermosis 
erosiva  pluriorificialis)  is  of  particular  interest  and 
is  the  subject  of  this  paper. 


From  the  Medical  Service,  McGuire  Veterans  Admin- 
istration Hospital,  Richmond  19,  Virginia. 

Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The 
statements  and  conclusions  published  by  the  authors  are 
the  result  of  their  own  study  and  do  not  necessarily  re- 
flect the  opinion  or  policy  of  the  Veterans  Administration. 


Stevens- Johnson  syndrome  is  an  acute  febrile  dis- 
ease of  varying  .severity,  usually  characterized  by 
erythema  multi  forme,  conjunctivitis,  balanitis  and 
stomatitis.  The  mucous  membranes  of  the  nose, 
esophagus  and  anus  may  be  involved  also.  The 
lesions  involving  the  mucous  membranes  may  be  ves- 
icular, bullous  or  ulcerative.  Except  for  the  for- 
tunately rare  complications  of  corneal  ulcerations 
and  resulting  panojflithalmitis,  recovery  is  complete 
in  a few  days  to  a few  weeks. 

The  etiology  is  unknown.  Attempts  have  been 
made  to  isolate  a causative  virus,  but  have  not  been 
successful.  Recent  observations  by  Finland,  Jolliffe 
and  Parker^,  Anderson,  Bolin,  Sutow  and  Kitto^,  and 
Morgan  and  FinlancF  lend  further  support  to  this 
theory.  Penicillin  and  sulfonamides  have  been  used 
without  .‘^uccess  except  possibly  to  decrease  the  in- 
cidence of  ocular  complications.  Recently  Church^ 


After  treatment. 


and  Lynas^  each  have  reported  the  prompt  recovery 
of  a patient  with  Stevens- Johnson  syndrome  follow- 
ing the  administration  of  aureomy'cin. 

The  literature  on  this  condition  was  fully  reviewed 
by  Soil®  in  1947,  and  readers  interested  in  a more 
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detailed  account  are  referred  to  this  source.  This 
ca.se  is  presented  to  demonstrate  the  result  of  aureo- 
mycin  therapy  in  this  disease. 

History 

C.A.E.,  a 32  year  old  single  white  male  service 
station  operator,  was  admitted  to  McGuire  Veterans 
Admini.stration  Hospital,  Richmond,  Va.,  on  March 
14,  1949.  One  month  previously  he  had  been  in  bed 
for  one  week  with  fever,  malaise  and  productive 


cough,  and  had  gradually  recovered  without  medica- 
tion. One  week  before  admission,  the  patient  de- 
veloped pruritus  and  inflammation  of  the  glans  penis. 
He  applied  ‘‘calgesic  ointment”  several  times  with 
relief  from  pruritus,  but  the  inflammation  became 
more  severe  with  weeping,  and  spread  to  involve  the 
prepuce  and  scrotum.  On  the  second  day  he  devel- 
oped shallow  ulcers  on  the  lips,  gums,  palate  and 
tongue,  severe  conjunctivitis,  and  red,  discrete,  pru- 
ritic macules  on  the  forearms,  thighs  and  buttocks. 
After  appearance  of  the  above  lesions,  he  was  given 
aspirin  and  penicillin  without  improvement.  On  at 
least  one  occasion  his  temperature  reached  103°F. 
Because  of  progressive  increase  both  in  lesions  and 
in  severity  of  sjTnptoms,  he  was  referred  to  the 
hospital. 

Physical  Examination 
The  temperature  was  103°F.,  the  pulse  120,  and 
the  blood  pressure  120  mm.  Hg.  systolic  and  70  mm. 
Hg.  diastolic.  The  patient  was  a w'ell  developed 
and  well  nourished  white  male  who  appeared  acutely 


ill.  There  was  a severe  bilateral  conjunctivitis  which 
did  not  involve  the  cornea.  The  lips  were  swollen 
and  cracked  and  the  mouth  could  be  opened  only 
slightly.  There  was  desquamation  and  pseudomem- 
branous exudate  present  on  all  areas  of  the  tongue, 
gums,  oral  mucous  membranes  and  pharynx  that 
could  be  visualized.  'I'he  prepuce  and  glans  penis 
were  swollen,  red  and  weeping,  and  the  skin  of  the 
scrotum  was  also  red  and  swollen.  There  were 
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sharply  demarcated,  erythematous,  iris-like  lesions, 
0. 5-1.0  cm.  in  diameter,  many  having  hemorrhagic 
centers,  on  the  extremities  and  buttocks.  The  palms 
and  soles  were  not  involved.  The  remainder  of  the 
physical  examination  was  essentially  negative. 

Laboratory  Studies 

The  Kahn  test  was  negative.  The  hemoglobin 
was  14.4  gms.%.  The  leukocyte  count  was  5,300 
per  cu.  mm.  with  6S%  neutrophils,  31%  lympho- 
cytes and  1%  eosinophils.  Urinalysis  was  negative. 
Routine  agglutinations,  including  Weil-Felix  agglu- 
tinations, were  negative.  Darkfield  examination  of 
serum  from  the  penile  lesion  was  negative.  Blood 
culture  was  negative.  The  leukocyte  count  remained 
within  normal  limits  throughout  hospitalization.  The 
roentgenogram  of  the  chest  was  normal.  Facilities 
for  virus  studies  were  not  available. 

Course  in  the  Hospital 
The  patient  was  given  crystalline  penicillin  G, 
200,000  units  intramuscularly  every  three  hours,  boric 
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acid  ophthalmic  ointment,  boric  acid  soaks  to  the 
genitalia,  and  h}drogen  peroxide  mouth  washes  for 
48  hours  without  improvement.  On  March  16,  1949, 
the  third  hospital  day,  all  therapy  except  boric  acid 
ophthalmic  ointment  was  discontinued  and  aureo- 
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mycin  therapy  was  begun.  The  patient  was  given 
0.5  gm.  aureomycin  orally  every  hour  for  three  doses, 
then  0.5  gni.  every  three  hours  for  5 days,  a total 
dosage  of  21  grams  aureomycin.  The  ne.xt  morning 
the  patient  felt  better  and  some  observers  thought 
that  the  lesions  were  improved.  By  the  following 
day,  after  48  hours  of  aureomycin,  there  was  marked 
improvement  in  all  lesions  and  the  patient  generally 
felt  much  improved.  His  convalescence  was  unevent- 
ful and  he  was  discharged  from  the  hospital  March 
31,  1949,  seventeen  days  after  admission. 

Comment 

The  very  prompt  recovery  following  the  institution 
of  aureomycin  therapy  suggests  that  aureomycin 
could  have  been  the  responsible  agent.  Obviously 
no  conclusions  can  be  drawn  from  the  study  of  only 
one  case;  however,  we  feel  that  further  trial  of 


aureomycin  in  the  treatment  of  Stevens- Johnson  .syn 
drome  is  indicated. 
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DR.  WALTER  REED,  EPIDEMIOLOGIST— A PROFILE 
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It  is  rare  that  any  one  scientific  achievement  can 
he  ascribed  to  any  one  fierson  alone.  Tlie  best  that 
one  can  hope  to  have  said  of  him  is  “he  had  a hand 
in  the  job”.  But  to  pay  proper  and  rightly-deserved 
tribute  to  Dr.  Walter  Reed,  it  must  be  said  that  to 
this  one  man  vve  must  ascribe  the  achievement  of 
solving  one  of  the  greatest  mysteries  of  the  scientific 
world.  It  is  in  tribute  to  him  that  we  have  prepared 
this  profile. 

The  magnitude  of  Reed’s  work  will  long  stand  as 
a landmark  in  the  history  of  man’s  effort  in  the  con- 
quest of  disease.  His  name  well  deserves  its  place 
among  the  great  men  of  science  of  the  Nineteenth 
Century.  Public  Health  workers  associate  Dr.  Reed 
primarily  with  the  science  of  epidemiology  and  link 
his  accomplishment,  the  solution  of  the  mode  of 
transmission  of  yellow  fever,  with  the  accomplish- 
ments of  Dr.  John  Snow  of  cholera  fame;  Pasteur 
of  rabies  and  anthrax;  Dr.  William  Budd,  whose 
work  in  typhoid  fever  opened  the  way  to  the  ulti- 
mate control  of  the  disease;  with  Koch  of  tuberculo- 
sis; Ehrlich  of  syphilis;  and  Theobald  Smith  of 
'Pexas  fever. 

Virginians  take  pride  in  his  work  and  in  the  fact 
that  three  of  its  native  sons,  Dr.  Reed,  Dr.  Henry 
Rose  Carter,  and  Dr.  Wade  Hampton  Frost  made 
epidemiological  contributions  that  paved  the  way  for 
the  control  of  many  of  the  communicable  diseases. 
The  work  of  these  men  played  a major  role  in  the 
formalization  of  the  natural  history  of  disease.  Their 
contributions  also  aided  in  the  establishment  of  the 
epidemiological  principles  which  later  scientists  so 
successfully  applied  to  the  control  of  communicable 
diseases. 

Dr.  Reed  was  born  at  Belroi,  Gloucester  County, 
Virginia,  the  son  of  the  Reverend  Lemuel  Sutton 
Reed  and  Pharaba  White  Reed.  His  father,  the 
son  of  a North  Carolina  planter  and  a descendant  of 
Sir  Christopher  Reed  of  Chipchase  Castle  on  the 
Tyne,  was  born  near  Roanoke  Sound  in  North  Caro- 
lina. He  became  a minister  of  the  Virginia  Con- 
ference of  the  iMethodist  Episcopal  Church,  South, 


and  worked  diligently  throughout  his  life  in  the 
cause  of  Christianity.  It  was  said  of  Reverend  Reed 
that  he  was  the  very  soul  of  honor  and  that  his  name 
was  the  synonym  for  integrity,  uprightness,  fair  deal- 
ing and  manly  bearing.  His  influence  on  his  family 
and  on  his  .son,  Walter,  was  profound.  From  him, 
^^'alter  Reed  inherited  his  force  of  character,  his 
self-discipline,  his  love  of  knowledge,  and  his  keen 
sense  of  humor. 

Little  is  known  of  his  mother  except  that  she  was 
the  daughter  of  a North  Carolina  planter  of  English 
extraction.  She  was  born  on  a plantation  in  the 
vicinity  of  Roanoke  Sound,  North  Carolina.  Biog- 
raphers of  Walter  Reed  have  all  agreed  that  she  was 
a most  gentle  person,  with  a keen  desire  for  knowl- 
edge and  that  she  assumed,  as  was  the  custom  of 
the  day,  the  duty  of  educating  her  children  during 
their  early  years. 

The  family  moved  to  Farmville  shortly  after 
Walter  Reed’s  birth,  and  it  was  there  that  he  started 
his  early  education  in  a private  school.  Nine  years 
later,  his  father  received  a call  to  Charlottesville, 
Virginia,  where  he  placed  W^alter  under  a private 
tutor,  the  schools  of  the  area  being  closed  in  this 
period.  As  a young  man,  Walter  Reed  was  most 
precocious,  and  he  entered  the  University  of  Virginia 
at  sixteen,  where  he  spent  one  year  in  the  Academic 
Department  and  one  in  the  Medical  School,  to  grad- 
uate in  1869  the  youngest  man  ever  to  receive  his 
doctorate  of  medicine  at  the  University! 

He  was  one  of  the  first  physicians  of  his  day  to 
realize  the  importance  of  an  internship,  and  he  en- 
tered Kings  County  Hospital,  where  he  embarked 
upon  the  arduous  duties  of  interning.  Later  he 
worked  in  medicine  in  several  of  the  hospitals  and 
received  an  appointment  as  District  Physician  to 
one  of  the  poorest  slum  districts  of  New  York.  Here 
he  came  face  to  face  with  the  reality  of  human  suffer- 
ing. Placed  among  the  lowly  and  the  destitute,  he 
acquired  the  devotion  to  the  suffering  of  mankind 
that  was  in  later  years  to  give  him  his  great  under- 
standing and  tolerance.  At  the  age  of  twenty-two 
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he  was  promoted  to  be  one  of  the  five  inspectors  of 
the  Borough  of  Brooklyn  Board  of  Health.  In  that 
period,  in  metropolitan  New  York,  an  inspector  was 
in  reality  a combination  physician  and  sanitarian 
who  devoted  his  time  to  the  control  of  communicable 
diseases  and  ei)idemics.  It  was  here  that  he  received 
his  first  public  health  training,  an  experience  which 
was  later  to  prove  invaluable. 

.■\fter  two  years  in  this  position,  he  was  compelled 
to  make  a momentous  decision — whether  to  sjiend  his 
life  in  administrative  medicine  or  to  seek  success  in 
general  practice.  In  this  period,  success  in  general 
practice  was,  to  a large  degree,  dependent  on  social 
connections,  the  possession  of  wealth  and  influential 
friends.  Brilliant  though  he  was,  he  had  very  few 
connections  among  the  successful  physicians  of  the 
day.  Accordingly,  he  decided  to  join  the  Medical 
Services  of  the  Army  of  the  United  States. 

It  is  reported  that  he  believed  he  could  find  finan- 
cial security  and  engage  in  scientific  research  and, 
at  the  same  time,  serve  humanity  as  an  Army  physi- 
cian. Among  his  papers  is  the  terse  statement  that 
he  believed  the  acceptance  of  a commission  would 
afford  him  an  opportunity  to  rise  quickly  in  his 
profession  so  that  his  sweetheart,  Amelia  Lawrence, 
would  think  well  of  him.  In  June,  1875,  he  was 
commissioned  Assistant  Surgeon  with  the  rank  of 
First  Lieutenant. 

The  next  eighteen  years  of  his  life  were  spent 
as  a garrison  surgeon.  It  was  during  this  period, 
-April  25,  1876,  that  he  married  his  sweetheart, 
-Amelia  Lawrence,  of  Murfreesboro,  North  Carolina- 
Miss  Lawrence,  a person  of  great  kindness,  was  to 
follow  him  to  the  frontier  and  experience  with  him 
the  hardships  encountered  in  this  rawest  of  civiliza- 
tions and  later  was  to  share  with  him  the  fulfillment 
of  his  life’s  dreams. 

It  was  also  during  this  period  that  his  two  children 
were  born;  the  first,  Walter  Lawrence  Reed,  was 
born  December  4,  1877,  at  Fort  Apache;  the  second 
child,  Emilie  Lawrence  Reed,  was  born  July  12, 
1883,  in  Western  Nebraska.  Little  is  known  of  his 
life  during  these  years.  He  had  fifteen  changes  of 
station,  was  reported  to  be  a most  efficient  officer, 
and  to  be  devoted  to  his  work.  During  this  interval 
in  1881,  he  was  stationed  at  Fort  McHenry  in  Bal- 
timore. He  spent  as  much  time  as  possible  in  post- 
graduate study  at  the  Johns  Hopkins  LTniversity. 


It  was  this  experience  which  awakened  an  interest 
in  research. 

After  two  changes  of  station,  he  again  returned  to 
Baltimore  in  1890  for  duty.  This  assignment  was 
most  p)rofitable  because  the  faculty  of  the  Johns 
Hopkins  Hospital,  stimulated  by  the  work  of  Pas- 
teur, Koch,  and  Ehrlich  in  Europe,  was  pioneering  in 
a new  concept  of  medical  education.  Under  the 
enthusiastic  and  capable  leadership  of  Dr.  William 
Henry  Welch,  Dr.  John  Miller  Turpin  Einney,  Sir 
William  Osier,  Dr.  William  Stewart  Halstead,  and 
Dr.  Howard  -Atwood  Kelly,  Hopkins  was  embarking 
on  the  laboratory  phase  of  medical  research,  and  great 
emphasis  was  being  placed  on  biochemical  and  bio- 
physical studies. 

No  doubt,  the  enthusiasm  of  the  facult}-  and  pre- 
ceptors was  contagious  and  influenced  Dr.  Reed  in 
a most  profound  manner.  He  always  had  a deep- 
seated  interest  in  research  and  plunged  into  the  med- 
ical studies  being  conducted  at  the  institution  with 
enthusiasm.  It  was  here  he  received  his  basic 
training  in  pathology  and  bacteriology.  In  these 
surroundings,  he  acquired  a familiarity  with  tech- 
nical methods  and  became  acquainted  with  the  va- 
rious organisms  thought  to  be  the  cause  of  specific 
diseases.  This  knowledge  was  later  to  help  him 
solve  the  mystery  of  yellow  fever. 

Leaving  Baltimore  in  1891,  Dr.  Reed,  by  now 
well  trained  in  laboratory  medicine,  was  assigned  for 
a brief  period  to  a western  station.  After  this  tour 
of  duty,  he  was  then  assigned  in  1893  as  Curator 
of  the  -Army  Medical  -Museum  and  served  as  Pro- 
fessor of  Bacteriology  and  Clinical  Microscopy  in 
the  Army  Medical  School.  Garrison  life  for  Dr. 
Reed,  who  was  now  a Major,  had  finally  ended. 

It  would  be  difficult  to  say  at  exactly  what  point 
W’alter  Reed  became  an  Epidemiologist,  but  it  is  high- 
ly probable  that  it  was  his  assignment  as  Professor 
of  Bacteriology  in  the  -Army  Aledical  School  which 
was  the  turning  point.  Ej)idemiology  in  this  period 
was  just  beginning  to  be  formalized.  Physicians 
and  laboratory  workers  were  studying  the  principles 
of  contagion  that  we  now  know  so  well  as  the 
factors  governing  the  spread  of  disease.  These  fac- 
tors, commonly  referred  to  as  the  specific  causative 
organism,  the  susceptible  individual,  the  reservoir 
of  infection  and  the  mode  of  transmission  of  the  or- 
gani-m,  were  at  this  period  challenges  to  the  in- 
quisitive research  mind. 
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Current  dictionaries  briefly  and  tersely  define  Ej)i- 
demiology  as  “the  Science  of  Epidemics”.  The 
American  Epidemiological  Society  states  that  it  is 
“the  Science  which  concerns  itself  with  the  natural 
history  of  disease  as  related  l)y  some  common  factor 
of  age,  sex,  race,  location  or  occupation,  as  distinct 
from  the  development  of  disease  in  individuals”. 
The  late  Dr.  Wade  Hamj)ton  P'rost,  Professor  of 
Ej)idemiology  of  Johns  Hopkins  School  of  Hygiene 
and  Public  Health,  for  his  students  in  advanced 
Epidemiology,  defined  it  as  “the  Science  which  will 
give,  firstly,  a picture  of  the  occurrence,  distribution 
and  the  tyjjes  of  the  diseases  of  mankind,  in  distinct 
e]iGchs  of  time  and  at  various  points  of  the  earth’s 
surface,  and,  secondly,  will  render  an  account  of 
the  relations  of  the.se  diseases  to  the  external  con- 
dition surrounding  the  individual  and  determining 
his  manner  of  life”.  In  brief,  it  is  the  study  of  con- 
ditions known  or  reasonably  supposed  to  influence 
the  prevalence  of  disease. 

P'rom  his  first  introduction  to  public  health  work 
as  a District  Inspector  in  the  Borough  of  Brooklyn, 
Dr.  Reed  rapidly  developed  the  characteristics  neces- 
sary to  become  a practical  epidemologist.  He  pos- 
sessed the  same  characteristics  of  insatiable  curiosity 
as  did  Dr.  John  Snow,  who,  in  1849,  published  a 
treatise  on  “The  Mode  of  Communication  of  Chol- 
era”. Snow’s  work  was  based  on  his  first-hand  ob- 
servations concerning  the  mode  of  spread  of  the 
disease  and  principles  governing  its  prevention.  The 
work  is  reported  in  as  detailed  a manner  as  had  ever 
lieen  applied  to  a disease  investigation. 

In  1857,  only  42  years  prior  to  Dr.  Reed’s  report 
on  yellow  fever.  Dr.  William  Budd,  a Fellow  of  the 
Royal  Society,  published  his  most  brilliant  treatise 
on  typhoid  fever,  a treatise  in  which  he  discussed  the 
natural  spread  and  the  methods  of  prevention  of 
the  disease  in  a period  prior  to  the  formalization 
of  the  science  of  bacteriology.  Reed,  like  these  men, 
had  the  attributes  necessary  to  achieve  distinction 
as  an  epidemiologist.  For  what  is  an  epidemiologist 
but  a creature  who  is  skeptical  and  curious,  obsessed 
with  the  desire  for  the  truth,  and  who  has  not  only  the 
ability  to  recognize  new  phenomena  when  faced  with 
them,  but  who — above  all — has  sufficient  energy  and 
patience  to  put  together  all  of  the  pieces  of  an  epi- 
demiologic pattern  ? 

Between  1893  and  1900,  the  most  important  work 
done  by  Dr.  Reed  was  the  investigation  of  typhoid 


fever  in  army  camps  during  the  Spanish-American 
War.  From  an  epidemiological  viewpoint,  this  in- 
vestigation was  a remarkable  achievement.  The  de- 
tails collected  and  the  ingenious  approach  to  the 
j)roblem  go  without  comparison.  His  paper,  “Report 
of  the  Origin  and  Spread  of  Typhoid  Fever  in  the 
United  States  Military  Camps  During  Spanish- 
American  War  of  1898”,  is  in  essence  the  whole 
theory  of  the  typhoid  carrier.  He  also  worked  in 
the  field  of  typhus  fever,  malaria,  smallpox,  and 
sanitation  problems,  and  his  reports  have  enriched 
the  literature. 

The  die  of  an  epidemiologist  had  now  been  cast. 
The  entire  previous  experiences  of  Dr.  Reed  were  now 
to  be  brought  to  focus  on  the  momentous  task  ahead 
— the  scourge  of  Yellow  Fever. 

One  of  the  first  authentic  records  notes  yellow 
fever  as  being  in  Central  America  as  early  as  1596. 
Then  follow  innumerable  reports  placing  it  through- 
out the  world  in  varying  degrees  of  intensity. 
Between  1702  and  1800  the  disease  appeared  in  the 
United  States  35  times.  From  1800-1879,  it  visited 
the  country  at  some  point  every  year  but  two.  In 
1702  there  was  an  epidemic  in  New  York  with  570 
deaths.  New  York  at  this  time  had  a population 
of  only  16,000.  It  again  struck  the  same  city  in 
1743  with  217  deaths. 

Perhaps  the  worst  epidemic  experienced  by  a city 
in  this  country  was  that  in  New  Orleans,  Louisiana, 
in  1853.  There  were  29,020  cases  with  8,101  deaths. 
It  appeared  in  Norfolk,  Virginia,  in  1855,  with 
over  10,000  cases  and  2,000  deaths  among  the  city’s 
16,000  population.  It  is  reported  that  over  one- 
third  of  the  city’s  white  population  succumbed. 
Portsmouth,  Virginia,  across  the  river  from  Norfolk, 
had  three  to  four  thousand  cases.  Twenty-five  years 
later,  it  struck  Memphis,  Tennessee,  causing  17,600 
cases  with  5,150  deaths.  The  disease  is  recorded 
as  showing  a preference  to  the  southern  states  and 
tropical  and  sub-tropical  countries.  In  places  above 
the  frost  line,  the  onset  of  winter  brings  about  a 
reduction  in  the  number  of  yellow  fever  cases  In 
Havana,  Cuba,  yellow  fever  had  been  recorded  as 
being  endemic  since  1648,  sporadic  cases  occurring 
every  month  in  every  year,  with  occasional  large 
epidemics  in  particularly  bad  summers. 

The  cause  of  this  scourge  to  the  human  race 
was  accepted  until  1793  as  a visitation  from  God.  At 
this  time,  there  sprang  up  different  schools  of  thought 
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as  to  its  cause  and  spread.  One  theory,  supported 
by  many  medical  groups  including  the  College  of 
Physicians,  was  that  it  was  spread  by  contagion  of 
direct  importation.  Another  belief  was  that  the 
epidemics  were  of  local  origin  due  to  spontaneous  gen- 
eration under  appropriate  climatic  conditions,  d'his 
was  probably  the  beginning  of  the  theory  of  con- 
tagion and  non-contagion.  In  the  succeeding  years, 
several  theories  were  expounded  on  the  cause  and 
transmission  of  yellow  fever.  Some  were  downright 
fantastic  and,  in  retrospect,  amusing.  A fungus 
plant,  as  yet  undi-covered,  was  blamed,  as  was  fer- 
mentation. The  majority,  however,  subscribed  to 
the  miasma  theory. 

In  1878,  the  theory  of  fomites  as  the  source  of  con- 
tagion was  gaining  in  popularity.  This  theory  held 
until  1897  when  Dr.  Guiseppe  Sanarelli  announced 
liis  discover}-  of  the  bacillus  icteroides  as  the  cause 
of  yellow  fever.  There  were  those  who  thought  that 
now,  since  a definite  organism  was  discovered,  yellow 
fever  could  l>e  easily  wiped  from  the  face  of  the  earth 

Dr.  Sanarelli ’s  announcement  caused  quite  a stir 
and  resulted  in  General  Leonard  W'ood  taking  im- 
mediate action  by  issuing  an  order  to  the  effect  that 
Havana  and  all  of  Cuba  would  be  sanitated  to  the 
point  where  all  towns  would  be  cleaned  as  if  they 
were  scrubbed.  General  Wood  had  good  reason  to 
effect  this  order,  for  at  that  time  he  was  aware  of 
the  fact  that  yellow  fever  was  killing  one  in  three 
of  the  American  troops  stationed  in  Cuba  and  had 
accounted  for  a greater  toll  of  life  than  had  Span- 
ish bullets. 

Dr.  Reed’s  interest  in  this  disease  heightened  when 
he  and  Dr.  James  Carroll  examined  24  cases  of 
yellow  fever  and  performed  1 1 careful  autopsies  and 
could  not  find  the  bacillus  icteroides  present  in  the 
hlood  of  the  sick  or  the  blood  or  organs  on  post- 
mortem examination.  From  this,  they  concluded  that 
this  organism  had  no  special  relationship  with  the 
disease.  Immediately  following  this  demonstration. 
Dr.  Reed  was  appointed  to  head  a commission  to 
investigate  the  cause  and  mode  of  transmission  of 
yellow  fever. 

The  Yellow  Fever  Commission,  headed  by  Dr. 
Reed,  and  consisting  of  Dr.  James  Carroll,  bacteriol- 
ogist and  pathologist,  Jesse  Lazear,  entomologist, 
and  Aristides  Agramonte,  bacteriologist,  was  re- 
quested by  the  Surgeon  General  on  May  23,  1900. 
On  May  24,  the  Adjutant  General  created  the  Board 


and  on  the  morning  of  June  25,  1900,  Dr.  Reed  and 
Dr.  Carroll  landed  at  Havana,  Agramonte  and 
Lazear  having  preceded  them. 

The  afternoon  of  June  25  was  a momentous  time. 
This  was  the  Commission’s  first  meeting.  It  was 
the  meeting  that  signed  the  death  warrant  of  yellow- 
fever.  At  this  meeting,  it  was  agreed  that  Dr.  Reed 
would  supervise  all  the  work,  and  the  other  members 
would  do  the  specialized  work  for  which  they  were 
trained.  It  was  agreed  that  they  would  investigate 
further  and  obtain  conclusive  proof  as  to  the  theory 
of  the  bacillus  icteroides  relationship  to  the  disease. 
This  they  did.  They  ruled  out  this  organism  beyond 
doubt.  They  showed  this  organism  to  be  of  the  hog- 
cholera  type  and  onl}-  a secondary  invader  in  yellow 
fever. 

On  that  hot  June  day,  when  Reed  was  brought 
face  to  face  with  yellow  fever,  he  made  several  per- 
tinent mental  notes  which  were  later  to  be  keys 
to  the  puzzle : ( 1 ) Patients  were  being  attended  by 

non-immune  persons  without  contracting  the  disease; 
why,  he  wondered,  didn't  they  get  the  disease  by  han- 
dling these  patients?  (2)  This  disease  wasn’t  con- 
tracted under  circumstances  such  as  those  associated 
with  typhoid  and  other  communicable  diseases.  In- 
quiries further  showed  that  the  disease  had  not  been 
contracted  in  hospitals  during  earlier  epidemics  when 
the  disinfection  of  articles  of  clothing  and  bedding 
was  unknown.  (3)  He  observed  that  patients  re- 
turning to  companionship  with  comrades  during  early 
convalescence  did  so  with  no  apparent  danger  of 
establishing  a fresh  foci  of  the  disease.  This,  he 
thought,  wasn’t  in  keeping  with  the  presence  of  the 
specific  agent  in  excreta  of  the  convalescent  carrier, 
of  which  he  knew  so  much  from  his  work  in  typhoid. 
Even  in  the  laboratory  he  could  find  no  growth  on 
ordinary  media.  (4)  His  belief  in  fomites,  if  ever 
he  possessed  any,  was  forever  shaken  when  he  ob- 
served that  a person  who  had  slept  in  a bunk  after 
a patient  died  of  yellow  fever  did  not  contract  the 
disease.  (5)  He  observed  that  the  disease  would 
strike  a person  in  one  house,  hop  around  the  corner 
and  strike  someone  in  an  unrelated  household,  then 
jump  across  the  street  and  strike  another,  only  to 
return  to  the  first  house  and  snuff  out  the  life  of 
another  member  of  the  family — this  without  any 
association  whatsoever  between  the  different  persons 
involved.  This,  he  recorded,  wasn't  in  keeping  with 
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the  idea  of  a diffusible  poison  or  miasma  carried 
by  the  atmospliere. 

After  making  these  recordings,  he  reviewed  them 
in  a thorough  and  logical  manner  and  placed  them 
in  their  proper  order.  'I'o  these  he  added  the  fol- 
lowing notes:  Here  was  a disease  which  had  never 
been  demonstrated  to  be  spread  by  contaminated 
water;  a disease  that  demanded  an  elevated  tem- 
perature l)efore  progressing;  a disease  that  was  not 
spread  by  contagion,  direct  or  indirect;  a disease 
which  no  previous  hygienic  measures  could  arrest; 
a disease  that  did  not  affect  crews  of  ships  lying 
off  shore;  a disease  which  was  promptly  controlled 
by  frost. 

His  searching  mind  then  recorded,  “What  disease, 
other  than  malaria,  can  you  associate  with  these 
criteria?’’  The  time  now  had  arrived  to  make  a 
decision — whether  to  search  for  the  cause  of  this 
disease  or  the  method  of  its  propagation?  The  mem- 
bers of  the  Commission  were  all  aware  that  insects 
\yould  serve  as  intermediate  host  for  certain  diseases. 
The  vector  theory  had  been  amply  demonstrated  by 
several  investigators.  Patrick  Manson,  in  1880, 
showed  that  a certain  kind  of  mosquito  spread  ele- 
phantiasis. In  1893  Theobald  Smith  demonstrated 
the  tick  to  be  the  intermediate  host  of  Texas  Cattle 
Fever,  and,  in  1898,  the  mosquito  was  shown  by 
Ronald  Ross  to  be  the  transmitter  of  malaria. 

In  1881,  Dr.  Carlos  Finlay,  of  Havana,  had  sug- 
gested the  mosquito  as  being  guilty  of  transmitting 
yellow  fever.  He  went  so  far  as  to  classify  the  guilty 
mosquito  and  to  give  the  condition  under  which  yel- 
low fever  could  be  propagated.  The  Commission, 
having  heard  of  Dr.  Finlay’s  work,  called  on  him 
and  at  his  insistence,  accepted  his  gift  of  a little 
box  of  larvae  of  the  mosquito  he  believed  spread  the 
disease,  the  Stegomyia  fasciata. 

At  this  time,  the  Commission  received  a paper  by 
Dr.  Henry  Rose  Carter,  of  the  Marine  Hospital  Serv- 
ice, showing  that  even  though  the  incubation  period  of 
yellow  fever  appeared  to  be  only  five  days,  the  place 
or  surroundings  of  the  patient  didn't  become  infected 
until  15  to  20  days.  Dr.  Carter  was  a Virginian, 
born  in  Caroline  County,  and  educated  at  the  Uni- 
versity of  Virginia,  where  he  graduated  in  engineer- 
ing in  1873.  He  took  his  doctorate  in  medicine  at 
the  University  of  Maryland  and  became  one  of  the 
foremost  sanitarians  and  epidemiologists  of  the  cen- 
tury. 


To  Dr.  Reed,  the  ejiidemiologist,  this  discovery 
of  Dr.  Carter’s  could  mean  only  one  thing:  there 
was  a hidden  phase  of  the  incubation  period,  and 
from  Dr.  Carter’s  report,  he  decided  that  the  lag 
phase  could  be  in  the  bod\’  of  an  insect,  wherein  the 
organism  had  to  “ripen”. 

It  was  just  a guess — a wild  theory.  But  this  theory 
was  bolstered  when  he  observed  a soldier  who,  under 
guard  and  without  contact  whatsoever  with  yellow 
fever,  came  down  with  the  disease  and  died  without 
the  guards  contracting  the  disease.  To  Dr.  Reed 
and  his  fellow-workers,  it  looked  as  though  the  fever 
“flew  in  on  the  wings  of  an  insect  and  then  flew  out”. 

.As  all  ob-ervations  pointed  to  the  presence  of  an 
intermediate  host,  it  became  apparent  that  in  this 
climate,  a mosquito  would  be  the  most  logical  vector, 
d'hus,  the  decision  to  search  for  the  mode  of  prop- 
agation received  further  justification  by  Dr.  Car- 
ter's work. 

Therefore,  it  was  agreed  that  the  method  of  attack 
would  be  that  of  seeking  the  mode  of  transmission. 
The}’  would  prove  or  disprove  the  mosquito  theor}'. 
But  to  do  this,  human  beings  would  be  needed  for 
the  experiment.  Animals  wouldn’t  do — Dr.  Agra- 
monte  had  shown  that.  But  to  expose  humans  to  the 
disease  would  be  dangerous.  It  would  call  for  com- 
plete submission  to  the  possibility  of  death.  What 
would  be  the  reaction  of  the  .Army  and  the  public? 
The  Commission  decided  to  try  to  experiment  on 
themselves  and  early  in  .August  the  experiment  was 
started  with  great  secrecy  with  the  feeding  of  mos- 
quitoes on  the  blood  of  patients  with  yellow  fever. 

This  was  not  an  authorized  experiment — not  in 
the  sense  that  they  could  risk  the  lives  of  human 
beings  to  gain  an  unknown  end.  Dr.  Jesse  Lazear 
and  seven  soldiers  volunteered.  The  first  experiment 
was  made  .August  1 1 , and  all  of  the  volunteers  were 
bitten  by  infected  mosquitoes.  But  the  experiment 
was  unsuccessful;  they  remained  robustly  healthy. 
On  .August  27,  while  Dr.  Carroll  and  Dr.  Lazear 
were  discussing  their  failure,  they  took  a mosquito 
which  had  1 2 days  previously  fed  on  a yellow  fever 
patient  only  two  days  after  the  person  had  developed 
the  disease  and  allowed  the  insect  to  bite  Dr.  Car- 
roll.  Also  bitten  at  this  time  was  a soldier  who 
volunteered  and  is  recorded  in  the  history  of  the 
experiment  only  as  being  “Case  XY”.  (He  was  later 
established  as  being  William  Dean  of  Grand  Rapids, 
Michigan.) 
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Three  days  later,  Dr.  Carroll  was  in  bed.  The 
first  case  of  yellow  fever  had  been  produced  in  a 
human  experimentally.  A few  days  later,  the  second 
volunteer.  XY,  became  a patient.  Both  recovered. 
Despite  the  fact  that  Dr.  Carroll  and  the  patient 
known  as  XY  acquired  the  disease  after  being  bitten 
by  a mosquito  who  had  fed  on  the  blood  of  patients 
ill  with  the  disease,  Dr.  Lazear  did  not  consider  this 
to  be  conclusive,  nor  did  he  feel  that  it  was  irref- 
utable proof,  for  he  was  aware  of  the  fact  that  dur- 
ing the  supposed  incubation  period,  Dr.  Carroll  had 
been  in  contact  with  cases  of  yellow  fever  in  the 
course  of  his  ward  rounds,  and  there  was  some  doubt 
as  to  whether  the  volunteer,  XY,  had  been  in  con- 
tact with  the  patients. 

These  notes  he  made  in  his  diarc-  and  also  recorded 
the  fact  that  the  mosquito  which  caused  the  infec- 
tion was  the  one  which  had  fed  on  the  patient  dur- 
ing the  second  day  of  his  illness  and  was  not  allowed 
to  bite  the  victim  until  the  12th  day.  This  diary 
was  later  to  give  the  answer  to  one  of  the  problems 
which  was  bothering  Dr.  Reed. 

It  is  recorded  by  many  authors  that  on  Sejitember 
13,  while  collecting  blood  from  yellow  fever  patients 
for  study.  Dr.  Lazear  was  accidentally  bitten  by  an 
unidentified  mosquito.  He  contracted  yellow  fever 
and  on  September  25,  he  became  the  first  and  only 
death  to  result  from  these  first  experiments.  It  is 
agreed  that  there  were  9 failures  and  2 successes, 
and  only  1 death.  The  2 experimental  successes  and 
1 death  were  enough  to  incriminate  the  mosquito. 
But  why,  he  asked,  did  we  fail  in  the  9 cases? 

Once  again  the  brilliant,  searching  mind  found 
the  answer.  Scrutinizing  the  diary  left  behind  by 
Dr.  Lazear,  Reed  noticed  that  the  experimental  cases 
of  yellow  fever  were  produced  by  mosquitoes  fed  on 
patients  in  the  first  two  days  of  illness,  and  that  these 
mosquitoes  had  not  been  used  until  at  least  12  days 
after  the  feeding.  This,  thought  Reed,  would  ac- 
count for  that  hidden  phase  of  the  incubation  period. 
It  would  also  account  for  the  failures  in  the  first 
seven  volunteers.  To  Dr.  Reed,  it  meant  that  the 
mosquito  could  pick  up  the  infection  only  from  a 
yellow  fever  patient  during  the  first  few  days  of 
illness,  and  that  once  the  insect  had  it  in  its  body, 
the  organism  had  to  remain  there  in  some  state  for 
at  least  12  days  before  it  could  be  transmitted  to  a 
new  patient.  Thus,  an  age-old  question  was  an- 
swered— answered  in  a dead  man’s  diary. 


On  October  15,  Dr.  Reed  released  a preliminary 
circular  in  Havana  announcing  the  mosquito  as 
spreading  yellow  fever.  The  circular  was  most  con- 
servatively written  and  called  for  immediate  sanitary 
control  measures.  Dr.  Reed  was  aware  that  to  ob- 
tain conclusive  proof  that  the  mosquito  was  the  in- 
termediate host  would  require  further  experiments, 
and  that  those  experiments  would  have  to  be  indis- 
putable. Every  step  had  to  be  under  scientific  con- 
trol at  all  times.  But  this  would  require  money.  It 
would  require  specially-designed  facilities.  More 
important,  it  would  require  more  human  beings  as 
volunteers.  The  Army  had  originally  appropriated 
$8,000  to  finance  the  Commission.  Where  were  the 
funds  to  come  from — who  would  allow  military  per- 
sonnel to  volunteer  for  such  experiments? 

Almost  in  desperation.  Dr.  Reed  applied  for  per- 
mission to  use  non-immune  volunteers.  It  is  prob- 
ably most  fortunate  that  General  Leonard  Wood, 
Governor  General  of  Cuba  at  the  time,  was  a doc- 
tor and  thus  sympathetic;  for  he  endorsed  Reed-’s 
recjuest  for  both  volunteers  and  money.  The  liberal 
sum  of  $10,000  was  approved  for  rewarding  these 
individuals  who  would  risk  their  lives  for  the  cause 
of  science.  In  discussing  the  use  of  volunteers  with 
Reed,  Dr.  G.  M.  Sternberg  stated  that  some  of  the 
things  wouldn’t  be  covered  in  the  orders — “If  the 
Antivivisectionists  got  hold  of  the  news  that  we 
were  prepared  even  for  human  experimentation,  as  a 
last  resort,  they’d  scream  themselves  hoarse!!” 

At  Camp  Lazear,  named  after  their  dead  col- 
league, near  Quemados,  the  second  series  of  experi- 
ments were  started  in  early  November.  The  study 
jirogram  called  for  three  phases,  each  a specific  ex- 
periment, and  required  that  every  phase  was  at  all 
times  to  be  carried  out  under  the  most  rigidly  con- 
trolled scientific  procedures.  The  first  phase  would 
be  the  infection  of  non-immune  patients  by  the  bite 
of  a mosquito  at  the  will  of  the  experimenters.  The 
second  phase  would  be  to  use  fomites  in  attempting 
to  infect  non-immunes.  The  third  phase  would  be 
the  injecting  of  blood  from  yellow  fever  patients 
into  non-immunes  to  produce  the  disease. 

. A call  for  volunteers  was  made.  Records  are  not 
consistent  as  to  the  number  who  responded,  but  a 
sufficient  number  was  secured  to  carry  to  completion 
all  three  of  the  experiments.  Each  volunteer  was 
offered  $100,  and  if  he  contracted  the  disease,  he 
was  to  get  $200.  No  promise  was  made  in  case  of 
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death,  although  each  was  told  of  the  risk  he  was  tak- 
ing. The  first  two  volunteers,  both  young  privates 
from  Ohio,  John  R.  Kissinger  and  John  J.  Moran, 
came  “not  for  money  but  for  interest  in  humanity 
and  science”.  The  others  were  all  soldiers  of  the 
United  States  .\rmy — brave  men ! They  were  fol- 
lowed by  more  brave  men,  men  who  wanted  the  ex- 
citing chance  to  prove  humans  could  be  used  in 
experiments.  Some  came  out  of  a sense  of  ad- 
venture; all  came  out  of  their  love  and  respect  for 
this  humble  man. 

Mosquitoes  to  be  used  in  the  experiment  were 
bred  from  eggs  under  rigid  control.  The  insects 
were  housed  in  buildings  screened  with  wire  netting. 
When  one  was  wanted  for  experimental  purpose,  it 
was  carefully  removed  from  its  cage  and  handled 
with  the  utmost  care.  Mosquitoes  would  be  allowed 
to  bite  patients  with  yellow  fever  at  varying  stages 
of  their  sickness.  Then  at  varying  intervals,  they 
would  be  allowed  to  bite  the  non-immune.  This 
data  was  to  be  carefully  recorded.  This  phase  is 
well  documented  and  the  results  are  recorded  in  his- 
tory. 

To  eliminate  fomites  as  a mode  of  spread  was  a 
bit  more  complicated.  Into  the  specially-screened 
and  designed  huts  went  young  Dr.  Robert  Page 
Cooke*  and  two  soldiers.  Folk  and  Jernigen.  Short- 
ly thereafter  they  were  delivered  bundles  of  soiled 
linen,  bed  clothing,  and  personal  garments  soiled  by 
the  body  discharges  of  patients  dying  of  yellow  fever. 
In  the  stifling  heat,  they  disrobed,  donned  the  con- 
taminated clothing,  made  their  beds  with  the  soiled 
linen,  and  remained  in  the  quarantine  zone  for  a 
period  of  15  days.  The  Commission  was  pleased 
that  none  of  them  came  down  with  yellow  fever. 

The  third  phase  of  the  experiment  consisted  of  in- 
jecting blood  from  yellow  fever  patients  into  four 
volunteers;  each  came  down  with  the  illness. 

From  these  experiments  came  the  conclusive  proof 
for  which  Dr.  Reed  was  searching.  Ten  cases  of 
yellow  fever  were  produced  experimentally  under 
controlled  conditions  by  the  bite  of  the  mosquito. 
Four  cases  were  produced  by  blood  from  a yellow 
fever  patient.  No  cases  were  produced  by  fomites, 

*Dr.  Cooke  was  a native  Virginian  and  only  recently 
retired  as  health  officer  of  the  Lexington-Rockbridge  Coun- 
ty Health  Department.  He  was  one  of  the  two  surviving 
members  of  the  experiment.  The  other  is  Mr.  James  Han- 
berrv,  of  Orangeburg,  South  Carolina.  Dr.  Cooke  died 
Oct.  27,  1952. 


but  the  non-immunes  exposed  to  fomites  were  later 
infected  by  the  mosquito. 

Before  Walter  Reed  left  Cuba  and  as  the  end  of 
December,  1900,  drew  near,  when  he  was  drawing 
up  his  final  report,  it  must  have  given  him  great 
satisfaction  to  review  his  orders.  The  Surgeon  Gen- 
eral’s charge  to  the  Commission  on  May  24,  1900, 
was:  “You  will  naturally  give  special  attention  to 
the  etiology  and  the  prevention  of  yellow  fever”.  This 
was  the  challenge.  Dr.  Reed’s  reply  of  January  2, 
1901,  was:  “The  mosc|uito  serves  as  the  intermediate 
host  of  yellow  fever”. 

After  50  years  the  magnitude  of  this  work  is  still 
impressive,  but  we  may  be  inclined  to  forget  the 
logic  and  the  thoroughness  of  the  man  who  directed 
the  work  and  who  ultimately  achieved  the  solution 
to  a disease  problem  which  was  costing  one  of  the 
higest  tolls  in  human  lives  and  wreaking  economical 
havoc  to  the  states  and  countries  of  the  tropical 
zones.  There  is  no  doubt  that  had  yellow  fever  not 
been  brought  under  control,  the  Panama  Canal  would 
not  have  become  a reality;  two  previous  attempts 
to  build  the  Canal  failed  because  of  the  scourge  of 
this  disease. 

In  this  day  and  age  when  it  is  not  unusual  for 
sums  in  excess  of  one  million  dollars  to  be  appro- 
priated for  research  in  one  specific  disease,  one  can- 
not help  but  be  impressed  with  the  fact  that  the 
mystery  of  the  cause  and  mode  of  transmission  of 
yellow  fever  was  solved  for  a sum  slightly  in  excess 
of  $18,000. 

As  time  goes  on  we  are  perhaps  inclined  to  for- 
get the  epidemiological  procedures  and  the  steps  of 
the  investigation  that  gave  us  a solution  to  this  dis- 
ease problem.  Before  Dr.  Reed  started  to  work,  he 
most  carefully  reviewed  all  of  the  existing  informa- 
tion and  mis-information  on  the  disease. 

W’e  can  liest  recall  the  steps  of  the  investigation 
by  reviewing  his  report  to  the  Pan-American  Con- 
gress in  1901.  In  this  brief  report  he  reviewed  his 
work  as  follows : 

“1.  The  mosquito,  S.  fasciatus,  serves  as  the  in- 
termediate host  for  the  parasite  of  yellow  fever. 

2.  Yellow  fever  is  transmitted  to  the  non-immune 
individual  by  means  of  the  bite  of  the  mos- 
quito that  has  previously  fed  on  the  blood  of 
those  sick  of  the  disease. 

3.  An  interval  of  about  12  days  or  more  after 
contamination  appears  to  be  necessary  before 
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the  mosquito  is  capable  of  conveying  the  dis- 
ease. 

4.  The  bite  of  the  mosquito  at  an  earlier  period 
after  contamination  does  not  appear  to  confer 
any  immunit}'  against  a subsequent  attack. 

5.  Vellow  fever  can  also  be  experimentally  pro- 
duced by  the  subcutaneous  injection  of  blood 
taken  from  the  general  circulation  during  the 
first  and  second  days  of  this  disease. 

6.  An  attack  of  yellow  fever,  produced  by  the 
bite  of  the  mosquito,  confers  immunit}'  against 
subsequent  injection  of  the  blood  of  an  indi- 
vidual suffering  from  the  non-experimental 
form  of  the  disease. 

7.  The  period  of  incubation  in  13  cases  of  ex- 
perimental yellow  fever  has  varied  from  forty- 
one  hours  to  5 days  and  17  hours. 

8.  Vellow  fever  is  not  conveyed  by  fomites,  and, 
hence,  disinfection  of  articles  of  clothing,  bed- 
ding, or  merchandise,  supposedly  contaminated 
by  contact  with  those  sick  with  this  disease 
is  unnecessary’. 

9.  A house  may  be  said  to  be  infected  with  yel- 
low fever  only  when  there  are  present  within 
its  walls  contaminated  mosquitoes  capable  of 
conveying  the  parasite  of  this  disease. 

10.  The  spread  of  yellow  fever  can  be  most  ef- 
fectually controlled  by  measures  directed  to  the 
destruction  of  mosquitoes  and  the  protection  of 
the  sick  against  the  bites  of  these  insects. 

11.  hile  the  mode  of  propagation  of  yellow  fever 
has  now  been  definitely  determined,  the  specific 
cause  of  this  disease  remains  to  be  discovered.” 

In  the  subsequent  search  for  the  cause  of  yellow 
fever,  the  idea  of  a filterable  virus  was  suggested  to 
Reed  in  the  summer  of  1901  by  Professor  William 
H.  Welch  of  the  Johns  Hokpins  University,  and  Dr. 
Carroll  was  dispatched  to  Cuba  that  same  summer 
to  test  this  theory.  His  experiments  were  eminently 
successful,  demonstrating  that  the  blood  of  yellow 
fever  patients,  after  passing  through  a Berkefeld  fil- 
ter, is  still  capable  of  conveying  the  disease  when 
injected  into  a non-immune. 

The  practical  effect  of  Walter  Reed’s  work  may 
be  summarized  in  his  own  words,  “I  may  say  that 
counting  from  the  day  when  they  (the  new  sanitary 
regulations)  were  put  into  force,  viz.,  February  15, 
1901,  Havana  was  freed  from  yellow  fever  within 
ninety  days;  so  that  from  May  7 to  July  1,  a period 


of  54  days,  no  cases  occurred”.  Between  the  years 
1853  and  1900  there  had  been  recorded  in  the  City 
of  Havana  35,952  deaths  from  yellow  fever. 

Then,  just  before  the  dawn  of  the  new  year,  1901, 
a year  before  his  death,  these  words  were  penned  to 
his  wife,  “that  I might  be  permitted  in  some  way  or 
at  some  time  to  do  something  to  alleviate  human  suf- 
fering has  been  granted”.  A dedication — a prayer 
come  true. 

Chronological  Listing  of  the  Scientific  Papers 
and 

Published  Notes  of  Dr.  Walter  Reed 

The  Contagiousness  of  Erysipelas.  Boston  M.  and  S.  J., 
10:  p.  237,  March  10,  1892. 

Remarks  on  the  Cholera  Spirillum.  Northwestern  Lancet, 
13:  pp.  161-16+,  May  1,  1893. 

Association  of  Proteus  Vulgaris  with  Diplococcus  Lan- 
ceolatus  in  a Case  of  Croupous  Pneumonia.  Johns 
Hopkins  Bull.,  5:  pp.  2+-25,  March,  1894. 

The  Germicidal  Value  of  Trikresol.  St.  Louis  M.  and  S. 

J.,  66:  pp.  329-337,  June,  1894. 

A brief  Contribution  to  the  Identification  of  Streptococcus 
Erysipelatos.  Boston  M.  and  S.  J.,  131:  pp.  339- 
340,  Oct.  4,  1894. 

An  Investigation  into  the  So-Called  Lymphoid  Nodules 
of  the  Liver  in  Typhoid  Fever.  Johns  Hopkins 
Hosp.  Rep.,  5:  pp.  379-396,  1895. 

What  Credence  Should  Be  Given  to  the  Statement  of 
Those  Who  Claim  to  Furnish  Vaccine  Lymph 
Free  of  Bacteria?  J.  Pract.  M.,  5:  pp.  532-534, 
July,  1895. 

An  Investigation  into  the  So-Called  Lymphoid  Nodules 
of  the  Liver  in  Abdominal  Typhus.  Am.  J.  M.  Sc., 
110:  pp.  543-559,  1895. 

The  Character,  Prevalence  and  Probable  Causation  of 
Malerial  Fevers  at  Washington  Barracks  and  Fort 
Myer.  Rep.  Surg.  Gen.  Army.  pp.  65-77,  1896. 
The  Parasite  of  Malaria.  J.  Pract.  M.,  6:  pp.  382-383, 
April,  1896. 

Serum  Diagnosis  in  Typhoid  Fever.  Rep.  Surg.  Gen. 
Army,  pp.  68-73,  1897. 

On  the  Appearance  of  Certain  Amoeboid  Bodies  in  the 
Blood  of  Vaccinated  Monkeys  (Rhesus)  and  Chil- 
dren, and  in  the  Blood  of  cases  of  Variola.  An  Ex- 
perimental Study.  Tr.  Ass.  Am.  Physicians,  12:  pp. 
291-302,  1897. 

Idem.  J.  Exper.  M.,  2:  pp.  515-527,  Sept.  1897. 

Typhoid  Fever  in  the  District  of  Columbia;  Diagnosis: 
The  Value  of  Widal’s  Test,  the  Dried  Blood 
Method.  Nat.  M.  Rev.,  7:  pp.  144-146,  Nov.,  1897. 
Experiments  with  Hallister’s  Formaldehyde  Generator. 

Rep.  Surg.  Gen.  Army,  pp.  103-104,  1897. 

Splenic  Leukaemia.  Nat.  M.  Rev.,  7:  pp.  265-266,  Feb., 
1898. 

Report  on.  the  Practical  Use  of  Electrozone  as  a Disin- 
fectant in  the  City  of  Havana,  Cuba.  Rep.  Surg. 
Gen.  Army,  pp.  178-186,  1900. 
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The  Propagation  of  Yellow  Fever;  Observations  Based 
on  Recent  Researches.  Med.  Rec.,  60:  pp.  201-209, 
Aug.  10,  1901. 

IJrm.  Rep.  Surg.  Gen.  Army,  pp.  187-202,  1901. 

Recent  Researches  Concerning  the  Etiolcgy,  Propaga- 
tion and  Prevention  of  Yellow  Fever,  by  the  United 
States  Army  Commission.  J.  Hyg.,  Cambridge, 
England,  2:  pp.  101-119,  April,  1902. 

Reed,  Walter,  and  Carroll,  James 
Bacillus  Icteroides  and  Bacillus  Cholerae  Suis.  A Pre- 
liminary Note.  N.  Y.  Med.  News,  74:  pp.  513-514, 
April  29,  1899. 

The  Specific  Cause  of  Yellow  Fever.  A Reply  to  Dr.  G. 
Sanarelli.  N.  Y.  Med.  News,  75:  pp.  321-329,  Sept. 
9,  1899. 

A Comparative  Study  of  Biological  Characters  and 
Patho-Genesis  of  Bacillus  x (Sternberg),  Bacillus 
Icteroides  (Sanarelli),  and  the  Hog  Cholera  Bacil- 
lus (Salmon  and  Smith).  J.  Exp.  M.  (Balt.),  5: 
pp.  215-270,  Dec.  15,  1900. 

The  Prevention  of  Yellow  Fever.  N.  Y.  Med.  Rev.,  60; 
pp.  641-649,  Oct.  26,  1901. 

The  Etiology  of  Yellow  Fever.  A Supplemental  Note. 
Am.  Med.,  Phila.,  3:  pp.  301-305,  Feb.  22,  1902. 

Reed,  Walter;  Carroll,  James,  and  Agramonte, 
Aristides 

The  Etiology  of  Yellow  Fever.  An  Additional  Note.  J. 

Am.  Med.  Ass.,  36:  pp.  431-440,  Feb.  16,  1901. 
Experimental  Yellow  Fever.  Am.  Med.,  Phila.,  2:  pp. 
15-23,  July  6,  1901. 


Reed,  Walter;  Carroll,  James;  Agramonte,  Aristides, 
AND  Lazear,  Jesse  W. 

The  Etiology  of  Yellow  Fever.  A Preliminary  Note. 
(Read  at  meeting  of  Am.  Public  Health  Assn., 
Indianapolis,  Ind.,  1900). 

Reed,  Walter,  and  Sternberg,  George  M. 
Report  of  Immunity  Against  Vaccination  Conferred  Upon 
the  Monkey  by  the  Use  of  the  Serum  of  the  Vac- 
cinated Calf  and  Monkey.  Tr.  Ass.  Am.  Physicians, 
Phila.,  10:  pp.  57-69,  1895. 

Bibliography 

Blanton,  W.:  Medicine  in  Virginia  in  the  19th  Cen- 
tury. Richmond,  Virginia.  Garrett  & Massie,  1933. 

Budd,  William:  Typhoid  Fever.  New  York.  George 
Grady  Press,  1931. 

Kelly,  H.  A.:  Walter  Reed  and  Yellow  Fever.  New 
York.  McClure,  Phillips  & Co.,  1906. 

Maxey,  K.  F.  (Ed.)  : Papers  of  Wade  Hampton  Frost. 
New  York.  Commonwealth  Fund,  1941. 

Snow,  J.:  Snow  on  Cholera.  New  York.  Commonwealth 
Fund,  1936. 

Truby,  A.  E.:  Memoir  of  Walter  Reed.  Paul  B.  Hoeber, 
Inc.,  1943. 

Winslow,  C.-E.  A.:  The  Conquest  of  Epidemic  Dis- 
eases, Princeton  University  Press. 

Wood,  T.  N.:  Walter  Reed,  Doctor  in  Uniform.  Julian 
Messner,  Inc.,  1943. 

Yellow  Fever,  a Compilation  of  Various  Publications. 
Washington,  D.  C.  Government  Printing  Office.  1911. 


PR  Tip  of  the  Month 
Dr.  Michael  Shea  of  New  Haven,  Connecticut 
offers  this  public  relations  suggestion.  “When  I 
receive  a check  from  Connecticut  Medical  Service  or 
some  other  voluntary  health  insurance  agency,  I 
send  a receipt  to  the  patient  thanking  both  the  agency 
and  the  patient  for  the  payment.”  Dr.  Shea  con- 
siders this  friendly  gesture  an  inexpensive,  but  worth- 
while PR  practice.  (THE  PR  DOCTOR)  June  6, 
1952 
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CLINICOPATHOLOGICAL  CONFERENCE 

Presented  at  the  annual  meeting  of  The  Medical  Society  of  Virginia, 
in  Richmond,  October  1,  1952. 

Protocol  of  Case  from  the  University  of  Virginia 
Clinician:  Edwin  L.  Kendig,  Jr.,  M.D. 

Pathologist : J.  F.  A.  McMannus,  M.D. 


The  patient  was  a 10^  year  old  white  female. 

CC : Headaches  and  joint  pains,  off  and  on  for 
several  years. 

PI : At  age  6 years  she  suffered  with  headache, 
fever,  and  pain  in  the  abdomen,  ankles  and  wrists. 
She  was  treated  (but  not  examined)  with  “pain  pills” 
and  convalesced  very  slowly,  never  seeming  to  get 
entirely  well. 

.\t  age  8 years  she  had  a similar  episode  and  was  in 
bed  three  weeks. 

One  }'ear  before  the  present  admission,  at  age 
9^2  year',  she  had  a third  similar  illness  and  was  in 
the  hospital  for  one  month.  Generalized  edema, 
pyuria,  and  enlargement  of  the  heart  were  noted. 

Since  that  time,  a period  of  ten  months,  she  had 
been  on  greatly  reduced  activity  at  home,  with  oc- 
casional paroxysmal  nocturnal  dyspnea  and  slight 
orthepnea.  Five  weeks  before  admission  she  again 
had  fever,  swollen  and  tender  hands  and  feet,  and 
pain  in  her  chest  and  abdomen.  In  another  hospital 
she  was  treated  with  penicillin,  blood  transfusions, 
and  cortisone.  She  responded  well  at  first,  but  later 
developed  an  upper  respiratory  infection  and  a joint 
flare-up.  The  cortisone  was  increased.  She  became 
quite  dyspneic  and  was  digitalized  and  given  oxygen 
for  several  days.  (The  fact  of  digitalization  was  not 
known  until  4-5  days  after  this  admission.) 

Other  History:  Insignificant.  An  uncle  and  a 
brother  had  diabetes. 

PE:  Examination  showed  a well  developed  and 
nourished  young  white  girl  in  no  particular  distress, 
but  seeming  chronically  ill.  Temperature  101  (p.o.), 
pulse  130,  respirations  20,  blood  pressure  110/50. 
^^’eight  57  lbs.  The  face  appeared  puffy.  The  car- 
diac apex  was  in  the  mid-axillary  line  in  the  6th 
space.  There  was  no  pulse  deficit.  Po  was  greater 
than  Ao.  A Grade  IV  harsh  systolic  murmur  was 
heard  over  the  left  precordium,  loudest  at  the  apex 
and  transmitted  to  the  axilla  and  neck.  A soft 
diastolic  murmur  was  heard  at  the  apex  and  in  the 
back  near  the  vertebral  column.  The  liver  edge  was 


palpable  1-2  cm.  below  the  costal  margin.  There 
was  slight  tenderness  in  both  upper  quadrants  and 
both  flanks.  The  ankles  and  wrists  seemed  slightly 
tender.  No  definite  edema  was  noted. 

Laboratory  Study:  The  urine  was  alkaline  with 
a specific  gravity  of  1.014;  otherwise  it  was  normal. 
The  hemoglobin  was  12.5  grams,  the  red  cell  count 
4,000,000,  and  the  white  cells  11,200,  with  5 bands, 
55  segs.,  30  lymphs.,  8 monos.,  1 eosinophil,  and 
1 basophil.  The  corrected  sedimentation  rate  was 
22.5.  The  hematocrit  was  34%.  The  tuberculin 
test  was  negative  in  forty-eight  hours.  Five  blood 
cultures  were  sterile.  A urine  culture  showed  a 
hemolytic  staphylococcus  and  culture  of  the  throat 
grew  micrococci  and  streptococcus  viridans.  The 
electrocardiogram  showed  sinus  tachycardia,  a ver- 
tical heart,  and  left  ventricular  strain  with  a sug- 
gestion of  left  ventricular  h}'pertrophy.  By  x-ray 
the  heart  was  greatly  enlarged  with  a cardio-thoracic 
ratio  of  66%.  A faint  left  auricular  shadow  was 
visible  through  the  main  heart  shadow.  The  lungs 
showed  early  perihilar  congestion. 

Course  in  the  Hospital:  The  temperature  va- 
ried from  100-103  with  the  pulse  100-130.  The 
blood  pressure  remained  stable.  She  was  put  on  a 
low-salt  diet  and  given  thiomerin,  1 cc.,  without 
diuresis.  On  the  third  day  she  began  complaining 
of  severe  chest  pain.  A pericardial  friction  rub  was 
then  heard  to  the  left  of  the  sternum.  She  was  given 
aspirin,  .65  grams  five  times  a day.  The  fever 
promptly  dropped  to  normal  and  the  patient  felt 
much  better.  For  the  rest  of  her  life  the  tempera- 
ture was  about  100°  but  the  pulse  continued  to  zig- 
zag between  80  and  140.  Save  for  slight  nausea  the 
child  did  well  until  the  evening  of  the  10th  day 
when  she  complained  of  dyspnea.  This  grew  worse 
through  the  night  and  the  next  morning  her  pulse  was 
126  and  respirations  34.  She  was  put  in  an  oxygen 
tent  and  given  0.2  mg.  digitoxin  and  25  mg.  demerol. 
That  night  she  became  more  restless  and  dyspneic, 
despite  sedation.  She  was  given  an  aminophylline 
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suppository  and  more  thiomerin.  At  midnight  she 
l)ecame  cyanotic  and  was  coughing  up  blood;  she  was 
given  0.2  mg.  digitoxin  again.  She  did  not  improve, 
despite  6 mg.  morjihine;  the  dyspnea  became  worse, 
she  became  unconscious,  and  died  at  4:00  A.  M.  on 
the  12th  hospital  day. 

Discussion  by  Dr.  Edwin  L.  Kendig,  Jr. 

In  l^rief,  this  is  the  story  of  a lOyi  year  old  white 
girl  who,  beginning  at  6 years  of  age,  had  3 episodes 
of  headache,  fever  and  pain  in  the  abdomen,  ankles 
and  wrists.  With  the  last  recurrence,  one  year 
prior  to  admission,  she  had  generalized  edema,  pyuria 
and  an  enlarged  heart.  She  never  completely  re- 
covered and  5 weeks  before  the  present  admission  she 
had  another  episode,  similar  to  the  first  two  though 
apparently  more  severe,  requiring  hospitalization  and 
treatment  with  penicillin,  blood  transfusions,  cor- 
tisone and  finally  digitalization. 

At  the  time  of  this  admission  there  was  slight 
fever  (101°),  rapid  pulse  (130),  some  tenderness  of 
ankles  and  wrists  and  of  both  flanks  and  upper 
quadrants.  The  liver  edge  was  palpable  1-2  cm.  be- 
low the  costal  margin.  The  heart  was  generally 
enlarged  and  there  was  a harsh  grade  IV  systolic 
murmur  over  the  left  precordium,  loudest  at  the 
apex  and  a soft  diastolic  murmur  at  the  apex  and  at 
th?  back  near  the  vertebral  column.  X-ray  showed 
gross  cardiac  enlargement  with  faint  left  auricular 
shadow  visible  through  the  main  heart  shadow  and 
EKG  showed  left  ventricular  strain  with  suggestion 
of  left  ventricular  hypertrophy. 

The  hospital  course  was  steadily  downhill.  The 
patient  developed  severe  chest  pain,  relieved  by  as- 
pirin, and  a pericardial  friction  rub  on  the  third 
day.  She  became  cyanotic  and  coughed  up  blood 
4 hours  before  she  finally  died  on  the  12th  hospital 
day. 

Let  us  consider  the  protocol.  The  story  is  almost 
Lpical  of  rheumatic  fever.  The  10^2  year  old  wdiite 
girl  had  her  first  episode  at  6 years  of  age.  This 
is  one  of  the  age  periods  during  w’hich  rheumatic 
fever  is  most  common.  The  described  illness,  con- 
sisting of  headache,  fever,  pain  in  the  abdomen, 
ankles  and  wrists,  is  typical  of  an  attack  of  rheumatic 
fever.  The  protocol  does  not  tell  how  long  the  first 
acute  phase  of  the  illness  lasted,  but  it  does  say  that 
she  never  got  completely  well  until  the  second  acute 
phase,  lasting  3 weeks,  occurred.  One  of  the  most 


typical  points  about  rheumatic  fever  is  that  the  pa- 
tient so  affected  may  never  seem  completely  well  and 
an  erythrocyte  sedimentation  rate  taken  during  one 
of  the  periods  of  supposed  remission  will  be  elevated, 
indicating  activity  of  the  disease.  There  was  prob- 
ably cardiac  involvement  long  before  the  third  at- 
tack, but  at  least  by  that  time  it  had  become  unmis- 
takably apparent  and  the  i)resence  of  edema  indicates 
that  the  heart  had  begun  to  fail.  No  mention  is 
made  of  the  type  or  degree  of  cardiac  enlargement 
and  no  mention  is  also  made  as  to  the  presence  or 
absence  of  cardiac  murmurs.  One  may  readily  sup- 
})ose  that  if  rheumatic  fever  was  present,  rheumatic 
heart  disease  had  made  its  appearance  well  before 
tliis  time  and  mitral  regurgitation  was  probably  pres- 
ent. 

Pyuria,  itself,  is  not  generally  considered  to  be 
part  of  the  rheumatic  fever  syndrome  and  most  ob- 
servers feel  that  its  frequent  occurrence  at  time  of 
acute  episodes  in  children  with  rheumatic  fever  is 
a result  of  the  same  acute  respiratory  infection  which 
has  activated  the  rheumatic  process. 

When  the  fourth  and  final  episode  of  the  disease 
occurred  5 weeks  before  hospital  admission  at  the 
University  of  Virginia  Hospital,  the  same  typical 
syndrome  was  encountered.  This  time  cortisone  was 
used  and  appeared  to  be  effective  until  an  acute  upper 
respiratory  infection  caused  a joint  flareup  neces- 
sitating increase  in  cortisone  dosage.  It  is  well  rec- 
ognized that  cortisone  has  been  a useful  adjunct  in 
the  treatment  of  the  acute  phase  of  rheumatic  fever. 
Whether  or  not  its  use  does  anything  to  shorten  the 
course  or  lessen  the  severity  of  the  infection  is,  as 
yet  unanswered  and  opinion  is  divided  on  this  point. 
Cortisone  does,  however,  seem  to  aid  considerably 
in  making  an  acute  attack  less  severe.  Further,  it 
is  well  recognized  that  acute  respiratory  infections 
tend  to  activate  rheumatic  fever. 

The  heart  murmurs  described  seem  to  fit  those  of 
mitral  insufficiency  and  either  mitral  roughening  or 
mitral  stenosis,  the  most  probable  valvular  lesions 
in  childhood.  If  these  same  murmurs  were  present 
in  an  adult,  one  would  be  certain  that  mitral  stenosis 
existed.  In  children,  however,  a diastolic  murmur 
may  be  present  for  some  time,  yet  autopsy  will  reveal 
no  stenosis  of  the  mitral  valve.  In  this  case  we 
know  little  of  the  time  element.  We  only  know  that 
cardiac  disease  did  exist  one  year  prior  to  admission. 
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It  seems  more  likely  that  true  mitral  stenosis  did 
not  yet  exist. 

The  case  thus  summarized  so  closely  fits  the  clin- 
ical picture  of  rheumatic  fever  that  one  is  inclined 
to  be  more  than  a little  suspicious.  Cases  chosen 
for  a C.P.C.  are  seldom  clearcut  and  I doubt  that 
this  is  an  exception.  Let  us,  then,  probe  all  other 
possibilities. 

First,  there  are  many  diseases  suggested  hy  the 
clinical  picture  which  one  may  dismiss  with  relative 
ease.  They  are:  septic  arthritis,  rheumatoid  ar- 
thritis, acute  leukemia,  Schonlein’s  purjmra.  Sal- 
monella infections,  Haverhill  fever.  Still’s  disease, 
hemophilia,  scurvy,  malignant  disease  of  the  joints, 
lead  poisoning,  Felty's  syndrome,  coccidioidomycosis, 
sickle  cell  anemia,  er\thema  nodosum,  dermatomy- 
ositis  and  more.  There  are  others  which  merit  more 
consideration. 

Brucellosis  cannot  I)e  easily  discarded.  Arthritis 
is  one  of  the  most  common  complications  of  both  the 
acute  and  chronic  forms  of  the  disease.  Pyuria  may 
also  occur.  Endocarditis  may  result  from  brucella 
infection  superimposed  on  a previously  damaged 
heart  valve.  Pericarditis  is  a possilfie  complication. 
However,  no  mention  is  made  of  serum  agglutina- 
tions and  I assume  that  no  pertinent  data  has  been 
withheld.  Xor  can  one  overlook  the  5 negative  blood 
cultures. 

I.ues  must  always  be  considered  and  is  a disease 
which  is  capable  of  producing  the  valvular  heart 
lesions.  The  diagnostic  necessity,  a \\’assermann  test, 
is  not  mentioned  in  the  protocol.  However,  no  stig- 
mata of  congenital  lues  are  described  and  the  possi- 
bility of  acquired  syphilis  prior  to  six  years  of  age 
is  unlikely.  Further,  joint  involvement  occurs  more 
often  in  the  knees  and  the  cardiac  murmurs  described 
are  not  the  ones  u.sually  associated  with  syphilis. 

The  possibility  that  congenital  heart  disease  may 
be  a basis  for  this  patient's  illness  takes  two  fonns. 
There  must  be  either  comjfiicating  rheumatic  fever 
or  subacute  bacterial  endocarditis.  In  either  event, 
the  congenital  lesion  must  be  one  of  the  noncyanotic 
or  potentially  cyanotic  group.  The  possibilities  seem 
to  be  (1)  interatrial  septal  defect,  (2)  interven- 
tricular septal  defect  and  (3)  patent  ductus  ar- 
teriosus. 

Interatrial  septal  defect  may  be  quickjy  dismissed 
since  in  this  condition  roentgenogram  reveals  in- 


creased size  of  the  right  ventricle  and  atrium  and  a 
prominent  pulmonary  artery  and  if  the  electrocardio- 
gram shows  anything  at  all,  it  is  a tendency  toward 
right  axis  deviation,  with  sometimes  higher  than 
normal  P waves.  It  should  be  noted  that  the  de- 
scribed murmurs  may  be  found  in  this  condition  if 
an  associated  mitral  valvulitis  (Lutembacher  syn- 
drome) exists. 

In  interventricular  septal  defect,  the  harsh  systolic 
murmur  is  heard  in  the  third  or  fourth  intercostal 
spaces  and  is  transmitted  for  only  a short  distance. 
There  is  no  mention  of  thrill  in  the  protocol,  but  a 
systolic  thrill  is  characteristically  present  over  the 
same  area.  Roentgenograms  produce  no  typical 
lesion  and  electrocardiograms  are  normal  unless  the 
conduction  pathways  through  the  ventricles  have  been 
interrupted  by  the  septal  defect. 

It  seems  unlikely  that  bacterial  endocarditis  would 
Ire  present  for  four  and  one-half  years  before  pre- 
cipitating a fatal  outcome.  Therefore,  if  this  con- 
genital defect  was  present  the  patient  must  also  have 
had  subsequent  rheumatic  fever. 

Patent  ductus  arteriosus  is  the  other  possibility 
among  the  congenital  heart  lesions.  Here,  the  sys- 
temic blood  pressure  is  affected  by  drainage  of  blood 
from  the  aorta  into  the  ductus  and  pulmonary  cir- 
culation. Systolic  readings  are  generally  elevated 
and  diastolic  readings  reduced.  The  systolic  thrill 
which  is  often  present  will  again  l^e  omitted  from 
discussion  since  none  is  mentioned  in  the  protocol. 
The  typical  murmur  is  machinery-like,  persisting 
throughout  both  systole  and  diastole,  but  there  may 
be  only  a systolic  murmur.  The  systolic  murmur  is 
heard  over  the  whole  precordium  and  is  loudest  over 
the  base.  The  diastolic  murmur  is  softer  and  is 
audible  only  at  the  upper  part  of  the  left  chest, 
maximal  at  the  .second  left  interspace.  On  roent- 
genogram the  cardiac  shadows  may  be  normal  or 
there  may  be  enlargement  of  the  pulmonary  arter}'. 
If  the  defect  is  large,  the  left  ventricle  may  be  in- 
creased in  size.  Electrocardiograms  are  usually  nor- 
mal. 

This  condition  is  particularly  susceptible  to  sub- 
acute bacterial  endocarditis,  which  usually  appears 
first  at  the  pulmonary  end  of  the  ductus  but  again  it 
is  unlikely  that  bacterial  endocarditis  would  exist 
for  such  a long  period.  We  must  again  assume  that 
there  has  been  intercurrent  rheumatic  fever. 
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Once  hospitalization  takes  place  the  question  of 
sul)acute  bacterial  endocarditis  is  raised  anew.  Dif- 
ferentiation between  rheumatic  fever  and  subacute 
bacterial  endocarditis  is  not  always  easy.  There 
are,  however,  several  points  of  difference.  In  sub- 
acute bacterial  endocarditis  the  significant  points  to 
remember  are  j>etechiae,  splenic  enlargement,  red 
blood  cells  in  the  urine,  clubbing  of  the  fingers,  pain- 
ful fingertips,  emboli  and  a positive  blood  culture. 
None  of  these  occur  in  rheumatic  fever  except  em- 
boli, which  may  be  present  when  bits  of  sterile  mural 
thrombi,  generally  present  in  the  auricles,  become 
dislodged.  None  of  these  was  present  in  this  case 
unless  pulmonary  embolus  occurred  as  a terminal 
event.  On  the  other  hand,  this  patient  developed  a 
pericardial  friction  rub  and  pericarditis  is  commonly 
seen  with  rheumatic  infections  and  very  rarely  with 
bacterial  endocarditis.  Relief  of  chest  pain  with 
aspirin  may  or  may  not  have  been  significant. 

Two  other  conditions  must  be  considered,  dis- 
seminated lupus  erythematosus  and  periarteritis  no- 
dosa. 

Lupus  erythematosus  presents  the  clinical  mani- 
festation of  irregular  fever  with  tendency  to  remis- 
sions of  variable  duration  (even  years)  and  tendency 
to  recurrent  involvement  of  synovial  and  serous  mem- 
branes (polyarthritis,  pericarditis,  etc.).  There  is 
no  depression  of  the  bone  marrow  function,  but  if 
one  is  to  hypothesize  the  Libman-Sacks  type  of  en- 
docarditis there  is  probably  a secondary  infection 
present  to  account  for  the  leukocytosis.  The  disease 
occurs  preponderantly  in  young  females  but  the 
youngest  recorded  case  was  7 years  old.  Finally, 
there  is  no  kidney  involvement  and  there  are  no  skin 
manifestations.  In  short,  this  case  presents  a clin- 
ical picture  suggestive  of  disseminated  lupus  ery- 
thematosus, but  the  age  of  the  patient  at  onset,  leu- 
kocytosis instead  of  leukopenia,  absence  of  skin  le- 
sions and  of  nephritic  involvement  make  it  an  un- 
likely diagnosis. 

Periarteritis  nodosa  is  capable  of  producing  the 
picture  heretofore  described  with  fever,  abdominal 
pain,  pain  in  the  extremities,  leukocytosis  with  pre- 


dominance of  polymorphonuclear  cells  and  tachy- 
cardia out  of  proportion  to  the  fever.  Cortisone  will 
often  give  temporary  relief  at  the  time  of  an  acute 
attack.  It  is  true  that  there  is  no  eosinophilia  unless 
one  follows  the  dictum  that  the  presence  of  even  one 
eosinophile  in  the  presence  of  leukocytosis  is  ab- 
normal. Further,  there  is  no  sign  of  nephritis,  no 
hypertension  and  no  nodules.  However,  periarteritis 
nodosa,  like  syphilis,  is  a great  imitator  and  can 
follow  almost  an\’  pattern.  It  is  also  true  that  per- 
iarteritis nodosa  is  often  found  concurrently  with 
rheumatic  fever.  If  one  is  grasping  at  straws  in  an 
effort  to  seek  out  something  other  than  the  apparent 
diagnosis,  this  seems  to  be  the  most  logical  variation. 

Discussion  of  this  case  would  not  be  complete 
unless  some  further  comment  is  made  on  the  patient’s 
terminal  illness.  The  enlarged  liver,  nausea,  rest- 
lessness, dyspnea,  cyanosis,  hemoptysis,  coma  and 
lethal  exodus,  produce  a picture  which  closely  sim- 
ulates myocardial  failure.  Since  bacterial  endocardi- 
tis appears  to  be  unlikely,  the  other  possibility  is 
that  a pulmonary  infarct  has  occurred  from  a dis- 
lodged sterile  thrombus.  In  favor  of  this  thesis  is 
the  relatively  acute  course  of  the  final  two  days  of 
life,  during  which  the  patient  suddenly  began  to 
grow  worse  with  dyspnea,  rapid  pulse  and  respira- 
tion, requiring  oxygen,  then  cyanosis  and  hemoptysis 
just  laefore  the  fatal  outcome. 

My  diagnosis  then  is: 

Rheumatic  Fever 
Rheumatic  Pancarditis 
^litral  Insufficiency 
^litral  Roughening  (Stenosis  ?) 

Pericarditis 

Congestive  Heart  Failure 
Pulmonary  Infarction 

Finally,  it  must  be  said  that  a clinician  in  charge 
of  a patient  presenting  the  clinical  picture  outlined 
would  seem  to  be  foolhardy  not  to  treat  the  patient 
as  a case  of  rheumatic  fever.  Although  straight- 
forward cases  are  unlikely  in  a C.P.C.,  there  is  little 
real  evidence  of  any  other  disease  entity. 
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CORRESPONDENCE 


Medical  Economics  of  a By-gone  Day 


In  this  day  and  age^when  too  many  of  the  younger 
generation  of  physicians  seem  imbued  with  a “get- 
rich-quick”  urge;  or  “soak  ‘em  for  all  the  traffic  will 
bear”  policy,  it  may  be  of  interest  to  relate  briefly 
the  “medical  economics”  of  a distinguished  physician 
long  since  gathered  unto  his  forefathers  and  resting 
in  eternal  sleep  in  that  hallowed  ground  of  the  South- 
land, Hollywood  Cemetery  in  Richmond,  Virginia. 

I speak  of  Lawrence  Waring,  M.D.  of  Richmond, 
Virginia.  Sprung  from  an  old  family  of  colonial 
Virginia,  the  Warings  of  Essex  County,  Virginia, 
Doctor  Waring  was  in  medical  practice  in  Richmond 
in  the  days  immediately  preceding  the  Civil  War,  or 
War  of  the  Rebellion,  as  some  prefer  to  term  it.  As 
with  all  true  Southerners  old  enough  to  shoulder  a 
musket.  Doctor  Waring  volunteered  for  service  in 
the  Confederate  States  Army  immediately  upon  the 
secession  of  his  native  Virginia  from  the  Union. 
Always  somewhat  eccentric.  Doctor  Waring  did  not 
take  kindly  to  the  restrictions  of  military  service, 
or  the  to-him-arbitrary  orders  of  some  of  his  im- 
mediate superiors  in  medical  service.  Thus  from 
this  viewpoint  his  military  career  was  not  as  out- 
standing as  that  of  his  kinsman,  William  Latane, 
M.D.,  Captain,  Ninth  Virginia  Calvary,  whose  heroic 
death  at  the  head  of  his  troop,  the  only  casualty  of 
Stuart’s  famous  ride  around  McClellan,  has  been 
immortalized  in  Southern  annals  by  the  painting 
and  the  poem  “The  Burial  of  Latane.” 

However,  his  superiors  recognized  that  here  was 
a man  whose  forte  was  medicine,  not  saber  and 
musket  strife;  so  he  was  taken  out  of  immediate  mil- 
itary service  and  placed  in  charge  of  a large  military 
hospital  in  Richmond,  where  his  ability  and  medical 
talents  enabled  him  to  render  outstanding  service  to 
the  cause  of  the  Confederacy  for  the  balance  of  the 
war. 

After  termination  of  the  war  with  Lee’s  surrender 
at  Appomattox,  Doctor  Waring  resumed  his  medical 
practice  in  the  city  of  Richmond.  Fittingly,  perhaps, 
his  kinsmen,  John  L.  Waring  (my  father)  surren- 
dered at  Appomattox  as  a 14  year  old  boy  private 
in  the  Confederate  infantry. 

It  is  said  that  no  night  was  too  dark  or  cold  or 


stormy  but  that  Doctor  W’aring  was  ready  for  all 
calls  for  his  services  from  rich  or  poor,  black  or 
white.  Compensation  for  his  services  was  a minor 
matter  for  this  modest  and  kindly  Disciple  of  the 
Healing  Art.  While  his  patients  numbered  many 
of  the  wealthiest  and  most  prominent  citizens  of  the 
city,  his  practice  naturally  perhaps  gravitated  to- 
wards the  poorer  sections  of  the  city,  where  the  poor 
knew  he  would  attend  them  whenever  called  whether 
they  were  able  to  compensate  him  in  some  measure 
for  his  services  or  not.  As  the  years  wore  on,  the 
good  doctor  was  a familiar  sight  on  the  streets  of 
Richmond,  but  as  a financial  success  for  those 
days  he  was  more  or  less  of  a total  loss:  no  footman 
and  spanking  team  of  bays  for  him;  no  clothes  of 
the  latest  cut  and  costliest  weave,  but  usually  clothing 
that  became  threadbare  before  discarded.  When  his 
wealthy  friends  and  patients  saw  that  he  needed  a 
new  suit  or  shoes  or  overcoat,  they  escorted  him 
into  the  finest  tailoring  establishment  and  purchased 
a new  suit  for  him  of  the  finest  cloth.  When  his 
faithful  old  horse  and  buggy  became  worn  out  with 
tlie  travels  of  the  day,  in  due  course  a new  horse  and 
buggy  was  hitched  in  front  of  his  office  and  the  old 
rig  was  seen  no  more.  And  so  time  went  on,  and 
it  took  its  toll  of  the  aging  doctor  known  by  sight 
and  reputation  to  all  of  Richmond. 

Finally,  he  was  taken  down  with  an  illness  which 
his  long  experience  told  him  would  be  fatal.  Then 
he  called  his  faithful  colored  servant  and  directed 
him  to  gather  up  and  bring  to  his  bedside  all  of  his 
books  and  records.  These,  one  and  all,  he  directed 
to  be  placed  on  the  open  fire  in  his  sick  room  and 
burned  to  ashes,  explaining  to  his  surprised  servitor 
that  when  he  was  gone  he  wanted  no  one  to  be  try- 
ing to  collect  long  past-due  bills  from  anyone,  rich 
or  poor;  and  that  with  his  books  and  records  all 
burned,  no  one  would  know  whom  he  had  attended 
professionally. 

And  so  the  good  doctor  was  gathered  unto  his 
fathers.  To  this  day  the  name  of  Lawrence  Waring, 
M.D.  is  known  and  remembered  in  the  city  of  Rich- 
mond as  “the  Doctor  of  the  Poor”;  and  it  is  said 
that  his  funeral  was  one  of  the  largest  attended  in  the 
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history  of  tlie  city;  rich  and  poor,  black  and  white; 
in  manifest  grief  at  passing  of  their  unfailing  friend 
and  j)hysician. 

Today,  on  a commanding  knoll  in  Hollywood 
cemetery,  “the  graveyard  of  the  South”  in  Richmond, 
close  by  the  last  resting  place  of  the  immortal  Gen- 
eral J.  E.  B.  Stuart,  C.S.A.,  stands  a simple,  tall 
obelisk  of  granite  pointing  ever  skyward.  The 
simple  inscription  reads  “Lawrence  Waring,  M.D.”, 
with  date  of  his  birth  and  death;  and  below  that 
these  words: 

"Erected  by  the  Poor  of  Richmond  in 
grateful  memory.” 

Into  that  monument  went  the  pennies  and  the 
nickels  and  the  dimes  of  the  poor  people  of  Rich- 
mond; all  contributing  whatever  amount  they  could 
rake  up. 

.\nd  so,  while  Lawrence  \\'aring,  M.D.  was  a total 
failure  judged  by  present-day  economic  standards, 
the  fact  remains  that  as  a IMan  and  a Physician  he 
left  a mark  for  all  time  that  many  a young  physician 
of  today  can  shoot  at  and  ponder? 

J.  B.  H.  Waring,  IM.D. 
Wilmington,  Ohio 

Editor’s  Note.  Lawrence  Roane  Waring,  the  son  of 
Horace  Waring,  was  born  February  21,  1826,  and  was 
educated  at  Rumford  Academy,  Richmond  College,  and 
the  University  of  Virginia,  (M.D.  1845).  He  was  a 
bachelor  and  lived  in  the  old  Ballard  Hotel.  He  died 
November  4,  1869.  Policemen  were  needed  to  manage 
the  great  crowd  at  his  funeral  and  mass  was  said  at  two 
Catholic  churches,  although  the  Doctor  was  a protestant. 
He  is  buried  in  Hollywood  on  the  same  circle  with  Presi- 
dent Monroe,  President  Tyler,  and  Commodore  Maury. 
The  inscription  on  his  monument  reads 

"Dr.  Lawrence  Roane  Waring 
Who 

Devoted  His  Life 

TO  THE  Relief  of  the  Suffering  Poor 
Died  November  4,  1869 

IN  THE  43,  Year 
OF  His  Age. 

This  Monument 
IS  Erected  by  Grateful 
AND  Loving  Friends.” 
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MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D. 

Commissioner,  Department  of  Mental  Hygiene  and  Hospitals 


Better  Mental  Health  Through  Teacher  Edu- 
cation* 

The  great  majority  of  the  future  population  of  our 
mental  hospitals  and  {lenal  institutions,  and  the  great 
majority  of  all  tlie  people  who  in  the  future  will  have 
difficulty  in  adjusting  themselves  to  conditions  of 
life,  are  now  enrolled  in  the  public  school. 

The  very  fact  tliat  the  great  majority  of  all  chil- 
dren in  our  culture  }iass  through  the  public  schools, 
places  upon  the  school  a great  responsibility  and  at 
the  same  time  jirovides  a great  opportunity  for  in- 
fluencing the  total  life  of  the  ma-ses  of  our  popula- 
tion. 

Almost  a hundred  years  ago,  Herbert  Spencer 
said,  “The  purpose  of  education  is  to  prepare  for 
complete  living”.  When  we  review  the  literature  of 
our  own  Virginia  State  Department  of  Education  we 
find  numerous  statements  concerning  the  duties  of 
teacliers  in  regard  to  the  development  of  sound  mental 
health.  For  example,  such  statements  as  these  are 
found : “The  aim  of  the  public  school  system  is  to 
jirovide  the  opportunity  for  the  greatest  possible  de- 
velopment of  the  child  as  an  individual  and  as  a 
member  of  society.”  “It  may  be  said  that  an  ade- 
quate program  of  education  should  provide  experi- 
ences for  physical,  mental,  emotional,  and  social  de- 
velopment.” Parents  want  their  children  to  have 
“school  exjieriences  which  will  develop  wholesome 
attitudes  as  a basis  for  sound  mental  health.”  “Every- 
body knows  that  the  first  few  years  in  the  elementary 
school  are  tremendously  important  for  the  child.  Not 
so  many  people  know  how  much  understanding  and 
professional  skill  is  needed  by  teachers  who  want 
children  to  have  the  best  possible  start  in  school.” 
“The  teacher  has  the  responsibility  for  understanding 
the  characteristics  of  children  with  whom  she  works 
and  the  environment  from  which  they  come.  Chil- 
dren on  entering  school  often  have  a feeling  of  in- 
security, feel  the  loss  of  mother,  want  to  be  loved, 
and  to  be  praised  regardless  of  their  success.  A 
teacher’s  program  must  include  conferences  with  par- 

*Article by  Minor  Wine  Thomas,  Ph.D.,  Mountain 
Empire  Guidance  Center,  Radford,  Virginia,  and  professor 
of  Psychology,  Radford  College. 


ents,  and  individual  observation  of  children.  Her 
interest  and  observations  must  be  as  keen  and  col- 
ored with  curiosity  as  those  of  the  child.” 

A good  teacher  is  interested  in  the  welfare  of  chil- 
dren who  come  to  her  each  day.  Let  us  say  that  she 
has  forty  of  them.  According  to  statistics  and  esti- 
mates made  by  statisticians,  on  the  average,  out  of 
every  forty  children  in  a group,  four  will  need  psy- 
chiatric help  sometime  during  their  lives,  and  two 
will  spend  some  time  in  a mental  hospital.  Two 
others  are  headed  toward  a social  and  emotional  ad- 
justment so  poor  that  they  will  not  be  able  to  live 
normal  lives  but  will  depend  upon  the  care  of  family 
and  friends.  One  will  commit  a felony  and  serve 
a penitentiary  term,  and  two  others  of  the  forty  will 
be  prepared  so  meagerly  by  their  school  experiences 
for  life  in  the  modern  world  that  they  will  never 
master  the  simplest  mechanics  of  their  environment 
and  will  end  their  days  as  derelicts. 

ty’hen  we  speak  of  numbers  in  the  aggregate,  it 
sometimes  does  not  appeal  directly  to  the  teacher. 
But  when  these  figures  are  broken  down  to  apply  to 
the  teacher’s  own  class,  they  take  on  meaning.  When 
she  looks  into  these  forty  faces  and  realizes  the 
tragedy  and  heartbreak  that  may  await  many  of 
them,  a sense  of  fear  engulfs  her,  and  she  aks  her- 
self, “Is  there  nothing  I can  do  to  help  these  chil- 
dren.” We  believe  that  modern  psychology  and  ed- 
ucation give  a good  deal  of  hope,  that  there  is  some- 
thing that  she  can  do  to  prevent  the  tragedy.  These 
tragedies  are  not  fated;  they  are  not  absolutes  of 
nature;  they  arise  from  causes  which  are  known 
and  which  are  capable  of  being  handled.  Probably 
not  more  than  one  of  each  of  the  forty  children  is 
born  into  the  world  to  be  mentally  incompetent  and 
none  is  born  to  be  a criminal.  Society  teaches  them 
derangement  and  crime.  If  teachers  can  be  trained 
to  detect  the  earliest  symptoms,  and  the  procedures 
through  which,  if  taken  in  time,  they  may  be  pre- 
vented, we  will  have  made  rapid  strides  in  promoting 
good  mental  health  in  classrooms.  The  public  school 
has  a great  opportunity,  and,  in  the  thinking  of  many 
people,  has  a definite  responsibility  toward  helping 
children  to  grow  up  into  normal  and  acceptable  ways 
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of  behavior.  If  a teaclier  can  lie  taught  to  recognize 
the  significant  symptoms  of  emotional  disorders  while 
tlie  child  is  yet  young,  and  if  necessar}’  seek  advice 
and  counseling  from  capable  professional  people, 
a great  deal  of  later  difficulties  might  lie  prevented. 

Perhaps  the  first  hurdle  which  must  he  taken  by 
any  teaclier  who  wishes  to  champion  the  cause  of 
mental  health  is  the  inclination  to  regard  mental  ill- 
ness as  a disgrace.  This  attitude  is  old  and  rooted 
in  history  and  even  desjiite  the  great  strides  that 
have  been  made  in  psycholog)'  and  ii.sychiatr)',  there 
is  still,  in  the  minds  of  the  majority  of  people,  the 
tendency  to  regard  mental  illness  with  horror  and 
repulsion  and  think  of  it  as  something  to  he  hidden 
away  in  closets  and  spoken  of  only  in  whispers. 
Little  can  he  done  in  the  task  of  identifying  and 
correcting  early  cases  of  mental  disorders  so  long 
as  this  attitude  persists.  We  must  convince  the 
public,  and  the  teacher  must  clearly  understand,  that 
a so-called  “insane”  person  is  just  a sick  person  and 
not  a person  po.ssessed  of  an  evil  spirit.  No  single 
factor  retards  the  jirocess  of  better  mental  health  more 
than  does  this  feeling  that  the  disturbed  individual 
is  somehow  monstrous  and  a shame  to  the  family. 
For  example,  the  average  parent  appreciates  being 
advised  by  the  teacher  that  his  child  has  a physical 
defect,  such  as  bad  tonsils  or  faulty  vision,  and  he 
usually  takes  steps  to  correct  the  condition.  But  let 
this  same  teacher  tell  this  same  parent  that  his  child 
.shows  some  signs  of  incipient  neurosis,  and  his  re- 
action will  be  one  of  indignant  denial  and  a strenuous 
effort  to  prove  the  teacher  entirely  wrong. 

Another  erroneous  idea  which  mu  t be  combated 
is  that  mental  illness  is  something  that  attacks  the 
person  suddenly  or  that  one  “abrujitl)’  goes  crazy”. 
It  is  well  recognized  by  psychiatrists  that  almost  every 
case  of  mental  disturbance  has  behind  it  a long 
history,  usually  beginning  in  early  childhood.  The 
important  thing  that  is  necessary  here  is  for  the 
teacher  to  be  able  to  detect  the  symptoms  in  children 
long  before  they  reach  the  danger  point.  Many  major 
problems  of  adjustment,  crime,  neurosis  or  even 
psychosis,  reach  back  into  early  childhood  or  infancy. 
There  are  ofttimes  little  pecularities  about  which 
parents  are  apt  to  say,  “Oh,  it’s  all  right.  Bill  will 
grow  out  of  that.”  The  truth  is  generally  the  re- 
verse. Without  help  and  guidance,  Bill  will  tend 
to  grow  into  it  rather  than  grow  out  of  it.  The  bad 
haliits  of  childhood,  the  abnormal  reactions,  the 


asocial  attitudes  do  not  correct  themselves  with  the 
mere  passage  of  time.  Instead,  they  tend  to  become 
more  entrenched  with  every  passing  day  until  as 
adults  a large  j>er  cent  of  the  population  fails  to 
make  adequate  adjustment  and  suffers  unhappiness, 
frustration  and  defeat  in  their  personal,  social,  and 
economic  lives.  The  teacher  must  face  these  facts, 
and,  in  the  majority  of  cases,  the  battle  for  normal 
mental  adjustment  is  lost  or  won  before  the  end 
of  school  days. 

A teacher,  to  measure  up  to  her  responsibility  and 
opportunity  for  developing  this  wholesome  life  of  the 
child,  needs  to  have  a great  deal  of  definite  teaching 
and  training  in  her  preparation  program.  In  general, 
the  school  does  an  effective  job  in  teaching  the  chil- 
dren to  read  and  write  and  to  know  something  of 
the  other  academic  subjects.  That  is  good.  The 
school  is  interested  in  such  aspects  of  living  as  the 
physical  health  of  the  children,  recreation,  and  cit- 
izenship. The  school  has  made  wonderful  progress 
in  its  fight  against  illiteracy,  but  the  greatest  cause 
of  unhappiness,  inefficiency,  and  dependency  today 
is  not  illiteracy.  Most  of  those  peojile  who  as  adults 
are  unable  to  take  care  of  themselves  and  are  de- 
pendent upon  others,  know  how  to  read  and  write 
pretty  well  and  are  pretty  well  educated  by  the  tra- 
ditional curriculum.  However,  while  they  were 
learning  reading  and  writing  and  the  other  academic 
subjects,  they  failed  to  learn  how  to  live — how  to 
live  with  other  people,  how  to  get  along  efficiently, 
cooperatively,  and  to  adjust  themselves  to  the  facts 
and  conditions  of  life  as  they  exist. 

It  is  not  proposed  that  the  teacher  training  program 
be  extended  to  the  point  w’here  a teacher  w-ould  be- 
come a professional!}'  trained  psychologist.  On  the 
other  hand,  a reasonably  intelligent  man  or  woman 
can  be  taught  during  his  teacher  preparation  program 
to  recognize  some  of  the  symptoms  of  poorly  adjusted 
children,  and  can  refer  these  to  professionally  trained 
people.  A teacher  training  program  should  include 
a reasonable  amount  of  time  and  attention  given  to 
a recognition  of  unhealthy  symptoms  in  childhocKl. 
If  the  teacher  can  be  led  to  see  that  many  of  the 
problems  she  faces  as  a teacher  are  symptoms  of 
conflict  within  the  child,  and  if  she  can  be  taught 
to  seek  guidance  and  professional  counseling  when 
she  does  not  feel  competent  herself  to  deal  with  the 
situation,  we  will  have  gone  a long  way  toward  de- 
veloping sound  mental  health. 
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If  the  public  schools  of  Virginia  are  to  really 
“provide  the  opportunity  for  the  greatest  possible 
development  of  the  child  as  an  individual  and  as  a 
member  of  society”,  and  have  an  adequate  program 
to  “provide  experiences  for  physical,  mental,  emo- 
tional and  social  development”  and  “to  develop 
wholesome  attitudes  as  a basis  for  sound  mental 
health”,  they  must  be  interested  in  helping  children 
to  grow  into  well  balanced  individuals,  to  be  effi- 
cient in  their  handling  and  dealing  with  their  own 
problems  and  the  problems  of  dealing  with  other 
people. 

The  mentally  healthy  adult  attempts  to  solve  his 
problems  in  a frank  and  straightforward  manner. 
He  tries  to  understand  the  facts  of  life  and  then 
face  them  squarely  as  they  are,  no  matter  how  dis- 
agreeable or  forbidding  they  may  be.  He  tries  to 
attack  his  problem  directly  instead  of  side  stepping 
it  or  running  away  from  it.  Before  making  a de- 
cision he  tries  to  size  up  the  whole  situation  and  to 
evaluate  the  component  parts  so  as  to  be  able  to  react 
to  the  whole  situation  with  due  consideration  of  all 
the  im])ortant  relevant  facts  and  circumstances. 

The  outcome,  in  the  case  of  most  persons  who  have 
thus  attacked  the  vicissitudes  and  exigencies  of  life, 
is  a reasonably  satisfactory  adjustment  to  adulthood. 
Habits  and  techniques  of  facing  the  facts  of  life  in 
such  a manner  must  be  learned,  and  the  time  to  begin 
such  learnings  is  in  childhood.  It  is  in  facilitating 
the  learning  of  such  habits  that  we  think  the  school 
can  play  a vital  and  important  part.  Such  habits 
must  be  practiced  consistently  over  a long  period  of 
time  so  as  to  become  deeply  and  permanently  in- 
grained in  the  personality. 


In  contrast  with  the  well-balanced,  efficient,  men- 
tally healthy  adult,  is  the  maladjusted  or  inefficient 
individual.  Instead  of  attacking  his  problems  in  a 
forthright,  objective  manner,  he  resorts  to  a great 
variety  of  subterfuges,  tricks  and  blinds  for  conceal- 
ing his  failures,  shortcomings  or  dissatisfactions,  or 
for  dodging  reality  and  retreating  from  the  ugly  facts 
of  life  into  an  illusion  of  security.  The  numerous 
response  mechanisms  that  unadjusted  persons  employ 
for  solving  their  problems,  are  the  means  for  cloak- 
ing their  inadequacies;  for  disguising  their  feelings 
of  evading  their  responsibilities  and  for  finding  se- 
curity and  satisfaction  in  deceptive  compromise. 

From  the  mental  health  point  of  view,  response 
mechanisms  such  as  these,  when  frequently  used  as 
a means  of  escape  from  difficulty,  or  as  a means  of 
solving  shortcomings,  are  inimical  to  the  preserva- 
tion of  mental  efficiency  and  often  disruptive  mechan- 
isms may  generate  a host  of  mental  conflicts  and 
difficulties  which  may  lead  to  further  dissatisfactions, 
mental  distortion  and  sometimes  to  neurosis  and  even 
psychosis. 

It  is  rather  easy  to  see  these  inefficient  traits  in 
adults.  The  early  beginnings  are  much  harder  to 
recognize  in  the  child.  These  behavior  habits  do  not 
suddenly  come  into  being  “full  blown”  in  the  adult. 
They  usual!}-  develop  out  of  habits  begun  in  child- 
hood, which  go  unnoticed  or  unrecognized  until  much 
later  in  life — probably  too  late  to  do  much  about  it. 
The  great  opportunit}'  and  challenge  of  the  public 
school  is  to  recognize  the  early  symptoms  in  the  child 
and  to  help  him  develop  more  efficient  habits,  more 
wholesome  attitudes,  and  more  effective  techniques  of 
facing  and  resolving  his  daily  problems. 
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PUBLIC  HEALTH 


Mack  I.  Shanholtz,  M.D. 

Virginia  State  Health  Commissioner 


Meeting  of  the  Middle  Atlantic  States  Con- 
ference on  Rural  Health  Services 

In  the  interest  of  better  community  health  services, 
The  Governor  of  ^’irginia  invited  the  Governors  of 
North  Carolina,  \A’est  Virginia,  Maryland,  and  the 
District  of  Columbia,  to  designate  representatives  of 
their  respective  states  to  attend  a conference,  to  be 
held  in  Virginia,  for  the  purpose  of  discussing  ways 
and  means  of  meeting  and  solving  various  jiroblems 
in  the  field  of  jiublic  health.  Such  a conference  was 
heartily  approved.  The  Virginia  Council  on  Health 
and  Medical  Care  sponsored  the  Conference,  which 
was  held  in  Roanoke,  Virginia,  November  16-18,  and 
it  was  attended  by  many  outstanding  leaders  inter- 
ested in  better  health  and  civic  improvements. 

Governor  Battle  was  represented  by  Lieutenant- 
Governor  A.  E.  S.  Stephens.  Among  those  attend- 
ing were:  The  State  Health  Commissioners  of  North 
Carolina,  ^Maryland,  District  of  Columbia,  and  Vir- 
ginia; representatives  of  the  U.  S.  Public  Health 
Service,  state  and  local  health  departments,  state 
and  local  public  welfare  agencies,  state  medical  so- 
cieties, state  dental  associations,  state  and  local  men- 
tal hygiene  departments  and  societies,  voluntary 
health  organizations,  Parent-Teacher  Associations, 
farm  groups,  hospital  and  nursing  associations,  ed- 
ucational institutions  and  many  other  leading  citizens 
of  the  respective  states  interested  in  community  life. 

Some  of  the  problems  discussed  in  study  groups 
and  conclusions  reached  are: 

Problem:  Wh.at  Should  Be  the  Functions  .and 
Methods  of  Pr.actice  of  Public  Health  ? 
Conclusions : 1.  An  essential  of  a good  health  pro- 

gram is  the  maintenance  of  cooperative  relationships 
between  health  directors  and  private  physicians 
through  an  exchange  of  information  and  a better 
understanding  of  the  rule  of  each  by  the  other.  More 
private  physicians  should  be  brought  into  active  com- 
munity public  health  participation.  Any  major  pub- 
lic health  program  should  be  discussed  with  the 
state  medical  society  before  it  is  launched  before  the 
public. 

2.  The  most  effective  method  of  securing  adequate 


financial  support  and  physical  equipment  for  a health 
department  is  through  an  aroused  citizenry.  Com- 
munit}'  health  councils  have  proved  most  effective. 

.1.  Existing  services  of  health  departments  should 
be  constantly  re-evaluated  and  intelligently  reviewed 
so  that  any  existing  unnecessary  service  can  be  elim- 
inated. 

4.  The  role  of  the  health  department  in  providing 
medical  care  varies  in  the  several  states.  In  Mary- 
land, the  health  department  acts  as  administrator  of 
a program  promoted  by  the  State  Medical  Society, 
with  services  made  available  through  private  jfiiy- 
sicians.  This  program  gives  medical  and  home  nurs- 
ing care  for  the  indigent  and  the  medically  indigent. 

Problem:  How  Should  Citizens,  Official  Agen- 
cies, Professional  Groups,  and  Voluntary 
Agencies  Work  Together  Smoothly? 
Conclusions : It  was  pointed  out  that  in  many  of 
our  communities  leadership  devolves  upon  a small 
group  of  individuals  (possibly  12%)  who,  because 
they  are  called  on  so  frequently,  are  spread  thin  and 
unable  to  give  the  service  which  a new  venture  needs. 
There  is  potential  leadership  in  many  groups  which 
should  be  utilized  in  promoting  a new’  community 
council.  This  leadership  w’ill  be  found  not  only  in 
th:  organizations  engaged  in  some  form  of  health 
wcrk  but  in  all  types  of  groups:  Professional  groups, 
labor  organizations,  churches  and  others. 

Prjblem:  How  Do  We  Get  Community  Wide 
Health  Educ.ation? 

Conclusions : 1.  There  is  need  for  schools  to  assume 

major  responsibility  for  the  formal  instruction  of  the 
school  age  child  in  health  information  and  the  de- 
velopment of  proper  health  habits  and  attitudes. 

2.  The  school,  through  its  teachers,  should  recog- 
nize its  responsibility  in  creating  a healthful  physical, 
mental  and  moral  environment  in  the  classroom  for 
the  child. 

3.  broader  recognition  is  needed  of  the  fact  that 
health  is  the  first  objective  of  education  and  that 
each  teacher  is  a health  teaclier. 

4.  School  personnel  should  have  knowledge  of 
available  health  services  in  the  community. 
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5.  There  is  need  for  a re-evaluation  of  content  ma- 
terial in  health  education  courses  taught  in  institu- 
tions training  teachers. 

Problem:  How  Should  Faimilies,  Pri\ate  Prac- 
titioners, Schools  and  Health  .\gencies 
Promde  Health  Serxtces  to  the  School 
Child? 

Conclusions : It  was  the  consensus  of  the  group  that 
providing  health  services  to  school  age  children  was 
the  primary  responsibility  of  the  parents.  It  was  a 
responsibility  of  the  public  agencies  to  assist  the 
families  when  they  were  unable  to  realize  their  re- 
sponsibilities or  to  assume  them. 

We  need  to  recognize  the  role  of  the  private  jihy- 
sician,  the  role  of  the  health  department  and  the  role 
of  other  community  agencies  in  providing  health 
services  to  school  age  children,  again  recognizing  that 
basic  responsibility  of  securing  the  needed  services 
rests  with  the  family. 

Problem:  How  Do  Communities  Work  Togeth- 
er TO  Pro\tde  Services  to  the  .\ging  and 
Chronically  III? 

Conclusions : 1.  It  was  agreed  that  the  problems 
connected  with  aging  are  real,  that  they  are  increas- 
ing in  intensity  and  more  and  more  demand  a solu- 
tion. At  present  no  sufficient  answer  has  been  found 
to  the  recreational,  social  and  economic  requirements 
of  the  aging  or  to  the  medical  needs  of  the  chronically 
ill. 

.■\s  to  the  role  of  the  health  department  in  chronic 
disease  case  finding,  it  was  concluded  that  this  role 
is  supplemental  to  agreements  made  with  local  med- 
ical societies. 

Regarding  the  use  to  be  made  of  multiphasic  ex- 
aminations, the  group  felt  that  it  had  no  sufficient 
data  upon  which  to  offer  conclusions. 

Problem:  \\’hat  Are  the  Problems  or  Medical 
Care  and  Insurance? 

Dr.  Robert  H.  Riley,  Maryland  Commissioner  of 
Health,  outlined  for  the  group  the  State  Hospital 
Division’s  program,  which  is  handled  through  the 


Maryland  State  Health  Department.  All  cases  are 
approved  by  the  State  \^’elfare  Board,  This  depart- 
ment takes  care  of  indigents  and  medically  indigents, 
paying  full  cost  for  approved  cases. 

Dr.  Brewer,  President  of  the  Medical  Society  of 
North  Carolina,  described  the  present  program  in 
North  Carolina,  outlining  the  inadequacies  of  the 
program  at  the  state  lefel,  but  emphasizing  that  many 
of  the  counties  had  programs  which,  added  to  their 
state  payment,  constituted  adequate  payment  to  hos- 
pitals for  services  rendered. 

Dr.  \\'.  T.  Sanger  outlined  the  equalization  pro- 
gram now  being  used  in  the  State  of  Virginia. 

The  Consensus  of  the  Group  Was: 

a.  That  by  and  large,  the  care  of  the  indigents  is 
a responsibility  of  governmental  agencies  through 
tax  sources. 

b.  IMedical  indigents  should  be  enrolled  in  Blue 
Cross  plans  and  medical  care  plans  insofar  as  pos- 
sible. 

Some  of  the  problems  related  to  the  care  of  the 
indigent  might  be  solved  by  physicians  working  on 
a voluntary  basis  in  clinics  and  health  centers.  It 
is  felt  that  greater  service  can  be  rendered  if  the 
clinics  and  health  centers,  wherever  possible,  are 
connected  directly  with  hospitals. 

Monthly  Report  of  the  Bureau  of  Communicable 
Disease  Control 


Jan.- 

Jan.- 

Nov. 

Nov. 

Nov. 

Nov. 

1952 

1951 

1952 

1951 

Brucellosis 

9 

5 

43 

76 

Diarrhea  & Dysentery 

120 

252 

2,287 

2,947 

Diphtheria 

36 

41 

149 

167 

Hepatitis 

162 

2 

779 

25 

Measles 

69 

153 

15,404 

13,993 

Meningitis  ( Meningococcic) 

21 

9 

184 

111 

Poliomyelitis 

4+ 

16 

669 

251 

Rocky  Mt.  Spotted  Fever 

_ 3 

1 

432 

60 

Scarlet  Fever 

130 

111 

725 

901 

Tularemia 

1 

0 

42 

35 

Typhoid  & Paratyphoid 

10 

11 

89 

63 

Rabies  in  Animals 

32 

15 

432 

194 

Medical  Society  of  Virginia  Cancer  Committee 

Chairman,  George  Cooper,  Jr.,  M.  D. 

Albemarle  Hotel  Building,  Charlottesville,  Virginia 

Reprints  of  this  and  preceding  Bulletins  may  be  obtained  from  this  office 

January  1,  1953 


Case  Reports 


A 52  year  old  woman,  referred  to  o Tumor 
Clinic,  reported  that  nine  months  previously 
she  hod  suffered  on  attack  of  "piles,"  ac- 
companied by  weakness,  pain  on  bowel  move- 
ment, and  passage  of  small  amounts  of 
bright  red  blood  with  each  stool.  She  saw 
her  physician  at  once.  He  inspected  the  anus, 
agreed  that  she  did  have  "piles,"  and  pre- 
scribed a salve.  The  bleeding  continued,  the 
weakness  progressed,  the  bowel  movements 
became  difficult,  and  she  resorted  to  the  reg- 
ular use  of  laxatives.  With  the  onset  of  diar- 
rhea and  tarry  stools  three  weeks  previously, 
the  physician  had  performed  a digital  rectal 
examination  and  found  tumor  masses  stud- 
ding the  rectum  as  high  as  he  could  reach. 
On  vaginal  examination,  he  found  a frozen 
pelvis.  He  referred  the  patient  to  a Tumor 
Clinic.  The  biopsy  report  was  carcinoma  of 
the  rectum,  a colostomy  was  done,  and  the 
immediate  response  to  palliative  X-ray  ther- 
apy has  been  good. 

A 59  year  old  man  was  admitted  to  a hos- 
pital, complaining  that  for  seven  months  he 
had  been  suffering  with  progressive  fatigue, 
nervousness,  and  moderate  weight  loss.  When 
he  first  saw  his  family  physician,  soon  after 
the  onset  of  fatigue,  he  had  no  other  symp- 
toms. Examination,  including  digital  rectal, 
was  negative.  He  took  more  rest  and  tried 
to  worry  less,  but  after  a month  of  this  re- 
gime, he  was  unimproved.  He  was  referred 
to  on  internist,  who  could  find  no  organic 
lesion,  and  placed  him  on  a stricter  regime. 
But  three  months  later,  still  no  better,  there 
was  an  onset  of  alternating  constipation  and 
diarrhea.  He  returned  to  the  internist,  who 
reexamined  him  and  had  another  physician 
examine  him,  too.  Again  examination,  includ- 
ing digital  rectal,  was  negative.  The  patient 
was  next  referred  to  a radiologist  who,  on 
barium  enema,  found  a small  defect  in  the 
caecum  which  he  interpreted  as  an  adhesion 
resulting  from  an  appendectomy  some  years 
before.  After  six  weeks  more  of  no  improve- 
ment, the  patient  became  very  dissatisfied 


with  his  lack  of  progress,  and  sought  admis- 
sion at  the  hospital. 

Here  the  physical  examination,  including 
digital  rectal,  was  negative.  But  on  procto- 
scopy, his  first,  a fungating  tumor  was  dis- 
covered in  the  lower  sigmoid  above  the  reach 
of  the  examining  finger.  The  biopsy  report 
was  carcinoma.  A second  barium  enema  show- 
ed that,  in  the  four  month  interval,  the  cae- 
cal  defect  had  grown  larger. 

At  exploratory  laparotomy,  carcinoma  of 
the  caecum  and  sigmoid  with  extension  to 
the  mesenteric  lymph  nodes  was  found. 

To  quote  from  an  article  by  Dr.  Fred 
Rankin  in  the  March  4,  1950,  issue  of  the 
J.  A.  M.  A.,  ".  . approximately  50,000  per- 
sons die  in  the  United  States  each  year  from 
cancer  of  this  segment  of  the  bowel  (the 
lower  portion  of  the  gastro-intestinal  tract) . 
Such  statistics  are  of  a necessity  inaccurate 
and  probably  too  low.  Certainly  a great 
many  times  that  number  of  persons  are  suf- 
fering with  various  stages  of  the  disease. 
This  is  a sad  commentary  on  the  physician’s 
ability  to  diagnose  these  cases  earlier,  al- 
though attention  has  been  focused  on  this 
point  for  several  decades.  Actually,  it  is  an 
indictment  in  part  of  medical  practice  be- 
cause many  of  these  lesions  are  permitted 
to  grow  to  large  size  and  even  to  metasta- 
size before  an  adequate  examination  of  the 
patient  is  performed  . . . The  diagnosis  of 
cancer  of  the  rectum  (and  lower  sigmoid) 
is  simple  and  seldom  is  missed  if  the  physi- 
cian performs  (1)  digital  examination,  (2) 
proctoscopic  examination  and  (3)  biopsy” 

Comment:  1,  About  75  per  cent  of  cancers 
of  the  large  bowel  occur  in  the  rectum  and 
sigmoid.  Over  50  per  cent  of  these  are  in 


reach  of  the  examining  finger.  An  additional 
40  per  cent  of  these  may  be  visualized 
through  the  proctoscope.  Only  5 to  10  per 
cent  are  above  the  range  of  the  procto- 
scope. 

2.  Digital  rectal  examination  is  as  much 
a part  of  a routine  physical  as  a blood  pres- 
sure determination. 

3.  In  the  presence  of  any  symptomatology 
suggesting  a large  bowel  abnormality,  proc- 
toscopy is  indicated,  fallowed  by  barium 
enema. 


4.  Diagnosis  of  abnormalities  of  the  rec- 
tum and  lower  sigmoid  is  the  responsibility 
of  the  physician  doing  the  physical  exami- 
nation and  the  proctoscopy.  This  region  is 
accessible  to  direct  inspection  and  is  very 
difficult  to  examine  roentgenologically. 

5.  Diagnosis  of  abnormalities  above  the 
lower  sigmoid  is  the  responsibility  of  the 
roentgenologist.  But  it  must  be  remember- 
ed that  his  interpretation  does  not  constitute 
a pathological  diagnosis.  It  is  subject  to  er- 
ror. Persistent  symptomatology  is  indication 
for  repeated  X-ray  examinations. 
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PROCEEDINGS 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
1952  ANNUAL  MEETING 
Richmond 

September  28,  29,  30  and  October  1,  1952 


HOUSE  OF  DELEGATES 

(Altliough  verbatim  minutes,  insofar  as  the  court  re- 
porter could  get  them,  are  in  our  records,  this  condensa- 
tion is  offered  with  the  hope  that  the  membership  can 
know  of  the  salient  topics  discussed  at  our  House  of 
Delegates  meetings.) 

FIRST  SESSION 
September  28,  1952 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia  met  in  the  Auditorium  of  the  Richmond’s  Hotel 
Jefferson  on  September  28,  and  was  called  to  order  at 
8:00  P.  M.  by  Dr.  W.  C.  Caudill,  Speaker  of  the  House. 

Dr.  Caudill  called  for  a report  from  Dr.  Edward  Had- 
dock, Chairman  of  the  Credentials  Committee,  and  learned 
that  a quorum  was  present. 

The  minutes  of  the  1951  meeting  were  then  approved 
and  passed  without  discussion. 

Dr.  Vincent  W.  Archer,  Chairman  of  a special  com- 
mittee appointed  to  outline  reference  committee  procedure 
for  the  Annual  Meeting,  was  recognized  for  the  purpose 
of  explaining  the  proposed  procedure.  He  referred  to  the 
committee’s  report  published  in  the  September  issue  of 
the  Virginia  Medical  Monthly  (page  525),  and  emphasized 
the  fact  that  any  member  of  the  society  could  attend  the 
meeting  of  the  Reference  Committee  and  have  the  privilege 
of  the  floor. 

The  report  of  Dr.  Archer’s  committee  was  adopted 
and  the  reference  committee  procedure  initiated. 

The  Speaker  then  recognized  Dr.  Harry  J.  Warthen, 
who  presented  the  proposed  budget  for  1953  as  recom- 
mended by  the  Council  (see  page  700,  Virginia  Medical 
Monthly,  December  1952),  and  reported  on  the  financial 
condition  of  the  Society.  The  total  budget  of  $66,110.00 
was  unanimously  adopted. 

The  afternoon  meeting  of  the  Council  was  reported  by 
Mr.  Howard,  Executive  Secretary,  and  those  items  re- 
ferred to  the  House  of  Delegates  for  action  were  read. 

The  first  item  was  a resolution  of  the  American  Asso- 
ciation of  Blood  Banks  pertaining  to  the  National  Blood 
program  (See  minutes  of  Second  Session,  House  of  Dele- 
gates). A resolution  concerning  the  World  Medical  As- 
sociation was  then  read  (See  minutes  of  Second  Session). 

Mr.  Howard  stated  that  two  other  reports  and  resolu- 
tions would  be  presented  later  during  the  evening  by  Dr. 
Marcellus  Johnson,  Jr.,  and  Dr.  Harry  J.  Warthen. 


It  was  then  moved  and  passed  that  the  report  of 
Council  be  adopted.  After  some  discussion,  it  was  ruled 
that  the  resolutions  received  from  Council  should  be  re- 
ferred to  the  Reference  Committee. 

Dr.  Caudill  then  recognized  Dr.  John  T.  T.  Hundley, 
President  of  The  Medical  Society  of  Virginia,  who  of- 
fered the  following  report  on  his  tenure  of  office: 

“I  am  not  going  to  make  a formal  report  of  a year’s 
work.  But  I do  assure  you  it  has  been  a year’s  w'ork.  First, 
I want  to  express  my  very  hearty  appreciation  and  thanks 
to  every  member  of  the  office  for  their  complete  cooperation 
at  all  time,  regardless  of  the  hours,  oth  r demands  and 
w’hat  not.  And  I solicit  from  all  of  you  your  fullest  coop- 
eration with  Mr.  Howard,  not  just  criticism,  not  just 
writing  in  for  information,  both  of  which  are  in  order,  but 
by  sending  him  reports  of  your  meetings,  sending  him 
times  of  meetings  so  that  he  has  an  opportunity  to  meet 
with  your  Societies,  putting  him  on  your  mailing  lists  so 
that  he  can  get  around  and  make  the  acquaintance  of  the 
local  societies  and  their  memberships.  I w'ish  to  solicit 
that  particularly.  I wish  also  to  re-iterate  the  invitation 
to  see  the  Headquarters  Building.  This  is  the  first  meeting 
held  in  Richmond  since  we  established  the  headquarters 
at  1105  West  Franklin,  and  for  those  who  have  not  seen 
that  building,  I hope  you  will  take  the  opportunity  to  go 
up  there  and  look  it  over.  See  where  we  are  working 
and  see  how  we  are  working. 

“And  I would  like  to  say  that  much  to  my  surprise,  and 
I expect  it  is  a surprise  to  you,  we  have  lived  within  our 
budget  in  the  operation  of  that  building  this  year.  I 
didn’t  think  we  would,  and  I think  we  have  done  well. 

“I  want  to  express  appreciation  to  every  member  of  the 
Society,  and  particularly  to  the  members  and  chairmen 
of  the  various  committees.  I hav'e  made  every  effort  to 
make  this  a committee  year.  To  me  The  Medical  Society 
of  Virginia  and  any  organization  of  similar  type  has  to 
be  primarily  a committee  organization.  And  1 have  tried 
very  largely  to  refer  everything  which  did  not  require 
immediate  action  to  committees.  There  have  been  quite 
a few  things  that  some  of  you  have  seen  from  the  news- 
papers that  did  require  immediate  action  that  were  not 
referred  to  committees.  The  committees  have  been  most 
loyal  and  most  cooperative  in  all  respects. 

“As  I terminate  my  term  of  office,  I suppose  it  is  with  a 
relatively  healthy  attitude.  I feel  very  humble  that  so 
many  things  have  not  been  done.  And  I have  some  pride 
that  some  few  things  have  been  accomplished.  And  I 
solicit  for  your  incoming  President  the  same  sort  of  co- 
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operation  you  have  given  me  this  year.  I did  not  want 
to  miss  an  opportunity  to  say  this  to  this  group,  because 
usually  at  the  last  meeting  when  we  install  the  President, 
that  is  usually  a time  of  a good  deal  of  shifting  around, 
and  a representative  audience  is  hardly  reached  at  the 
time.  But  I do  want  to  thank  you  for  your  cooperation. 
Any  failures  this  year  have  been  mine  and  certainly  not 
yours  and  I thank  you  very  heartily.” 

Delegates  to  special  conventions  were  then  recognized: 
Dr.  Charles  L.  Outland,  delegate  to  the  Medical  Society 
of  the  State  of  North  Carolina,  and  Dr.  Harold  W. 
Miller,  delegate  to  the  Virginia  Pharmaceutical  Associa- 
tion. 

Dr.  Caudill  introduced  the  following  visiting  delegates 
to  the  Annual  Meeting;  Dr.  D.  B.  Armistead,  Dr.  W.  E. 
Smith  and  Dr.  W.  G.  Suiter,  delegates  from  the  Medical 
Society  of  the  State  of  North  Carolina,  Dr.  G.  A.  C.  Jen- 
nings, from  the  V'irginia  State  Dental  Association,  Mr. 
Charles  E.  Green  and  Mr.  Reginald  R.  Rooke,  representing 
the  Virginia  Pharmaceutical  Association,  and  Miss  Hazel 
Knibb,  delegate  from  the  Graduate  Nurses’  Association 
of  Virginia. 

The  Speaker  called  for  any  reports  not  published  pre- 
viously in  the  Virginia  Medical  Monthly  or  any  supple- 
mental reports. 

A report  of  the  Tuberculosis  Committee  was  presented 
by  Dr.  C.  Lydon  Harrell,  Norfolk.  The  Committee 
recommended  that  in  the  survey  of  tuberculosis  in  Vir- 
ginia being  sponsored  by  the  Virginia  TB  Association  and 
the  State  Department  of  Health,  a study  be  conducted 
within  mental  and  penal  institutions.  It  was  moved  and 
passed  that  the  report  be  accepted. 

Dr.  Edwin  P.  Lehman  requested  approval  of  the 
Cancer  Committee’s  supplemental  report,  which  would 
provide  a tumor  clinic  at  the  Louise  Obici  Hospital  in 
Suffolk. 

Dr.  McLemore  Birdsong,  Chairman  of  the  Child  Wel- 
fare Committee,  asked  if  a survey  of  infant  motality 
proposed  in  the  Committee’s  report  and  published  in  the 
Monthly,  would  automatically  be  approved  by  the  House 
of  Delegates,  should  those  previously  published  reports  be 
adopted.  The  answer  was  in  the  affirmative. 

A supplemental  report  of  the  Medical  Service  Com- 
mittee was  offered  by  Dr.  John  O.  Boyd,  Jr.,  Roanoke 
(See  minutes  of  Second  Session).  It  was  moved  and 
passed  that  the  report  be  referred  to  the  Reference 
Committee. 

At  this  time  a propaganda  film  entitled  “Without  Fear” 
was  shown.  The  film,  is  a vicious  attack  on  those  who 
oppose  the  socialization  of  medicine  and  is  especially 
critical  of  the  American  Medical  Association.  It  enabled 
the  assembled  delegates  to  see  just  how  the  proponents 
of  government  medicine  operate. 

Dr.  Marcellus  Johnson,  Jr.,  Chairman  of  the  Virginia 
Committee  for  the  American  Medical  Education  Founda- 
tion was  next  recognized  for  the  purpose  of  presenting 
a report  and  resolution  (See  minutes  of  Second  Session). 


Dr.  Johnson’s  resolution  was  referred  to  the  Reference 
Committee. 

The  Speaker  then  recognized  Dr.  Harry  J.  Warthen, 
who  offered  a resolution  concerning  need  of  additional 
funds  for  hospital  construction  (See  minutes  of  Second 
Session).  The  resolution  was  referred  to  the  Reference 
Committee. 

Dr.  Caudill  next  called  for  unfinished  business  and 
recognized  Dr.  J.  Morrison  Hutcheson,  Richmond,  who 
gave  the  background  of  a resolution  offered  during  the 
1951  Annual  Meeting  which  requested  component  so- 
cieties to  consider  the  matter  of  deleting  the  word 
“white”  from  the  Constitution  of  The  Medical  Society  of 
Virginia,  and  instruct  their  delegates  to  the  1952  An- 
nual Meeting  as  to  whether  or  not  the  word  “white” 
should  be  dropped  from  the  Constitution. 

There  followed  considerable  discussion  concerning  the 
voting  procedure,  and  an  amendment  to  be  proposed  by 
Dr.  Adams  was  ruled  out  of  order.  The  ruling  of  the 
chair  was  appealed,  but  the  motion  to  overrule  the  chair 
was  lost. 

A motion  was  made  by  Dr.  Walter  Martin,  Norfolk, 
that  the  vote  proceed  by  component  societies.  After  a 
spirited  debate  concerning  the  constitutionality  of  such  a 
vote,  the  motion  was  carried. 

It  was  then  moved  to  overrule  the  chair  which  had 
held  component  societies  had  the  right  to  instruct  their 
delegates  how  to  vote.  The  motion  was  lost  and  the 
chair  upheld. 

It  was  further  ruled  that  in  those  instances  where  com- 
ponent societies  had  not  instructed  their  delegates,  the 
delegations  would  be  polled  individually. 

A poll  was  then  taken  and  the  results  were  Ves,  55; 
No,  48. 

Further  discussion  ensued  as  to  whether  a second  vote 
was  to  be  taken  of  members  of  the  House  of  Delegates 
individually.  It  was  decided  that  members  of  Council, 
Delegates  to  the  A.M.A.,  and  past  presidents  (also  mem- 
bers of  the  House  of  Delegates)  should  be  polled  indi- 
vidually to  complete  the  vote.  This  was  done  and  the 
final  recording  was  67  Yes,  54  No.  A two-thirds  ma- 
jority was  not  had,  and  the  original  motion  was  lost. 

Dr.  John  M.  Emmett,  Chairman  of  the  Virginia  Volun- 
tary Advisory  Committee  to  Selective  Service,  was 
recognized  in  order  that  several  points  concerning  the 
drafting  of  physicians  and  dentists  under  Public  Law 
779  might  be  explained.  Dr.  Emmett  explained  that  nearly 
all  Priority  1 and  2 physicians  and  dentists  had  been 
called  and  those  who  have  not  may  expect  orders  by 
the  middle  of  1953. 

He  went  on  to  explain  that  members  of  the  Priority  3 
group  will  be  called  by  age,  with  the  youngest  being 
called  first.  While  there  has  been  some  processing  of 
older  dental  registrants  in  this  group,  nothing  definite 
is  yet  known  concerning  physicians  in  their  late  thirties 
and  forties.  However,  it  is  not  anticipated  that  physicians 
in  these. age  groups  will  be  called  in  the  very  near  future. 
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l)r.  Emmett  stated  that  his  committee  had  no  informa- 
tion concerning  the  possible  call  of  physicians  in  Priority 
4.  It  seems  unlikely  that  this  group  faces  call  in  the  fore- 
seeable future,  especially  when  it  is  considered  that  our 
medical  schools  w'ill  be  graduating  many  non  veterans 
each  year  who  must  be  classified  as  Priority  3. 

The  time  and  place  of  the  Reference  Committee  meeting 
was  then  announced,  and  the  meeting  adjourned  until 
'I'uesday,  September  30,  at  4:00  P.  M. 

SECOND  SESSION 
September  30,  1952 

A quorum  being  present,  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  reconvened  at  4:00  P.  M., 
Tuesday,  September  30,  in  the  Flemish  Room  of  the  Hotel 
J etferson. 

The  Speaker  recognized  Dr.  Hundley,  who  presented 
the  report  of  the  Reference  Committee.  The  Committee 
recommended  the  acceptance  and  adoption  of  the  report 
of  the  Executive  Secretary-Treasurer,  the  report  of  the 
Committee  on  Publications  and  the  report  of  the  Depart- 
ment of  Clinical  and  Medical  Education.  It  was  so 
moved  and  passed. 

At  this  point,  it  was  moved  and  seconded  that  Dr. 
Hundley,  as  retiring  president,  be  made  an  honorary 
member  of  the  Society.  The  motion  carried  unanimously. 

Continuing  with  the  Reference  Committee  report,  it  was 
recommended  that  the  reports  of  the  Membership  Com- 
mittee, the  Legislative  Committee,  and  the  Finance  Com- 
mittee be  adopted.  It  was  so  moved  and  passed. 

Considered  next  was  the  Judicial  Committee's  report 
concerning  certain  proposed  changes  in  the  Constitution 
and  By-Laws.  Dr.  Hutcheson  explained  that  the  Com- 
mittee had  found  the  proposals  in  proper  order  for  de- 
liberations, but  that  the  Committee  made  no  recommenda- 
tion as  to  adoption.  It  was  moved  and  seconded  that 
the  report,  with  the  exception  of  that  portion  relating 
to  Article  IV  of  the  Constitution  (deletion  of  word 
“white’’)  be  adopted  and  the  proposed  constitutional  and 
by-law  changes  likewise  be  adopted.  The  motion  carried. 

Dr.  Hundley  then  recommended  the  adoption  of  the 
report  of  the  Public  Relations  Committee.  It  was  so 
moved  and  passed. 

The  Medical  Service  Committee  had  requested  that  the 
paragraph  of  its  report  concerning  the  Pre-paid  Hospital 
Insurance  Sub-committee  be  stressed.  This  was  done  and 
the  report  adopted. 

The  reports  of  the  Advisory  Committee  to  the  Woman’s 
Auxiliary  and  the  Cancer  Committee  (including  supple- 
mental report)  were  adopted. 

Dr.  Hundley  stressed  that  part  of  the  report  of  the 
Committee  on  Child  Welfare  dealing  with  the  proposed 
study  of  the  outstanding  etiological  factors  in  infant 
mortality.  It  was  moved  and  passed  that  this  report  be 
adopted  in  its  entirety. 


Reports  of  the  Cerebral  Palsy  Committee  and  the 
Venereal  Disease  Control  Committee  were  then  adopted. 

Concerning  the  report  of  the  Committee  to  Confer  with 
the  State  Board  of  Nurse  Examiners,  Dr.  Hundley  pointed 
out  the  fact  that  it  had  been  recommended  that  any  survey 
to  determine  nursing  n.eds  in  Virginia  be  made  by  a 
source  other  than  a governmental  agency.  Any  funds 
for  such  a survey  would  necessarily  be  appropriated  by 
the  Executive  Committee  of  Council.  It  was  moved  and 
passed  that  the  report  be  adopted. 

Dr.  Hundley  then  mentioned  the  reports  of  the  Com- 
mittee on  Rehabilitation,  the  Advisory  Heart  Committee, 
and  the  Committee  on  Maternal  Health.  All  of  these 
reports  were  adopted. 

A question  was  raised  concerning  a portion  of  the  re- 
port of  the  Committee  on  Mental  Hygiene  referring  to 
certain  persons  qualified  only  as  clinical  psychologists 
who  have  engaged  in  the  treatment  of  patients  with 
mental  disorders.  It  was  explained  that  the  matter  had 
been  taken  up  with  the  State  Board  of  Medical  Examiners 
and  also  the  attorney  of  the  Society.  The  report  was 
then  adopted. 

The  report  of  the  Committee  on  Conservation  of 
Hearing  was  then  adopted. 

Having  covered  committee  reports.  Dr.  Hundley  pre- 
sented those  resolutions  considered  by  the  Reference  Com- 
mittee. The  following  resolution  pertaining  to  the  need 
of  additional  State  funds  to  augment  inadequate  Hill- 
Burton  funds  for  hospital  construction  in  Virginia  was 
read:  To  His  Excellency,  The  Governor  of  Virginia — 
The  Honorable  John  S.  Battle. 

Whereas,  The  Virginia  Hospital  Advisory  Council  has 
approved  the  requests  of  nine  hospitals  situated  in  seven 
Virginia  communities  for  Federal  funds  under  the  pro- 
vision of  the  Hill-Burton  Act,  and 

Whereas,  The  anticipated  Federal  funds  allocated  to 
hospitals  in  Virginia,  during  the  next  three  years  will 
total  only  thirty-three  (33)  per  cent  of  the  estimated  cost 
of  these  institutions,  and 

Whereas,  The  campaigns  to  raise  funds  for  these 
institutions  and  the  plans  formulated  in  terms  of  the 
needs  in  each  community  were  based  on  the  assumption 
that  fifty-five  (55)  per  cent  of  the  cost  would  be  obtained 
from  Federal  sources  as  bad  been  true  in  the  past,  and 

Whereas,  Failure  to  obtain  the  full  anticipated  amount 
will  seriously  curtail  or  actually  prevent  the  erection  of 
these  badly  needed  hospitals  with  resulting  hazards  to 
the  health  of  citizens  of  this  Commonwealth, 

Therefore,  Be  It  Resolved  That  His  Excellency,  the 
Governor  of  Virginia,  be  respectfully  requested  and 
urged  to  recommend  that  the  present  inadequate  Federal 
aid  be  augmented  by  funds  from  the  Commonwealth  of 
Virginia,  as  has  been  done  in  the  past,  at  the  next  meeting 
of  the  Legislature  to  be  held  in  December,  1952,  in  order 
that  the  proposed  urgently  needed  hospitals  may  be 
erected  as  originally  planned  at  the  earliest  possible 
moment. 
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It  was  moved  and  passed  that  the  resolution  be  adopted. 

The  next  resolution  presented  was  the  following: 

Whereas,  Physicians  throughout  this  country  are 
alarmed  over  the  potential  dangers  to  the  profession  of 
medicine  which  are  inherent  in  the  proposed  National 
Blood  Program  as  promulgated  by  the  Office  of  Defense 
Mobilization,  Communication  #2361,  dated  February  18, 
1952,  and 

Whereas,  This  document  states:  “An  effective  blood 
program  is  of  major  national  importance  at  all  times”, 
and  “Such  a program  is  of  prime  importance  to  agencies 
directly  involved”,  namely  the  American  National  Red 
Cross  and  affiliated  blood  banks,  the  Department  of 
Defense  and  the  Federal  Civil  Defense  Administration, 
but  is  only  “of  concern  and  interest  to  other  organizations 
engaged  in  blood  programs  such  as  the  American  Medical 
Association,  the  American  Hospital  Association,  and  the 
American  Association  of  Blood  Banks”,  and 

Whereas,  This  document  authorized  governmental  con- 
trol of  a medical  service  during  a national  emergency 
without  defining  the  limits  and  scope  of  the  emergency 
or  of  the  extent  of  control,  and 

Whereas,  This  document  fails  to  provide  the  medical 
profession  with  a voice  in  policy  decisions  in  a project 
which  directly  involves  the  medical  profession,  and 

Whereas,  Under  the  undefined  term  “national  emerg- 
ency” local  medical  control  is  excluded  and  the  traditional 
responsibility  of  communities  to  meet  their  own  civilian 
blood  needs  is  not  given  proper  consideration,  and 

Whereas,  By  this  document  the  committee  responsible 
for  research  in  blood  and  related  problems  does  not 
include  representation  from  the  American  Medical  As- 
sociation ; 

Therefore  Be  It  Hereby  Resolved,  That  the  American 
Medical  Association,  representing  the  medical  profes- 
sion, be  urged  to  request  proper  representation  in  the 
medical  control  of  any  emergency  blood  program  and  that 
the  need  for  a “National  Blood  Program”  be  further 
explored  by  the  American  Medical  Association,  and 

Be  It  Further  Resolved,  That  the  principles  of  the 
Boston  Agreement,  pertaining  to  a National  Emergency 
be  adhered  to,  thus  giving  equal  responsibility  to  the 
medical  profession  and  to  other  medical  agencies  re- 
ferred to  in  this  agreement  for  the  operation  of  any 
national  blood  program. 

The  motion  for  adoption  of  the  resolution  was  seconded 
and  passed. 

The  following  resolution  from  the  Alexandria  Medical 
Society  was  read: 

That  the  delegates  of  the  Alexandria  Medical  Society 
be  instructed  to  inform  The  Medical  Society  of  Virginia 
of  the  problem  concerning  the  Residency  in  Medicine  at 
the  Alexandria  Hospital; 

That  Further  they  point  out  that  arbitrary  and  ill- 


timed  decisions  by  the  Council  on  Medical  Education  and 
Hospitals  constitute  an  unfair  and  unwarranted  threat 
to  the  system  of  graduate  education,  and  a detriment  to 
the  level  of  medical  care  in  any  given  community; 

That  Further  they  point  out  that  the  decisions  of  the 
Council  are  based  on  generalities,  and  that  criteria  for 
Residency  approval  are  vague,  and  that  these  criteria  act 
to  the  disadvantage  of  moderate-size,  non-university  hos- 
pitals ; 

That  they  ask  that  The  Medical  Society  of  Virginia 
delegates  to  the  American  Medical  Association  House  of 
Delegates  be  instructed  to  inform  the  American  Medical 
Association  of  these  facts,  and  to  take  such  steps  as  are 
necessary  to  alter  them. 

In  this  connection  the  Reference  Committee  submitted 
the  following  resolution: 

Having  received  the  resolution  from  the  Alexandria 
Medical  Society  and  seriously  considered  the  problem  of 
interns  and  residencies  in  medium  sized  hospitals,  and 
having  similar  complaints  from  other  hospitals  con- 
cerned, and 

Whereas,  This  problem  of  internship  and  residencies 
in  medium  sized  and  non-university  hospitals  constitutes 
a serious  hazard  to  the  continuing  service  of  those  hos- 
pitals to  their  communities,  and 

Whereas  The  decisions  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  Association 
often  seem  arbitrary  and  are  not  clear  to  the  boards  and 
staffs  of  the  hospitals  concerned. 

Therefore,  Be  It  Resolved  That  The  House  of  Dele- 
gates of  The  Medical  Society  of  Virginia  instruct  their 
delegates  to  the  A.M.A.  to  endeavor  to  secure  a modifi- 
cation of  procedure  so  as  to  correct  the  inequalities  and 
injustices  which  result. 

The  resolution  was  adopted. 

Dr.  Marcellus  Johnson’s  following  resolution  concerning 
the  American  Medical  Education  Foundation  was  pre- 
sented : 

Be  It  Resolved  That  The  Medical  Society  of  Virginia 
endorse  whole  heartedly  the  American  Medical  Education 
Foundation,  and 

That  the  officers  of  The  Medical  Society  of  Virginia 
be  directed  to  further  this  cause  by  personal  effort,  ap- 
pointment of  appropriate  committees,  and  publications  to 
the  best  of  their  ability,  and 

That  There  be  a continuation  of  this  drive  on  an 
annual  basis  until  every  doctor  in  Virginia  is  informed, 
interested,  and  has  accepted  the  principle  of  annual  con- 
tribution. 

A motion  for  adoption  was  seconded  and  passed. 

Considered  next  was  the  following  resolution  in  sup- 
port of  the  World  Medical  Association: 

Whereas,  The  World  Medical  Association  is  an  asso- 
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elation  of  the  National  Medical  Association  of  43  countries 
of  the  free  world,  and 

Whereas,  This  association  is  the  only  international 
association  which  can  speak  for  the  practicing  physicians 
of  the  world,  and 

Whereas,  There  are  an  increasing  number  of  health 
problems  being  decided  on  an  international  basis,  and 

Whereas,  There  is  an  increasing  need  for  an  associa- 
tion to  represent  the  practicing  profession,  and 

Whereas,  The  American  Medical  Association  is  one 
of  the  Founder  Members  of  The  World  Medical  Associa- 
tion, and 

Whereas,  The  American  Medical  Association  is  also 
one  of  the  Founder  Corporate  Members  of  the  United 
States  Committee,  Inc.,  of  The  World  Medical  Associa- 
tion and  has  urged  physicians  of  the  United  States  to 
become  individual  members  of  the  United  States  Com- 
mittee, Inc., 

Therefore,  Be  It  Resolved  That  the  House  of  Dele- 
gates of  The  Medical  Society  of  Virginia  urges  the  mem- 
bers of  The  Medical  Society  of  Virginia  to  become  indi- 
vidual members  of  the  United  States  Committee,  Inc.,  of 
I'he  World  Medical  Association,  and  thereby  aid  in  the 
elevation  of  standards  in  medical  education  and  medical 
care  throughout  the  world  and  ensure  that  the  opinions 
of  the  practicing  physicians  of  the  world  are  adequately 
represented  before  various  international  bodies. 

The  resolution  was  adopted. 

Dr.  Hundley  then  read  the  following  report  of  the 
Sub-committee  on  Industrial  Health:  The  Sub-Committee 
on  Industrial  Health  wishes  to  reiterate  the  recommenda- 
tion made  in  the  published  report  to  the  effect  that  the 
need  now  exists  for  a full  time  physician  as  director  of 
Industrial  Health  under  the  Commissioner  of  Health  in 
the  Health  Department.  The  rapidly  increasing  indus- 
trialization in  our  state  demands  the  services  of  such  an 
individual  on  a full  time  basis,  if  the  problem  of  indus- 
trial health  is  to  be  effectively  managed.  The  resolution 
was  adopted. 

The  following  recommendation  was  then  presented;  It 
is  recommended  that  a Liaison  Committee  to  cooperate 
with  the  United  Mine  Workers’  Health  and  Welfare 
Fund  be  appointed  by  the  President  and  include  repre- 
sentatives from  the  areas  involved,  the  Medical  Service 
Committee  and  the  sub-committee  on  Industrial  Health. 
A motion  that  such  a liaison  committee  be  appointed  was 
seconded  and  passed. 

Presented  next  was  the  following  resolution  of  Dr. 
William  R.  Jordan: 

Whereas  The  threat  of  socialization  of  the  practice 
of  medicine  has  been  very  real  in  our  National  Govern- 
ment during  the  past  several  administrations,  and 


Whereas  This  society  earnestly  disapproves  of  this 
proposed  change  in  relationship  of  patient  and  physician  ; 

Be  It  Resolved  That  The  Medical  Society  of  Virginia 
urges  all  physicians  to  study  the  platforms  of  the  two 
major  political  parties  and  the  opinions  of  the  candidates 
for  the  Presidency  of  the  United  States.  They  are  further 
urged  to  vote  for  and  to  promote  the  election  of  the  can- 
didate who  in  their  opinion  has  the  soundest  views  on  this 
subject  of  socialization  of  medical  practice. 

The  resolution  was  adopted. 

This  concluded  necessary  action  on  those  items  recom- 
mended and  referred  to  the  House  of  Delegates  by  the 
Reference  Committee. 

The  Speaker  then  recognized  Dr.  Guy  Fisher,  Chair- 
man of  the  Nominations  Committee,  who  submitted  the 
following  nominations:  President-Elect,  Dr.  Vincent  W. 
Archer,  Charlottesville;  First  Vice-President,  Dr.  Kin- 
loch  Nelson,  Richmond;  Second  Vice-Presidrnt,  Dr. 
Snowden  C.  Hall,  Danville;  Third  Vice-President,  Dr. 
W.  C.  Welburn,  Arlington;  and  Executive  Secretary,  Mr. 
Robert  I.  Howard,  Richmond.  It  was  moved  and 
seconded  that  nominations  be  adopted.  The  motion  car- 
ried unanimously. 

The  next  order  of  business  was  the  election  of  a 
Speaker  for  the  House  of  Delegates,  and  Dr.  John  T.  T. 
Hundley  was  elected. 

Election  of  a delegate  to  the  American  Medical  Asso- 
ciation was  next  considered.  This  was  necessary  since 
the  term  of  Dr.  J.  Morrison  Hutcheson  expires  December 
31.  The  results,  announced  by  the  Speaker,  showed  the 
new  delegate  to  be  Dr.  Carrington  Williams,  Sr.,  and  his 
alternate.  Dr.  Hutcheson. 

The  names  of  the  nominees  for  Councilors  of  even  num- 
bered Congressional  Districts  were  then  announced: 
Second  District,  Dr.  Walter  P.  Adams,  Norfolk;  Fourth 
District,  Dr.  Wilkins  J.  Ozlin,  South  Hill;  Sixth  District, 
Dr.  Frank  A.  Farmer,  Roanoke;  Eighth  District,  Dr. 
Claude  A.  Nunnally,  Fredericksburg;  and  Tenth  District, 
Dr.  James  W.  Love,  Alexandria.  A motion  to  adopt  the 
nominations  recommended  by  the  Nominations  Committee 
was  adopted  unanimously. 

The  Speaker  called  for  nominations  of  the  General 
Practitioner  of  the  Year.  Dr.  B.  A.  Hopkins  announced 
that  he  had  been  instructed  by  the  Virginia  Academy  of 
General  Practice  to  place  in  nomination  the  names  of 
Dr.  Frank  A.  Farmer,  Roanoke,  and  Dr.  James  L.  Hamner, 
Mannboro.  It  was  then  moved,  seconded,  and  passed 
that  the  nominations  be  closed.  Dr.  Caudill  read  the  re- 
sults of  the  ballots  and  declared  Dr.  James  L.  Hamner  to 
be  General  Practitioner  of  the  Year  in  Virginia. 


54 


Virginia  jMedical  Monthly 


Volume  80, 


On  behalf  of  the  Roanoke  Academy  of  Medicine,  Dr. 
Charles  Peterson  invited  the  Society  to  meet  in  that  city 
in  1953.  There  was  some  discussion  as  to  the  advisability 
of  meeting  in  a city  in  w’hich  resides  a great  many  mem- 
bers. A motion  which  would  urge  the  Council  to  select 
a site  other  than  a large  city  was  lost.  It  was  then  moved 
and  seconded  that  the  Society  meet  in  Roanoke  in  1953. 
The  motion  carried. 

Dr.  Daniel  moved  that  Council  select  the  meeting  place 
for  195+  sometime  during  the  coming  year  in  order  to 
avoid  conflicts  in  dates.  The  motion  was  seconded  and 
passed. 

It  was  then  moved  that  the  Study  of  Tuberculosis  in 
Virginia,  sponsored  by  the  State  Health  Department  and 
the  Virginia  Tuberculosis  Association,  be  approved  by  the 
Society.  The  motion  was  seconded  and  passed. 

Nominations  were  then  announced  for  appointments  to 
the  State  Board  of  Medical  Examiners:  First  District — 
Dr.  Waverly  R.  Payne,  Dr.  A.  B.  Gravatt,  and  Dr.  Paul 
C.  Pearson;  Second  District — Dr.  Russell  M.  Cox,  Dr.  A. 
Brownley  Hodges,  and  Dr.  Bryan  Grinnan;  Fourth  Dis- 
trict— Dr.  Thomas  G.  Hardy,  Dr.  W.  Holmes  Chapman, 
and  Dr.  FLtcher  J.  Wright,  Jr.;  Seventh  District — Dr. 
Chester  L.  Riley,  Dr.  Noland  M.  Canter,  and  Dr.  Alex  F. 
Robertson;  Ninth  District — Dr.  George  B.  Setzler,  Dr. 
Harry  M.  Hayter,  and  Dr.  James  P.  Williams;  Tenth 
District — Dr.  T.  B.  McCord,  Dr.  John  C.  Watson  and 
Dr.  Raymond  Schwartz.  It  was  moved  and  seconded  that 
the  nominations  be  approved.  The  motion  passed. 

There  being  no  further  business,  the  House  of  Dele- 
gates adjourned. 

Reports  Not  Previously  Published 
Report  of  Committee  on  Tuberculosis 

Dr.  C.  L.  Harrell  has  been  in  touch  with  Dr.  Joseph  E. 
Barrett,  Commissioner  of  Mental  Hygiene,  during  the 


summer  concerning  patients  in  mental  hospitals  who  have 
tuberculosis. 

With  the  cooperation  of  Dr.  William  E.  Apperson 
further  studies  are  to  be  made  of  the  needs  and  benefits 
to  be  obtained  by  a more  active  treatment  program.  Dr. 
Apperson  hopes  to  begin  this  study  in  October,  with  the 
view  of  possibly  starting  treatment  in  the  institutions  and 
at  the  same  time  try  to  work  out  some  plan  whereby  a 
full  time  or  part  time  consultant  in  diseases  of  the  chest 
can  be  obtained. 

The  Committee  was  requested  on  September  26,  1952 
to  examine  and  approve  the  proposed  study  of  tuber- 
culosis control  in  Virginia,  sponsored  jointly  with  the  Vir- 
ginia Tuberculosis  Association  and  the  State  Health 
Department. 

The  Committee  approves  this  study  and  it  is  recom- 
mended that  the  Society  consider  the  proposal  and  if  ap- 
proved, communicate  with  Dr.  Ennion  S.  Williams, 
Chairman  of  the  Steering  Committee,  Life  Insurance 
Company  of  Virginia  Building,  Richmond,  Virginia. 

George  A.  Welchons,  M.D.,  Chairman 

Supplemental  Report  of  the  Medical  Service 
Committee 

The  Chairman  of  the  Sub-committee  on  Indigent  Care, 
Dr.  H.  B.  Mulholland,  is  currently  s:rving  as  chairman 
of  a committee  appointed  by  the  A.M.A.  to  study  this 
problem.  This  committee  is  investigating  a number  of 
plans  for  the  care  of  the  indigent,  including  the  plan  in 
effect  in  the  city  of  Richmond  which  is  conducted  in  con- 
junction with  the  out-patient  department  of  the  Medical 
College  of  Virginia.  Other  programs  for  indigent  care 
are  in  effect  in  the  state,  such  as  that  in  Roanoke,  in 
which  a city  physician  serves  in  the  Welfare  Department 
and  members  of  the  Roanoke  Academy  of  Medicine  staff 
a full  specialty  clinic  serving  the  indigent  of  the  city.  The 
report  of  the  A.M.A.  committee  is  to  be  made  available 
in  April  1953  and  the  Medical  Service  Committee  does  not 
recommend  any  specific  approach  to  the  problems  regard- 
ing the  medical  care  of  the  indigent  at  this  time. 
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A.M.A.  PUBLIC  RELATIONS  CONFERENCE 


The  Fifth  Annual  Medical  Putilic  Relations  Con- 
ference of  the  American  Medical  Association  was 
held  in  Denver  on  Monday,  December  1. 

Built  around  the  theme  “Mutual  Understanding — 
The  Key  to  Better  Public  Relations”,  the  Conference 
attracted  some  400  physicians  and  lay  executives, 
who,  almost  without  exception,  agreed  that  this  was 
A.M.A.’s  best  effort  yet. 

Dr.  George  Lull,  Secretary  of  the  A.^I..\.,  deliver- 
ed the  address  of  welcome,  and  denounced  those  phy- 
sicians wlio  are  guilty  of  flagrant  violations  of  the 
Medical  Code  of  Ethics.  He  called  for  firm  action 
on  the  part  of  county  societies  in  such  instances. 

The  keynote  address  was  made  by  Dr.  Edward 
J.  McCormick,  President-Elect  of  the  A.M.A.,  who 
cited  the  need  of  a bigger  and  better  PR  program  in 
every  society,  and  pointed  out  the  necessity  of  a con- 
tinuing fight  against  socialized  medicine.  He  read 
a number  of  complaints  received  from  persons  in  all 
walks  of  life,  and  emphasized  the  fact  that  these 
complaints  are  not  always  false.  He  further  stated 
that  from  these  complaints  stem  the  threat  of  social- 
ized medicine. 

Dr.  McCormick  then  lauded  the  progress  medicine 
has  made  in  its  PR  efforts  during  the  past  several 
years.  It  was  pointed  out  that  in  1948,  sixty  night 
call  systems  were  in  operation  over  the  nation.  By 
1952,  six  hundred  and  fifty  (650)  systems  were  op- 
erating. There  has  also  been  an  encouraging  increase 
in  the  number  of  people  covered  by  hospitalization 
insurance  since  1948.  At  that  time  48%  of  our 
population  were  covered.  By  1951,  60%  were 
covered. 

Continuing,  Dr.  IMcCormick  brought  out  the  fact 
that  the  first  Grievance  Committee  was  appointed 
about  five  years  ago,  and  now  committees  exist  in 
every  state.  He  stated  that  the  United  States  has 
more  doctors,  more  medical  graduates,  and  the  best 
Doctor-Patient  ratio  in  the  world.  The  problem  of 
distribution  is  gradually  being  solved. 

In  a militant  call  for  action,  the  President-Elect 
called  for  component  societies  to  exercise  responsi- 
bility and  move  aggressively  against  those  members 
who  overcharge  patients  possessing  medical  and  sur- 
gical insurance.  This  tendency  to  overcharge  must 
be  stopped. 

dramatic  skit  was  then  presented  by  the  Denver 


University  Players,  and  pointed  out  the  right  and 
wrong  ways  of  taking  care  of  patients  in  the  waiting 
room  and  in  the  doctor’s  office.  It  was  humorous, 
different,  and  highly  instructive. 

Next  on  the  program  was  Dr.  H.  Gordon  IMac- 
Lean,  Oakland,  California,  who  discussed  the  matter 
of  fees.  He  stated  that  more  often  than  not,  fees  are 
a prominent  cause  of  a breakdown  in  Doctor-Patient 
relationships.  He  pointed  out  that  no  physician 
should  apologize  for  charging  a reasonable  fee.  How- 
ever, the  physician  should  seek  to  bring  out  the  fact 
that  there  is  an  economic  side  of  medicine.  All 
that  is  needed,  according  to  Dr.  MacLean,  is  an 
opening  to  bring  the  matter  up.  The  A.M.A.  plaque 
was  especially  recommended. 

Dr.  Otto  N.  Glesne,  Fort  Dodge,  Iowa,  spoke  on 
proper  indoctrination  of  medical  assistants  and  cited 
the  growing  interest  of  this  particular  group.  He 
thought  each  component  society  should  hold  a yearly 
meeting  for  the  benefit  of  the  assistants. 

Many  reasons  were  advanced  by  Dr.  \\\  Clark 
Bailey,  Harlan,  Kentucky,  as  to  why  physicians 
should  interest  themselves  in  legislative  matters.  It 
is  necessary  that  we  make  sure  that  federal  agencies 
do  not  dictate  to  the  government.  Rather,  agencies 
should  be  servants  of  the  government.  Despite  this, 
approximately  90%  of  all  bills  introduced  during  the 
last  Congress  were  sponsored  by  agencies. 

Dr.  Charles  H.  Richardson,  Macon,  Georgia,  asked 
physicians  to  put  themselves  in  the  patient’s  place, 
and  think  how  they  would  feel  if  a bill  were  received 
itemizing  the  costs.  Itemizing  bills,  according  to 
Dr.  Richardson,  is  a real  step  towards  better  medical 
public  relations. 

Two  excellent  panel  discussions  featured  the  after- 
noon session  of  the  Conference,  the  first  dealing  with 
cooperative  physicians-hospital  PR  programs,  and  the 
second  with  building  a better  understanding  with 
future  M.D.’s, 

Concerning  a physician-hospital  PR  program,  it 
was  brought  out  that  a good  nurse  recruitment  drive 
is  most  important.  Local  health  councils  and  the 
Woman’s  Auxiliary  can  do  much  to  insure  the  success 
of  such  a drive. 

The  second  panel  concentrated  on  the  Student 
A,M,A.  and  offered  many  suggestions  how  com- 
ponent and  state  societies  could  help  these  future 
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physicians.  Meetings  could  well  l)e  open  to  them 
and  certain  social  activities  might  be  planned.  In 
some  areas  programs  have  been  arranged  for  students’ 
wives. 

It  was  also  believed  that  medical  schools  should 
concentrate  more  on  the  physician's  responsibility 
to  society  and  self  and  to  the  moral  code  of  medicine. 

Mr.  Leo  Brown,  Director  of  Public  Relations  for 
the  American  Medical  .\ssociation.  then  presented 


A M .A.'s  suggestions  for  “The  Year  Ahead.”  Their 
program  emphasizes  the  five  following  points : ( 1 ) 

Develo])  Ijetter  understanding  of  the  public  with  re- 
gard to  fees;  (2)  Develop  better  understanding  of 
physician  supply;  (3)  Better  understanding  of  the 
A. INI. A.;  (4)  Encourage  liaison  with  other  groups; 
(5)  Encourage  physicians  to  practice  sound  Public 
Relations. 
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EDITORIAL 


Beverley  Randolph  Wellford,  1797-1870 


BOUT  the  middle  of  the  lust  century  there  occurred  three  events  of  great  moment 


to  the  medical  j)rofession  of  Virginia;  (1)  the  founding  of  the  American  Medical 
Association,  (2)  the  reorganization  of  the  ISledical  Society  of  Virginia  on  a state  wide 
basis,  and  (3)  the  reorganization  of  the  Medical  College  of  Virginia  as  a ward  of  the 
state.  The  medical  ])rofession  was  coming  of  age  in  Mrginia.  In  each  of  these  projects 
Dr.  Beverley  Randolph  Wellford  played  an  important  part. 

The  first  meeting  of  the  American  ^ledical  Association  was  held  May  5,  6,  and  7, 
1847  at  Philadelphia  when  Nathaniel  Chapman  was  elected  president.  The  fifth  annual 
session  was  at  Charleston,  South  Carolina  where  Dr.  Beverley  Randolph  Wellford  of 
Fredericksliurg,  Virginia  was  elected  vice-president.  At  the  next  meeting  May  4,  5, 
6,  7,  1852  in  Richmond,  Dr.  ^^'ellford  became  the  sixth  president.  His  presidential 
address  the  following  year  was  a notable  one  in  which  he  reviewed  the  history,  aims 
and  lienefits  of  the  Association.  He  stressed  reforms  in  medical  education,  the  separa- 
tion of  teaching  and  licensing,  and  the  need  of  vital  statistics.  Even  today  this  address 
is  quoted  (History  of  American  Medical  Association  1847-1947,  p.  59). 


i 


Be\'erley  Randolph  Wellford,  M.D. 


The  Medical  Society  of  Virginia  has  had  a checkered  history.  On  December  15, 
1820  seventeen  physicians  of  Richmond  and  Manchester  met  and  formed  themselves 
into  the  “IMedical  Society  of  Virginia”.  They  met  monthly  for  their  mutual  improve- 
ment and  one  of  the  first  resolutions  they  adopted  was  “that  no  person  holding  in  part 
or  whole  any  patent  medicines,  or  remedies  for  diseases,  shall  be  eligible  to  a seat  in 
this  society;  and  any  member  who  ma}'  hereafter  become  interested  directly  or  indirectly. 
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in  any  such  patent,  shall  thereby  absolutely  forfeit  his  seat,  and  the  word  ‘expelled’ 
written  opposite  his  name  in  the  record  book.”  In  1824  the  Society  was  incorporated 
by  the  General  Assembly  of  Virginia  and  in  the  same  year  the  Society  ceased  to  meet, 
for  some  unknown  reason.  In  1841  the  Society  was  revived,  the  original  constitution 
was  readopted  and  new  officers  elected.  The  Society  remained  essentially  a local 
society,  but  as  members  outside  of  the  city  were  admitted  to  membership,  complaints 
began  to  arise  that  the  Richmond  doctors  controlled  the  society.  Since  the  Society  met 
once  a month  in  Richmond,  it  could  hardly  be  otherwise.  By  1846  definite  steps  were 
taken  to  remedy  the  situation.  Another  bone  of  contention  was  the  advisability  of 
having  a journal,  which  was  settled,  at  least  partially  in  1851  when  publication  of 
the  Stethoscope  and  Virginia  Medical  Gazette  was  begun.  In  1852  Dr.  Wellford  was 
elected  the  first  president  of  tlie  reorganized  INIedical  Society  of  Virginia  and  annual 
sessions  replaced  the  monthly  meetings. 

The  reorganization  of  the  Medical  College  of  \’irginia  provoked  an  even  more 
bitter  controversy.  The  teaching  of  medicine  in  Richmond  began  in  1838  under  the 
charter  of  Hampden-S}dney  College.  It  was  a common  practice  of  the  time  for  a 
proprietary  medical  college  to  borrow  the  charter  of  a liberal  arts  college  in  order  to 
confer  a degree.  The  faculty  of  the  medical  school  managed  its  own  affairs  without 
help  or  hindrance  from  the  trustees.  For  fifteen  years  this  arrangement  worked 
smoothly  and  then  a division  arose  over  filling  a vacancy  in  the  faculty.  Some  “out- 
side” Richmond  doctors  proposed  the  name  of  one  not  acceptable  to  the  faculty.  The 
matter  was  taken  up  with  the  trustees  who  elected  the  candidate  of  the  outsiders.  The 
issue  was  aired  in  the  press,  both  lay  and  medical,  with  much  name  calling.  Finally, 
the  fight  was  carried  to  the  Legislature  which  dissolved  the  connection  with  Hampden- 
Sydney  and  gave  the  IMedical  College  a charter  of  its  own.  The  agitation  continued 
for  several  years  and  centered  around  Dr.  Wellford  who  was  now  both  a member  of 
the  Board  of  Visitors  and  of  the  faculty. 

Dr.  Robert  Wellford  (1753-1823),  the  American  progenitor,  and  himself  the  son  of 
a doctor,  was  the  head  of  a long  line  of  Virginia  doctors  that  extends  to  the  present  time. 
He  came  to  this  country  with  the  First  Royal  Grenadiers.  His  coming  to  Fredericksburg 
is  an  interesting  story.  It  seems  that  after  the  battles  of  Brandywine  and  Germantown 
the  wounded  American  prisoners  were  so  badly  treated  by  a British  army  surgeon  that 
General  ^^'ashington  complained  to  General  Howe,  who  after  investigation  put  Dr. 
\\'ellford  in  charge  of  their  treatment.  A great  improvement  followed  and  Dr.  ^^’ell- 
ford  gained  the  friendship  of  Col.  John  Spotswood,  one  of  the  prisoners,  and  of  General 
\\'ashington.  At  the  same  time  he  gained  the  enmity  of  the  British  surgeons  which 
was  so  great  that  the  situation  became  intolerable  and  led  to  Dr.  Wellford’s  resignation 
from  the  British  Army.  \Mien  the  way  opened  up  for  Col.  Spotswood’s  return  to 
Virginia,  General  Washington  suggested  that  Dr.  Wellford  accompany  him  and  gave 
the  doctor  a number  of  letters  of  introduction  to  his  friends  in  Fredericksburg. 

Dr.  Rol^ert  ^^'ellford  greatly  prospered  in  Fredericksburg  and  became  a leading 
citizen.  When  the  whiskey  rebellion  broke  out  (1794)  Washington  made  him  Surgeon 
General  of  the  army  that  was  raised  to  suppress  the  uprising.  He  married  Catherine 
^’ates  a descendant  of  Edward  Randolph  of  Turkey  Island.  Two  of  their  sons,  Horace 
(1790-1828)  and  Beverley  Randolph  (1797-1870)  and  five  of  their  grandsons  became 
physicians. 

Beverley  Randolph  Wellford  (1797-1870)  was  born  in  Fredericksburg  on  July 
29,  1797.  After  studying  under  his  father  he  attended  two  sessions  at  the  F^niversity 
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of  Maryland  and  graduated  in  the  year  1817  with  the  degree  of  M.D.  In  the  same 
vear  he  received  a certificate  from  the  Baltimore  Medical  Society  and  Institute.  He 
then  returned  to  Fredericksburg  and  entered  into  active  practice  with  his  father.  For 
two  years,  however,  1818-19  and  1819-20,  Dr.  Wellford  returned  to  Baltimore  and 
attended  the  W inter  Sessions  of  the  Medical  School  of  his  Alma  Mater. 

Like  his  father,  the  young  doctor  loved  his  profession  and  was  devoted  to  his  patients, 
no  sacrifice  being  too  large,  no  trouble  too  great,  if,  by  it,  he  could  benefit  any  of 
those  who  had  entrusted  themselves  to  his  care.  He  subscribed  to  and  read  assiduously 
the  London  Lancet  and  the  Medico  Chirurgical  Review. 

In  1832  when  an  epidemic  of  Asiatic  cholera  invaded  this  country,  he  went  to  New 
York  to  help  combat  the  disease  and  by  observation  and  experience  to  fit  himself  to 
better  serve  the  peojfie  of  his  own  community.  Returning  safely  to  Fredericksburg  he 
at  once  set  about  providing  an  abundant  supply  of  what  were  then  considered  the  best 
cholera  remedies.  In  this  he  was  assisted  by  several  young  men  who  were  studying  under 
him. 

Although  medicine  was  his  chief  concern,  as  a good  citizen.  Dr.  WYllford  had  other 
interests.  He  was  a “Justice  of  the  Corporation”  and  a member  of  the  commission 
appointed  in  1849  to  contract  for  a new  Court  House,  and  later  supervised  its  con- 
struction. He  was  a partner  in  the  great  stage  line  known  as  Peck,  WYllford  & Com- 
pany and  was  first  president  of  the  Fredericksburg  & Gordonsville  Railroad. 

Dr.  W’ellford’s  fame  spread  beyond  the  Rappahannock  country,  and  justly  so.  In 
1851  he  was  elected  president  of  the  Medical  Society  of  Virginia  and  in  1852  he  was 
president  of  the  American  IMedical  Association.  He  was  tendered  a professorship  in 
the  medical  department  of  the  University  of  Virginia  which  he  declined,  but,  when 
the  Medical  College  of  Virginia  became  an  independent  school  in  1854,  he  was  named 
in  the  act  of  incorporation  as  a member  of  its  first  Board  of  Trustees  and,  in  the  spring 
of  that  year,  he  was  elected  to  and  accepted  the  chair  of  Materia  Medica  and  Ther- 
apeutics there.  He  held  this  position  until  his  retirement  in  1868  when  he  was  elected 
Professor  Emeritus.  During  the  war  he  was  in  charge  of  one  of  the  numerous  Con- 
federate hospitals  in  Richmond.  Dr.  Wellford  died  of  apoplexy  after  a protracted 
illness  on  December  27,  1870.  He  was  married  twice.  His  first  wife  was  Miss  Betty 
Burwell  Page,  who  had  one  daughter  and  died  the  second  year  after  her  marriage.  His 
second  wife  was  Miss  Mary  Alexander  who  bore  him  seven  sons  and  two  daughters. 
Two  of  these  sons  became  prominent  physicians,  John  Spotswood  (1825-1911)  and 
Armistead  Nelson  Wellford  (1826-1884).  The  latter  was  the  father  of  Dr.  Armistead 
Landon  Wellford  (1857-1933)  and  the  grandfather  of  Dr.  Beverley  Randolph  Well- 
ford of  the  present  generation. 


Connecticut’s  Remarkable  Maternal  Mortality 

For  years  Connecticut  has  been  noted  for  its  low  maternal  mortality.  It  has  con- 
sistently maintained  a mortality  below  that  for  the  nation  as  a whole  and  in  many 
years  it  has  led  all  states  in  low  maternal  death  rates.  The  explanation  that  is  usually 
given  for  such  a record  is  that  it  is  a small  State  with  a homogenous  population  and 
that  most  of  the  deliveries  take  place  in  hospitals.  A generation  ago  it  was  widely 
taught  that  hospital  deliveries  were  more  hazardous  than  home  deliveries.  The  Con- 
necticut experience  certainly  disproves  that  dictum. 

In  1946  when  maternal  deaths  had  fallen  to  fewer  than  one  to  1000  live  births,  the 
Connecticut  Medical  Society  decided  that  one  half  of  these  were  jireventable,  and 
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appointed  a permanent  Committee  on  iMaternal  Mortality  and  Morbidity  to  see  what 
could  lie  done  aliout  it.  A report  of  this  Committee  appears  as  the  leading  article  of 
the  November  1952  issue  of  the  Connecticut  State  Medical  Journal.  The  maternal 
mortality  for  1950  was  0.4  per  1000  live  births.  More  than  99%  of  Connecticut’s 
mothers  were  confined  in  hospitals.  Each  death  was  carefully  analyzed  by  the  Com- 
mittee and  one-half  of  them  were  considered  preventable;  v35%  by  the  attendant,  14% 
by  the  jiatient,  and  .3%  undetermined.  'Fhe  Committee  makes  six  sjiecific  recommenda- 
tions: (A)  Continued  education  of  the  patient  and  physician  in  the  value  of  early 

and  adequate  prenatal  care;  (B)  A thorough  study  and  analysis  of  maternal  morbidity 
by  the  medical  staff  of  each  hospital;  (C)  Improved  medical  staff  organization  in  all 
hospitals;  (D)  Written  rules  and  regulations  to  assure  optimum  medical  care  for 
all  obstetrical  patients;  (E)  Earlier  and  more  frequent  use  of  medical  or  obstetrical 
consultation  for  complications  of  pregnancy;  (F)  Accurate  and  complete  records  on 
all  maternity  patients. 


SOCIETIES 


The  Albemarle  County  Medical  Society 

Held  its  regular  meeting  at  Hotel  Albemarle,  Char- 
lottesville, December  4,  with  Dr.  G.  T.  ^Mann,  chief 
medical  examiner  for  Virginia  as  the  speaker.  His 
subject  was  “Problems  of  the  Medical  Examiners 
System”.  Supper  was  served  later. 

Danville-Pittsylania  Academy  of  Medicine. 

.\t  the  November  meeting  of  the  Academy,  the 
following  officers  were  elected  for  the  coming  year, 
and  took  office  at  the  December  12  meeting:  Presi- 
dent, Dr.  John  R.  Eggleston,  Danville;  vice-presi- 
dent, Dr.  Betty  ^^’hitehead,  Chatham ; and  secretar}-- 
treasurer.  Dr.  Walter  C.  Fitzgerald,  Danville. 

The  Fairfax  County  Medical  Society 

IMet  on  November  11th,  at  the  home  of  Dr.  Eman- 
uel Newman  at  Falls  Church. 

Dr.  Muilenberg  presented  a film  made  by  the 
United  States  Army,  showing  the  operation  for  sym- 
pathectomy. 

Mrs.  Costello  of  the  In='tructive  Visiting  Nurse 
Society  of  Fairfax  County  spoke  to  the  grouj)  about 
the  work  of  the  visiting  nurses  in  the  county. 

The  plans  for  the  annual  dinner  meeting  were 
discussed.  It  will  be  held  on  November  26th  at  the 
Belle  Haven  Country  Club. 

Alice  H.  Kiessling, 
Publicity  Committee 

Lynchburg  Academy  of  Medicine. 

The  regular  monthly  meeting  of  the  Academy  was 


held  as  a dinner  meeting  at  the  Virginian  Hotel  on 
Monday,  November  10th. 

The  program  was  a Symposium  on  Pain,  presented 
by  Dr.  David  W’ilson,  with  Dr.  Walter  Klingman, 
and  Dr.  Daniel  T.  ^^’atts  of  the  University  of  Vir- 
ginia. Edwin  H.-irper, 

Secretary. 

Montgomery  County  Medical  Society. 

The  fall  meeting  of  the  Society  was  held  at  Chris- 
tiansburg,  Virginia  on  November  5.  Twenty-five 
members  attended.  Dr.  Ford  Lucas  of  Blacksburg. 
President,  presided. 

Dr.  Dave  Phlegar  of  Blacksburg  gave  a report  of 
the  activities  of  the  House  of  Delegates  at  the  State 
Society  meeting  in  Richmond.  The  Film  “Without 
Fear”,  which  had  received  considerable  comment 
from  professional  groups,  was  shown. 

Four  new  members  were  elected  to  membership. 

Daniel  D.  Chiles, 
Secretary 

Hampton  Medical  Society 

Is  the  name  adopted  liy  the  old  Elizabeth  Cit}’ 
County  Medical  Society  at  its  meeting  at  Dixie  Hos- 
pital in  Hampton  on  November  24.  This  change 
was  made  as  there  is  no  longer  an  Elizabeth  City 
County,  this  having  been  consolidated  last  summer 
to  become  the  city  of  Hampton.  Dr.  Paul  J.  Parker 
and  Dr.  Robert  H.  Wright,  Jr.,  are  president  and 
'■'ecretary,  respectively.  Two  new  members  were 
elected  at  this  meeting. 
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Warwick-Newport  News  Medical  Society. 

At  a recent  meeting,  the  ^^'ar\vick  County  Medical 
Societ}’  changed  its  name  to  the  above  that  it  may 
conform  to  the  newly  established  governmental  units 
of  the  Peninsula.  The  officers  elected  for  1953  are: 
President,  Dr.  O.  Watts  Booth;  vice-president,  Dr. 
W.  H.  Kretz;  and  secretary-treasurer.  Dr.  W.  Ward 
-Vnderson.  All  are  of  Newport  News. 

Richmond  Academy  of  Medicine. 

At  the  meeting  of  the  .A.cademy  on  December  the 
9th,  Dr.  Guy  Horsley  presiding,  officers  were 
elected  for  the  coming  year,  these  to  take  office  at 
the  first  January  meeting.  Dr.  C.  L.  Outland  will 
succeed  to  the  presidency,  and  Dr.  Benjamin 
Rawles,  Jr.,  was  elected  president-elect.  Dr.  ^^’ellford 
C.  Reed  and  Dr.  J.  Robert  Massie  were  named  vice- 


presidents. Dr.  Linwood  Ball  and  Dr.  Charles  Nel- 
son were  selected  as  new  members  of  the  board  of 
directors. 

The  Wise  County  Medical  Society 

Met  at  Hotel  Norton  on  November  12,  in  a dinner 
meeting.  Twenty-nine  enjoyed  the  late  Wyeth  talkie 
on  the  recent  national  convention  of  the  Academy  of 
General  Practice  and  heard  fine  addresses  by  Dr. 
R.  N.  Shelly  on  “Some  Problems  of  the  .\cute  Ab- 
domen”, and  Dr.  D.  A.  Jones  on  X-ray  interpretation. 

Four  new  members  were  elected.  Drs.  C.  H Hen- 
derson and  E.  P.  Cox,  both  of  Norton,  were  elected 
to  the  Board  of  Censors,  succeeding  Drs.  L.  N. 
^^’aters  and  Dahar  Cury,  both  of  whom  are  taking 
additional  training  in  their  specialties. 

T.  J.  Tudor,  Secretary. 


NEWS 


National  Rural  Health  Conference  in  Roa- 
noke. 

The  Council  on  Rural  Health  of  the  American 
Medical  Association  looks  forward  to  holding  its 
Eighth  .Annual  National  Conference  on  Rural  Health 
at  Roanoke,  Virginia,  February  26-27-28.  In  mak- 
ing arrangements  for  the  meeting  we  have  already 
experienced  the  warmth  of  Southern  hospitality  for 
which  Virginia  and  the  region  is  famous,  ^^’e  have 
had  fine  cooperation  from  Dr.  John  Boyd,  Jr.,  Chair- 
man. Medical  Service  Committee,  Robert  Howard, 
E.xecutive  Secretary,  Edgar  .A,.  Fisher,  Jr.,  Director, 
Virginia  Council  on  Health  and  Medical  Care,  and 
many  others.  For  all  of  this  we  are  indeed  grate- 
ful. We  feel  assured  of  a full  measure  of  cooperation 
from  all  the  physicians  of  the  area  as  well  as  the 
lay  groups  and  with  this  the  final  success  of  the  most 
effective  rural  health  conference  yet  held. 

The  first  four  of  the  National  Conferences  on  Rural 
Health  were  held  in  Chicago  but  the  last  three  have 
been  held  out  in  the  regions  of  the  country,  one  at 
Kansas  City,  one  at  Memphis  and  the  last  one  at 
Denver.  We  do  this  so  that  we  may  gain  first  hand 
knowledge  of  the  health  problems  of  the  people  from 
those  who  live  in  the  areas.  We  seek  to  get  advice 
and  counsel  as  to  what  can  best  be  done  about  these 
problems.  There  is  always  a wealth  of  experience 
in  an  area  which  it  is  our  good  fortune  to  draw  upon. 


and  we  hope  the  physicians  of  Virginia  and  the  sur- 
rounding states  will  not  only  be  in  attendance  them- 
selves but  will  get  leading  farm  laymen  to  attend. 

Through  the  years  we  have  enjoyed  the  confidence, 
assistance  and  support  of  such  outstanding  farm 
organizations  and  agencies  as  the  American  Farm 
Bureau  and  its  constituent  state  organizations,  the 
National  Grange  and  its  affiliated  state  Granges,  the 
National  Milk  Producers  Federation,  the  Extension 
Services  of  the  Land  Grant  Colleges,  the  Farm 
Foundation,  and  the  .Association  of  Farm  Journal 
Editors,  ^^'e  hope  that  all  rural  groups,  whether 
cr  not  they  are  affiliated  with  one  of  the  above  groups, 
will  be  present,  and  physicians  can  help  us  by 
inviting  them.  We  would  especially  like  to  get  rural 
ministers  from  the  area. 

The  program  has  a minimum  number  of  speakers. 
These  who  will  speak,  however,  will  deal  with  im- 
portant topics  such  as  dental  health,  paying  for 
medical  care,  problems  of  prepayment  insurance, 
problems  of  health  and  medical  care  in  the  South, 
and  a recital  of  successful  experiences  from  people 
and  communities  across  the  nation  on  how  they  have 
solved  a particular  problem. 

There  will  be  ample  time  and  opportunity  pro- 
vided for  those  in  attendance  to  raise  questions  on 
state  problems.  In  fact,  there  has  been  almost  as 
much  time  provided  for  the  audienge  to  discuss  its 
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problems  and  to  make  suggestions  as  there  has  been 
set  aside  for  the  speakers. 

W'e  therefore,  thank  the  physicians  in  advance  for 
their  cooperation  in  getting  the  rural  leaders  to  at- 
tend the  conference  and  we  welcome  each  of  the 
physicians  to  be  with  us. 

F.  S.  Crockett,  iM.D.,  Chairman, 
Council  on  Rural  Health,  .1..1/..1. 

The  World  Medical  Association, 

In  conjunction  with  the  Pan  .\merican  Medical 
Confederation,  will  meet  in  Richmond,  April  2.1-25, 
with  headquarters  at  the  Jefferson  Hotel.  Dr.  Louis 
H.  Bauer,  jiresident  of  the  .\merican  Medical  Asso- 
ciation and  secretary-general  of  the  World  Medical 
.\ssociation,  is  calling  its  first  western  hemisphere 
conference  of  the  two  organizations.  H.  Robins 
Company,  Inc.,  of  this  city  has  made  a grant  in  sup- 
port of  the  conferences  on  the  occasion  of  its  75th 
anniversary  as  a maker  of  prescription  specialties. 
Open  house,  with  luncheon  at  the  dedication  of  the 
new  plant  of  this  Ccmpany.  will  add  to  the  pleasure 
of  those  attending  the  conferences.  Tours,  sight- 
seeing and  other  entertainments  in  Richmond  and  in 
nearby  places  will  add  to  the  interest  of  the  meetings. 
The  sessions  on  the  second  day  will  be  held  at  the 
Medical  College  of  Virginia. 

New  Dean  of  the  University  of  Virginia 
School  of  Medicine. 

Dr.  Thomas  Harrison  Hunter,  associate  dean  of 
Washington  University  School  of  IMedicine,  St.  Louis, 
Mo.,  has  been  selected  dean  of  the  Universit}’  of 
Virginia  School  of  Medicine  by  action  of  the  Board 
of  Visitors.  President  Colgate  W.  Darden  announced 
that  Dr.  Hunter  will  arrive  February  1,  1953,  to  fill 
the  position  which  Dr.  Vernon  W.  Lippard  has  re- 
signed to  become  dean  of  medicine  at  Yale  University 
from  which  he  graduated  in  1929. 

Dr.  Hunter  was  born  in  Chicago  and  educated  at 
Belmont  Hill  School  in  Boston  before  entering  Har- 
vard University,  where  he  majored  in  psychology  and 
received  an  A.  B.  degree  cum  laude  in  1935.  He  was 
awarded  a Henry  Fellowship  for  study  in  England 
where  he  attended  Cambridge  University  from  1935 
to  1938.  He  began  his  medical  studies  at  Cambridge 
and  in  his  third  year  transferred  to  Harvard  where 
he  received  an  M.  D.  degree  cum  laude  in  1940. 

At  Presbvterian  Hospital  in  New  York  Dr.  Hunter 


: crved  an  intern>'hip,  two  years  of  assistant  residency 
and  one  year  of  chief  residency.  He  began  his 
teaching  when  he  became  instructor  in  medicine  on 
the  staff  of  Columliia  University  in  1945. 

Seven  years  after  graduation  from  medical  school, 
in  September  1947,  Dr.  Hunter  was  appointed  as- 
sistant dean  of  the  Washington  University  School  of 
Medicine  and  assistant  jirofessor  of  medicine.  A year 
later  he  was  named  chief  of  the  medical  service  at 
Homer  G.  Phillips  Hospital  in  St.  Louis.  He  was 
appointed  associate  professor  of  medicine  in  July 
1951,  and  associate  dean  last  March. 

Dr.  Hunter  has  contributed  numerous  publications 
to  medical  journals  on  his  studies  of  subacute  bac- 
terial endocarditis  and  its  treatment  with  antibiotics. 
He  is  the  author  of  a chapter  on  endocarditis  in 
Cecil’s  Textbook  of  Medicine,  1951  edition. 

The  Watts  Hospital, 

Durham,  North  Carolina,  will  hold  its  tenth  an- 
nual Medical  and  Surgical  Symposium  on  February 
11  and  12,  at  the  Carolina  Theatre  in  that  city. 
There  will  be  a Clinico-Pathological  Conference  on 
the  first  morning  and  a Panel  Discussion  that  even- 
ing on  Gastritis  from  the  Viewpoint  of  Various  Spe- 
cialties. At  the  afternoon  session  on  the  first  day 
and  at  the  morning  and  afternoon  sessions  on  the 
second  day  various  subjects  will  be  discussed  by  out- 
standing men  from  different  sections  of  the  countr}-. 

Virginia  Council  on  Health  and  Medical 

Care. 

Aubrey  D.  Gates,  Field  Director  of  the  Council 
on  Rural  Health  of  the  American  IMedical  .Associa- 
tion will  be  the  guest  speaker  at  the  annual  meeting 
of  the  Virginia  Council  on  Health  and  Medical 
Care.  The  meeting  will  be  held  on  Monday,  Jan- 
uary 12,  1953  at  1 :30  p.m.  in  the  auditorium  of  the 
Richmond  Academy  of  Medicine.  It  is  hoped  that 
as  many  physicians  as  possible  will  be  able  to  attend 
this  meeting.  All  are  welcome. 

For  additional  details  please  contact  the  Virginia 
Council  on  Health  and  Medical  Care,  102  East 
Franklin  Street,  in  Richmond. 

Dr.  H.  Ward  Randolph, 

Formerlv  of  Richmond  but  who  has  been  living 
for  the  past  several  years  at  his  home  on  the  Great 
Wicomico  River  in  the  Northern  Neck,  has  returned 
to  Richmond  and  is  at  2904  Chamberla}ne  .Avenue. 
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Southern  Electroencephalographic  Society. 

Dr.  Lsatlore  S.  Zfass,  Richmond,  was  elected  pres- 
ident of  this  society  at  its  meeting  in  Miami  at  the 
time  of  the  Southern  Medical  A.'sociation  meeting. 
Dr.  Samuel  C.  Little  of  Birmingham,  was  elected 
vice-president,  and  Dr.  Don  Winfield  of  Memphis 
secretary-treasurer. 

The  Richmond  Chapter  of  The  American 
Heart  Association 

Will  sponsor  a symposium  on  Cardiovascular  Dis- 
ea.ses  to  be  held  on  the  afternoon  and  evening  of 
February  6,  1953  in  Richmond.  The  afternoon 
s]ieakers  will  be  Doctor  Gordon  B.  Myers  of  Detroit, 
who  will  speak  on  “The  Pitfalls  in  the  Electrocardio- 
graphic Diagnosis  of  Myocardial  Infarction”,  Doctor 
Robert  L.  Levy  of  New  York  City,  who  will  speak 
on  “The  Management  of  the  Patient  with  Coronar}’ 
Heart  Disease,”  and  Doctor  George  A.  Perera  of  New 
York  City,  who  will  speak  on  “Hypertension”.  The 
evening  siieaker  will  be  Doctor  Howard  B.  Sjirague 
of  Boston,  who  will  speak  on  the  general  subject  of 
heart  disease  with  the  presentation  designed  to  be 
of  interest  to  both  lay  and  professional  individuals. 
A cordial  invitation  is  extended  to  all  physicians. 

The  Virginia  Society  of  Ophthalmology  and 
Otolaryngology 

Plans  to  hold  its  next  meeting  at  the  Homestead, 
Hot  Springs,  Ya.,  May  4th  and  5th,  and  a pleasant 
meeting  and  excellent  program  will  be  enjoyed.  Dr. 
A.  D.  Morgan  of  Norfolk  is  president,  and  Dr.  G. 
S.  Fitz-Hugh  of  Charlottesville  is  secretarc^-treasurer. 

Assistant  Medical  Director,  Richmond  School 
Board. 

Dr.  George  G.  Ritchie,  Jr.,  of  Richmond,  has  been 
named  by  the  Richmond  City  School  Board  as  assist- 
ant medical  director  to  work  with  Dr.  C.  L.  Outland, 
director.  Dr.  Ritchie  is  a graduate  of  the  Medical 
College  of  Virginia,  class  of  ’50,  and  interned  at 
the  Medical  College  of  Virginia  Hospitals.  He  will 
be  on  a part  time  basis. 

Dr.  Harry  M.  Hayter, 

Abingdon,  captured  the  “challenge  bowl”  Nov'em- 
lier  28,  in  the  National  Foxhunters’  Association  show 
at  Gatlinsburg,  Tenn. 

Dr.  E.  G.  Gill, 

Roanoke,  by  invitation  addressed  the  New  Jersey 


Gph.thalmological  Societ}'  at  Princeton,  on  December 
4.  He  gave  an  illustrated  talk  on  Recent  Advances 
in  Cataract  Surgery. 

The  First  World  Congress  on  Fertility  and 

Sterility 

Will  be  held  on  May  25-31,  1953  at  the  Henry 
Hudson  Hotel  in  New  York  City.  This  Congress  is 
sjionsored  by  the  International  Fertility  Association 
with  the  cooperation  of  the  American  Society  for  the 
Study  of  Sterility. 

Twenty-three  scientific  sessions  are  to  be  held, 
which  will  embrace  the  entire  field  of  fertility  and 
and  sterility,  including  sessions  dealing  with  socio- 
economic factors,  psychosomatic  aspects,  and  arti- 
ficial in=emination.  The  sessions  will  be  conducted 
in  English,  French  and  Spanish,  with  the  use  of  ear- 
phones and  simultaneous  translations,  as  in  the 
United  Nations  meetings.  In  addition  to  the  scien- 
tific sessions  there  will  be  medical  round  table  dis- 
cussions, question  and  answer  periods,  scientific  ex- 
hibits and  motion  pictures. 

It  is  anticipated  that  1800  scientists  from  51  coun- 
tries will  attend  the  Congress,  making  it  the  world’s 
largest  medical  meeting  devoted  to  problems  of  re- 
production. This  Congress  will  facilitate  the  ex- 
change of  ideas  and  infomiation  among  doctors  from 
the  various  countries,  dealing  with  the  very  latest 
findings  in  fertility  studies. 

Since  seats  at  the  Congress  will  be  at  a premium, 
it  is  suggested  that  those  who  plan  to  attend  write 
as  soon  as  possible  to  the  Chairman  of  the  Local 
Arrangements  Committee,  1160  Fifth  Avenue,  New 
York  29,  New  York,  for  advance  registration. 

Motion  Pictures  Available  to  Local  and 

Other  Medical  Societies. 

The  Committee  on  Medical  Motion  Pictures  of 
the  American  Medical  Association  has  announced  the 
publication  of  a new  revised  film  list  which  includes 
78  medical  films  not  readily  available  from  other 
sources. 

This  list  is  available  for  distribution,  and  a copy 
may  be  obtained  by  writing  the  Committee  on  Med- 
ical Motion  Pictures,  American  IMedical  Association, 
535  North  Dearborn  Street,  Chicago  10. 

News  from  the  Medical  College  of  Vir- 
ginia, Richmond. 

Dr.  William  Branch  Porter,  Professor  of  Medicine, 
was  honored  on  October  23  by  his  former  residents. 
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in  founding  the  William  Branch  Porter  Society.  A 
scroll  presented  to  Doctor  Porter  read:  “In  recog- 
nition of  his  many  years  of  devoted  service,  unfail- 
ing interest,  and  inspirational  teaching  as  professor 
of  medicine  at  the  IMedical  College  of  Virginia,  we, 
his  former  residents,  honor  our  esteemed  teacher  . . . 
by  founding  the  William  Branch  Porter  Society.” 

Dean  John  B.  Truslow  and  Associate  Dean 
George  \\'.  Bakeman  of  the  school  of  medicine,  Dr. 
Kinloch  Nelson,  Director  of  Continuation  of  Educa- 
tion, and  Dr.  Edward  M.  Holmes,  Jr.,  Professor  of 
Community  iSIedicine,  attended  the  annual  meeting 
of  the  Association  of  American  Medical  Colleges  in 
Denver. 

Gifts  and  grants  since  July  1,  the  beginning  of  the 
fiscal  year,  total  $227,635.88. 

A number  of  faculty  members  attended  and  par- 
ticipated in  the  meetings  of  the  Southern  Medical 
Association  in  Miami  in  November. 

Postgraduate  Course  in  Diabetes  and  Basic 

Metabolic  Problems. 

The  first  Postgraduate  Course  in  Diabetes  and 
Basic  Metabolic  Problems  to  be  conducted  by  the 
American  Diabetes  Association  will  be  offered  under 
the  direction  of  Charles  H.  Best,  C.B.E.,  M.D., 
E.R.S.,  Director  of  the  Banting  and  Best  Depart- 
ment of  Medical  Research  of  the  Plniversity  of 
Toronto,  on  January  19,  20,  21,  1953,  at  the  P^ni- 
versity  of  Toronto,  Canada. 

Developed  by  the  Association’s  Committee  on 
Postgraduate  Education,  under  the  chairmanship  of 
Edward  L.  Bortz,  M.D.,  the  Course  will  have  as  its 
Clinical  Director,  Ray  E.  Earquharson,  M.B.,  Pro- 
fessor of  Medicine  of  the  University  of  Toronto,  and 
Andrew  L.  Chute,  M.D.,  Professor  of  Pediatrics  of 
the  University  of  Toronto,  will  act  as  Associate 
Clinical  Director. 

Over  thirty  lectures  and  round-table  discussions 
have  been  planned  as  well  as  a social  evening.  The 
Course  is  open  to  non-member  physicians  as  well  as 
members  of  the  American  Diabetes  Association,  but 
the  number  of  registrants  will  be  limited  to  100. 
Eees  are  $20  to  members,  $40  to  non-members.  De- 
tails of  the  three-day  program  and  registration  and 
hotel  information  may  be  obtained  from  J.  Richard 
Connelly,  Executive  Director,  American  Diabetes 
-Association,  11  West  42nd  Street,  New  York  36, 
N.Y. 


Dr.  F.  L.  McDaniel  Resigns. 

Dr.  McDaniel  has  resigned  his  position  as  assistant 
to  the  commissioner  of  the  State  Department  of  Men- 
tal Health  and  Hospitals  to  accept  a position  with 
the  Central  Inspection  Board  of  the  American  Psy- 
chiatric -Association.  He  had  served  for  the  past 
four  years  in  this  position  in  Dr.  Joseph  E.  Barrett’s 
Department. 

Dr.  John  T.  T.  Hundley, 

L)  nchburg,  immediate  past  president  of  The  Med- 
ical Society  of  Virginia,  will  serve  as  chairman  of  a 
special  150-member  committee  to  evaluate  and  inter- 
pret for  the  public  the  1952  “Study  of  Tuberculosis 
in  Virginia”.  Dr.  Roscoe  P.  Kandle,  former  field 
director  of  the  American  Public  Health  Association, 
who  has  been  directing  the  State-wide  survey  will 
prepare  a report  of  findings  and  a series  of  recom- 
mendations for  an  improved  tuberculosis  control  pro- 
gram in  the  State.  Dr.  Ennion  S.  Williams  of  Rich- 
mond heads  a 11 -man  steering  committee  which 
serves  as  a sort  of  board  of  directors  for  the  stud}'. 

Joint  Meeting  in  Atlanta. 

The  Atlanta  Graduate  Medical  Assembh’  and 
Southeastern  Section  of  the  American  College  of  Sur- 
geons will  meet  simultaneously  in  Atlanta  on  Eeb- 
ruary  23,  24,  and  25,  it  has  been  announced  by 
Dr.  Mark  S.  Dougherty,  Chairman  of  the  1953 
-A.G.M.-A.  meeting. 

Heading  the  arrangements  for  the  -American  Col- 
lege of  Surgeons  is  Dr.  William  G.  Hamm,  of  At- 
lanta. Reservations  for  this  joint  meeting  can  be 
made  by  writing  Airs.  S.  R.  Roberts,  E.xecutive  Sec- 
retary, Atlanta  Graduate  Aledical  Assembly,  15 
Peachtree  Place,  N.  W.,  Atlanta. 

Many  noted  guest  speakers  will  address  the  meet- 
ing and  symposia  and  important  medical  develop- 
ments will  be  presented.  The  completed  program  will 
be  announced  at  a later  date.  A.G.AI..A.  meeting 
acceptable  for  post-graduate  credit  by  -American 
Academy  of  General  Practice. 

Dr.  Dougherty  stressed  the  importance  of  early 
registration.  He  further  stated  that  the  registration 
fee  of  $10.00  will  be  refunded  up  to  one  week  prior 
to  the  start  of  the  meeting  if  notification  is  received. 

American  Medical  Association — Clinical  Ses- 
sion. 

4'here  was  a large  attendance  at  the  sixth  annual 
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clinical  session  of  the  A.M.A.  in  Denver,  December 
2-5,  and  the  scientific  exhibits  covered  a wide  range 
of  subjects.  Special  color  television  programs,  spon- 
sored by  Smith,  Kline  and  French,  were  given 
throughout  the  meeting. 

-As  for  the  past  five  sessions,  the  General  Prac- 
titioner of  the  Year  was  selected  from  the  names  sub- 
mitted by  the  various  State  societies.  Dr.  John  M. 
Travis,  seventy-five  year  old  physician  of  Jackson- 
ville, Texas,  was  named  for  this  honor. 

Essay  Contest. 

The  Mississippi  Valley  Medical  Society  announces 
its  annual  Essay  Contest — cash  prize  of  $100 — open 


to  members  of  the  American  IMedical  Association  who 
are  residents  and  citizens  of  the  United  States. 
Essays  are  to  be  submitted  not  later  than  May  1, 
1953.  Details  may  be  secured  from  Harold  Swan- 
berg,  M.D.,  Secretary,  Mississippi  Valley  ^Medical 
Society,  209-224  W.C.U.  Building,  Quincy,  Illinois. 

Offices. 

1 single,  1 suite.  Modern  with  all  conveniences. 
Ethical  ])ractice  only.  Excellent  location  in  central 
Vest  End.  Continuous  elevator  and  maid  service. 
Will  arrange  and  decorate  to  suit  tenant.  Very  mod- 
erately jmiced.  Telephone  3-7401  or  write  J.  P. 
Lambeth,  120  S.  Sixth  St.,  Richmond,  Va. 


OBITUARIES 


Dr.  James  Washington  Reed, 

\\'ell  known  general  practitioner  of  Norfolk,  died 
September  23.  Born  in  King  William  County,  Vir- 
ginia. he  was  educated  at  West  Point  .Academy  in 
Virginia,  William  and  Mary  College,  Rush  Medical 
School,  University  of  Illinois,  then  attended  the 
IMedical  College  of  Virginia,  where  he  graduated  in 
June  1912. 

He  interned  at  St.  Vincent’s  Hospital,  then  went 
to  .Appalachia  to  practice  medicine.  He  went  to 
Ocean  View  to  practice  in  1914,  where  he  continued 
to  practice  until  his  death.  From  1914  to  1917,  he 
served  as  Norfolk  Count}'  Health  Officer.  He  served 
on  the  Norfolk  City  Council  for  three  terms  and  was 
Mayor  of  the  City  from  1944  to  1946. 

He  was  active  in  church,  was  a member  of  Fra- 
ternal Organizations,  was  active  in  Civic  and  Com- 
munity activities  and  a member  of  his  local  and 
State  medical  societies. 

The  Norfolk  County  Aledical  Society  passed  the 
following  resolutions  on  his  death : 

Whereas  the  Profession  has  sustained  a great  loss. 

Be  It  Resolved:  That  we,  the  Members  of  the  Norfolk 
County  Medical  Society,  extend  to  his  family  our  deepest 
sympathy. 

Be  It  Further  Resolved:  That  these  resolutions  be 
recorded  in  the  minutes  and  copies  be  sent  to  the  family 
and  the  Virginia  Medical  Monthly. 

Committee:  W.  H.  Whitmore 
R.  M.  Reynolds 
C.  L.  Harrell,  Chairman 


Dr.  Robert  Washington  Sturgis, 

Norfolk,  who  had  been  active  in  medicine  for 
fifty-six  years,  died  on  November  17,  as  he  was  leav- 
ing his  home.  He  was  a native  of  the  Eastern  Shore, 
Virginia,  attended  \\'illiam  and  Alary  College,  and 
received  his  medical  degree  from  the  University  of 
Alaryland  in  1896. 

Following  thirty-three  years  of  private  practice,  he 
was  full-time  physician  with  the  Ford  Motor  Com- 
pany for  eleven  years.  Following  another  industrial 
position  with  the  Smith-Douglass  Fertilizer  Company 
for  six  years,  he  had  been  in  charge  of  the  Alobile 
Unit  of  the  Tidewater  Regional  Blood  Center  of  the 
.American  Red  Cross  from  its  beginning. 

He  was  a member  of  the  Norfolk  County  Aledical 
Societ}’,  The  Aledical  Society  of  Virginia  of  which 
he  was  also  a Life  member,  and  the  .American  Aled- 
ical  .Association. 

He  is  survived  by  his  wife,  his  married  daughter, 
and  a sister. 

The  Norfolk  County  Aledical  Society  adopted 
resolutions  of  appreciation  of  the  life  of  Dr.  Sturgis. 

Dr.  Reid  White,  Jr., 

Of  Lexington,  died  December  4,  in  a New  A’ork 
Hospital.  He  was  fifty-two  years  of  age  and  had 
graduated  in  medicine  from  the  University  of  Penn- 
sylvania in  1926.  .After  completing  his  internship  in 
Philadelphia,  he  returned  to  Lexington  and  practiced 
with  his  father  until  his  death  in  1931.  He  then 
became  physician  to  Washington  and  I.ee  UniversiW 
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which  position  he  held  until  his  retirement  on  ac- 
count of  his  health  last  summer.  He  served  in  the 
Army  Medical  Corps  for  two  years  during  World 
War  II.  His  wife  and  two  children  survive  him. 

Dr.  Burbridge  S.  Yancey, 

Prominent  internist  of  Harrisonburg,  died  Novem- 
ber 9 of  a coronary  occlusion.  He  was  fifty  years 
of  age  and  graduated  from  the  University  of  Virginia, 
School  of  Medicine  in  1926.  He  had  been  a mem- 
ber of  The  iMedical  Society  of  Virginia  for  twenty- 
five  years. 

Dr.  Elbert  B.  Talbot, 

Richmond,  died  November  IS  after  being  in  bad 
health  for  sometime.  He  was  seventy-one  years  of 
age  and  had  graduated  from  the  Medical  College  of 
^’irginia  in  1911.  Shortly  thereafter  he  joined  The 
^ledical  Society  of  Virginia.  His  wife  survives  him. 

Dr.  Basil  E.  Strode, 

Richmond,  died  November  26  at  Veterans  Hospital 
at  Kecoughtan.  He  was  si.xty-four  years  of  age  and 
a graduate  of  the  ^ledical  College  of  Virginia  in 
1912.  He  interned  at  New  York  hospitals  and  prac- 
ticed for  a time  in  .\mherst  County  before  locating 
in  Richmond.  He  saw  service  in  the  Army  Medical 
Corps  during  ^^’orld  ^^'ar  I.  He  is  survived  by  three 
sisters. 

Dr.  Benjamin  C.  Moomaw, 

Who  had  practiced  in  Roanoke  for  many  years, 
died  November  19,  at  the  age  of  seventy-eight.  He 
had  graduated  from  the  University  of  Virginia 
School  of  IMedicine  in  1899  and  was  a Life  member 
of  The  IMedical  Society  of  Virginia. 

Dr.  Albert  G.  Schnurman, 

Of  Roanoke,  died  August  21  after  an  illness  of 
several  months.  He  was  forty-one  years  of  age  and 
graduated  from  the  l^niversity  of  Virginia  in  1938. 
He  saw  service  in  the  U.  S.  Navy  during  World 
War  II  and,  on  his  return,  located  in  Roanoke.  He 
was  a member  of  The  Medical  Society  of  Virginia. 

Dr.  Edwin  L.  Hobson, 

Retired  physician,  formerl}'  of  Richmond,  died  at 
his  home  in  Goochland  County  on  October  8.  He 
was  eighty-three  years  of  age  and  a graduate  of  the 
former  L'niversity  College  of  ^ledicine,  Richmond, 
in  1895.  Surviving  are  two  brothers  and  two  sisters. 


Dr.  William  Willcox  Dunn, 

Who  died  at  his  home  June  19,  1952,  after  a pro- 
longed illness,  was  born  in  Petersburg,  Virginia,  Oc- 
tober 7,  1870.  He  attended  Colonel  Gordon  Mc- 
Cabe’s School  from  which  he  entered  the  University 
of  Virginia  for  his  pre-medical  course.  He  grad- 
uated from  the  College  of  Physicians  and  Surgeons 
in  New  York  in  1894.  Following  his  graduation  he 
did  e.xtensive  Post-graduate  work  in  Vienna  and 
London  and  upon  his  return  he  interned  at  the  Belle- 
vue Hospital  in  New  York  City.  He  passed  the 
Virginia  State  Board  June  1,  1898,  after  which  he 
located  in  Richmond  where  he  engaged  in  the  prac- 
tice of  medicine  and  surgery. 

He  is  survived  by  his  wife  who  was  tlie  daughter 
of  Dr.  Richard  Mcllwaine,  president  of  Hampden- 
Sydney  College  and  two  sons,  William  Willcox  Dunn, 
Jr.,  and  Richard  iMcIlwaine  Dunn. 

He  was  Associate  Professor  of  Surgery  at  the 
Lmiversity  College  of  Medicine.  He  was  a member 
of  the  Board  for  the  Retreat  for  the  Sick  Ho.spital 
where  he  spent  much  of  his  time  and  where  he  was 
much  beloved  by  the  Staff  and  those  he  worked  with 
over  a period  of  many  years.  He  was  a member  of 
the  American  Medical  .Association,  The  Medical 
Society  of  Virginia  and  the  Richmond  Academy  of 
Medicine. 

He  was  active  in  the  Selective  Service  work  during 
World  War  IT 

Paul  W.  Howle,  AI.D. 

B.  W.  Raavles,  M.D. 

Dr.  Grantland  S.  Miller, 

For  twenty  months  a practicing  physician  in  the 
Raven  and  Richlands  .section,  died  suddenly  Novem- 
ber 23.  He  was  a native  of  Georgia,  twenty-seven 
years  of  age,  and  graduated  in  medicine  from  the 
University  of  Georgia.  He  served  a while  in  the 
U.  S.  Navy  after  \\'orld  ^^'ar  IT  His  parents  sur- 
vive him. 

Dr.  Oswald  F.  Hedley, 

•A  member  of  the  Lb  S.  Public  Health  Service, 
who  made  his  home  in  .Arlington,  died  in  ^^’ashing- 
ton,  November  19.  He  graduated  from  the  Medical 
College  of  A’irginia  in  1928  and  had  served  many 
important  positions  in  the  Public  Health  Service. 
His  wife,  two  daugheters  and  his  mother  survive 
him. 
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^(^UR  prudent  and  assuring  explanations  will  help  — 
clearing  away  the  jungle  of  her  doubts  and  fears.  Then 
SuLESTREX  will  help — in  controlling  the  physical  symp- 
toms of  the  climacteric. 
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Years  of  search  have  given  you  Sulestrex — an 
odorless,  absolutely  pure,  crystalline  estrogen,  chemi- 
cally standardized  for  unvarying  hormonal  activity. 
Unexcelled — therapeutically  and  esthetically — these 
tiny  uncoated  tablets  will  never  insult  the  breath  or 
perspiration,  never  annoy  with  ' 'after- taste.  ’ 

A new  report  by  Reich  and  associates^  confirms 
and  extends  his  conclusions  from  his  pilot  study^ . . . 

“Piperazine  estrone  sulfate  (SULESTREX)  is 
a clinically  effective  oral  estrogenic  substance, 
easy  to  administer  and  extremely  well  tolerated. 
Its  action  is  accompanied  with  an  amazingly 
low  incidence  of  side  reactions.” 

175  patients  were  included  in  this  latest 
study,  50  of  whom  received  therapy  to  relieve 
postpartum  breast  engorgement. 

Make  your  own  test  — on  your  next 
menopausal  patient.  One  trial  will  give 
impressive  argument  for  this  newest  advance 
in  oral  estrogen  therapy.  Sulestrex  is  avail- 
able in  0.75-,  1.5-,  and  ^ nn  ^ 

3-mg.  grooved  tablets.  CUjlJDiX 
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feeding.  The  basic 
Dextri'Maltose 
product. 


Dextri-Mame 


Especially  indicated  for  pre- 
mature  infants.  Contains  50 
mg.  ascorbic  acid  per  ounce. 


designed  with  singleness  of  purpose 


Designed  and  manufactured  specifically  for  infant  formulas, 
Dextri'Maltose®  has  an  unequaled  background  of  successful  clinical  use. 
Safety  for  your  infant  patients  is  assured  by  the  dry  form  of 
this  carbohydrate,  meticulous  laboratory  control  at  all  stages  in  its 
manufacture,  and  hermetically  sealed,  key-opening  cans. 
Dextri'Maltose  is  palatable  but  not  sweet;  does  not 
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To  aid  in  counteracting 
constipation.  Contains  3% 
potassiunri  bicarbonate. 


create  a “sweet  tooth”  in  infants. 


Easily  measured  without  spilling  or  waste  and  almost  instantly 
soluble,  Dextri'Maltose  is  convenient  for  the  mother. 
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in  the  hands  of  the  physician 

Often  the  critical  evaluation  of  the  drug  to  be  administered  is  as 
important  to  the  patient’s  recovery  as  is  the  diagnosis  of  his  con- 
dition. In  each  case  correct  procedures  can  be  determined  only 
by  the  physician. 


Chloromycetin  is  eminent  among  drugs  at  the  disposal  of  the 
medical  profession.  Clinical  findings  attest  that,  in  the  hands 
of  the  physician,  this  widely  used,  broad  spectrum  antibiotic 
has  proved  invaluable  against  a great  variety  of  infectious 
disorders. 


The  many  hundreds  of  clinical  reports  on  CHLOROMYCETIN 
emphasize  repeatedly  its  exceptional  tolerance  as  demonstrated 
by  the  infrequent  occurrence  of  even  mild  signs  and  symptoms 
of  gastrointestinal  distress  and  other  side  effects  in  patients 
receiving  the  drug. 

Similarly,  the  broad  clinical  effectiveness  of  CHLOROMYCETIN 
has  been  established,  and  serious  blood  disorders  following  its  use 
are  rare.  However,  it  is  a potent  therapeutic  agent,  and  should 
not  be  used  indiscriminately  or  for  minor  infections— and,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made 
when  the  patient  requires  prolonged  or  intermittent  therapy. 
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GUEST  EDITORIAL 


Cooperation 

COOPERATION  plus  effort  is  the  key  to  success.  Cooperation  of  individuals  may 
be  likened  to  the  working  of  delicate  and  complicated  machinery,  as  a watch,  engines 
of  all  types,  or  rapidly  firing  guns.  Each  jiart  is  built  and  adjusted  to  work  together 
to  produce  a desired  result.  Improperly  adjusted,  all  parts  not  working  together, 
would  result  in  discord  and  confusion.  Suppose,  for  instance,  people  could  and  would 
work  together  harmoniously,  as  a watch  clicking  and  ticking  off  the  time  of  day;  then 
the  whole  world  would  be  changed  and  would  he  a wonderful  place  in  which  to  live. 

The  President  of  your  state  society  has  outlined  and  planned  a jjrogram  for  the 
coming  year.  The  full  cooperation  of  each  member  of  the  Council  and  members  of 
all  appointed  committees  is  essential  for  the  success  of  this  program.  He  cannot  do 
it  alone — it  requires  teamwork.  So  it  is  with  any  organization,  business  or  corjjoration ; 
if  those  in  charge  do  not  get  full  cooperation  of  all  those  under  him,  a complete  success 
cannot  be  obtained. 

There  was  a time  when  the  physician  was  considered  the  leader  in  every  community: 
in  religion,  in  education,  in  government,  and  in  the  profession.  But  he  is  rapidly  losing 
that  leadership.  He  is  still  the  best  educated  and  best  trained  man  in  the  community. 
He  is  not  losing  his  leadership  because  many  others  also  are  well  educated.  He  is 
losing  his  leadership  because  he  is  not  cooperating  to  the  fullest  extent  with  his  pro- 
fessional brethren,  and  with  other  members  of  the  community  to  promote  a Ijetter  and 
fuller  society.  I am  afraid  we  are  thinking  too  much  about  self  interests  rather  than  the 
interests  of  our  common  fellow  man.  Any  person  who  enters  a profession  primarily  for 
.self-interest  and  monetary  gain  has  missed  his  calling.  He  should  travel  the  road  alone. 
If  each  physician  lived  and  worked  according  to  the  professional  standards,  taught  by  our 
forefathers,  there  would  be  no  need  for  emergency  lists,  no  appeals  in  the  local  press  for 
a doctor.  There  are  enough  to  go  around.  No,  I am  afraid  we  are  looking  for  too 
easy  a seat.  Too  many  wish  to  be  specialists  and  get  to  the  top  of  the  ladder  too 
quickly.  We  are  not  willing  to  cooperate. 

We  should  cooperate  with  the  health  officer  of  our  community  by  re]X)rting  contagious 
diseases  promptly  in  order  that  precautions  might  be  taken  to  avoid  the  spread  of 
further  contagion.  I recently  visited  a community  where  a mild  form  of  infectious 
hepatitis  has  been  going  on  since  early  Spring.  The  physician  with  whom  I talked 
estimated  there  had  been  around  a hundred  and  fift\'  cases  in  that  town  and  surround- 
ing territory.  I was  told  not  a single  case  had  been  reported  to  the  state  board  of  health. 
The  physicians  in  charge  did  not  think  the  patients  sick  enough  to  report  This  was 
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lack  of  cooperation  with  those  in  authority.  I was  afraid  to  draw  blood  in  that 
commun't}’,  not  knowing  who  had  and  who  had  not  been  exposed. 

If  }'ou  live  in  a community  which  cooperates  with  the  Red  Cross  Blood  Program, 
give  them  \our  most  hearty  supi)ort.  The  free  availability  of  blood  contributes  much 
to  the  physician  in  helping  him  to  practice  better  scientific  medicine.  It  means  much 
to  those  who  are  sick  and  injured  to  lie  able  to  get  quickly  the  proper  amount  and  ty]X“ 
of  blood. 

Cooperation  is  the  key  to  success  no  matter  what  the  undertaking.  Cooperation 
should  not  necessarily  destroy  difference  of  opinion.  Difference  of  opinion  is  often 
the  spice  of  life  and  should  lead  to  more  unanimity  of  effort  and  success. 

Yes,  the  medical  profession  should  learn  to  work  together  for  the  betterment  of  the 
community  and  mankind  and  not  only  for  self  intere  t.  Then  and  only  then  may  we 
expect  to  become  leaders  in  society. 

C.  Lydon  Harrell,  M.D. 

Editor’s  Note;  Dr.  Harrell  of  Norfolk  is  a former  president  of  The  Medical  Society  of  Vir- 
ginia and  is  now  connected  with  the  American  Red  Cross  as  Director  of  its  Blood  Center  for  the 
I'idewater  Area. 


Physicians  Can  Sell  Americanisxi 

PROMOTING  a better  understanding  of  the  American  system  and  its  reasons  for 
success  is  a sound  way  to  combat  socialization  attempts.  One  Muncie,  Indiana  phy- 
sician has  outlined  a plan  telling  how  individual  doctors  can  plug  the  American  system. 

Dr.  Tail  G.  Alontgomery  calls  his  plan  of  action  “The  Physician  Sells  Americanism.” 
He  claims  that  his  plan  is  an  assembly  of  ideas  now  being  put  into  practice  by  phy- 
sicians in  his  area.  His  plan,  combining  public  education  and  public  relations,  includes: 

1.  Making  the  doctor's  waiting-room  a “School  for  Americanism”  with  pamphlets, 
clippings  and  cartoons  available  for  reading  and  on  display. 

2.  Siiending  an  extra  minute  talking  with  each  patient  and  giving  each  patient 
something  to  take  home — a pamphlet  or  a card  with  an  Americanism  slogan. 

3.  Joining  one  or  more  organizations  which  are  working  for  a better  understanding 
of  Americanism. 

Some  state  and  county  medical  societies  may  wish  to  help  their  physician-members 
promote  the  .American  way  of  life  by  making  pertinent  literature  available  for  dis- 
tribution. It  is  vital,  however,  that  such  literature  be  very  carefully  selected — so  that 
a well-meant  PR  project  does  not  backfire. 

The  PR  Doctor 
June  6, 1952 
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TREATMENT  OF  LEUKEMIA  AND  LYMPHOMA* 


Charles  L.  Crockett,  Jr.,  M.D., 

Roanoke,  Virginia, 

Donald  Shotton,  M.D., 
Lynchburg,  Virginia 
and 

Byrd  S.  Leavell,  M.D., 

University  of  V^irginia  Hospital, 
Charlottesville,  V^irginia 


In  recent  years  several  new  agents  have  been  de- 
N'eloped  and  employed  in  the  treatment  of  malignant 
diseases  of  the  blood-forming  organs.^’^’^’'*’®-®  Though 
these  newer  forms  of  treatment  are  encouraging  and 
represent  a definite  advancement  in  this  field,  they 
are  not  the  final  answer,  since  they  also  exert  an 
effect  on  normal  tissues  and  as  yet  are  not  specifically 
localized  to  neoplastic  cells.  The  latter  effect  is  one 
aim  of  present  cancer  research.  In  this  paper  we 
will  summarize  these  advances  and  indicate  how 
they  fit  into  present  day  management  of  leukemia 
and  lymphoma. 

In  Table  I those  diseases  which  have  a somewhat 
similar  course,  treatment,  prognosis,  etc.,  are  grouped 
together.  In  Table  II  we  have  classified  these 

Table  I 


Neoplastic  Diseases  of  the  Reticulo-endothelial  System 


1.  Leukemia  : 

1.  Acute 

Granulocytic 

Lymphocytic 

Monocytic 

( Myeloblastic) 

(Lymphoblastic) 

(Monoblastic) 

2.  Chronic  Granulocytic 

Lymphocytic 

11.  Lymphoma: 

1.  Giant  Follicle 

Lymphoma 

(Myelogenous) 

(Lymphatic) 

2.  Reticulum 

Cell  Sarcoma 

3.  Lympho- 

sarcoma 

4.  Hodgkin’s 

Paragranuloma 

Disease : 

Granuloma 

Sarcoma 

From  the  Dept,  of  Internal  Medicine,  University  of  Vir- 
ginia Hospital,  Charlottesville,  Virginia. 

*Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia  at  Virginia  Beach,  Virginia,  October,  1951. 


conditions  primarily  on  the  liasis  of  the  cell  t}pe 
involved  in  an  attempt  to  relate  the  solid  tumor  or 
Tabi.e  II 


Neoplasia  of  the  Reticulo-endothelial  System 


Cell  Origin 

Local  Tumor 

Growth 

Blood  Stream 

Dissemina- 

tion 

Granulocytic 

Chloroma 

Leukemia 

Acute 

Chronic 

Lymphocytic 

Lympho- 

sarcoma 

Leukemia 

Acute 

Chronic 

Plasmacytic 

Plasmacytoma  Multiple 

Myeloma 

Monocytic 

Reticulum 

Cell  Sarcoma 

Leukemia 

Acute 

Chronic 

? Hodgkin’s  Disease 

lymphoma  types ' to  those  manifested  primarily  by 
bone  marrow  and  blood  stream  invasion,  the  leuke- 
mias. In  Table  III  we  have  outlined  the  modes 
of  therapy  now  in  use. 

Table  III 

Therapeutic  Measures  in  Leukemia  and  Lymphoma 

1.  Irradiation: 

1.  X-ray 

2.  Radioactive  isotopes  (P"*') 

11.  Chemotherapy: 

1.  Fowler’s  solution 

2.  Urethane 

3.  Folic  acid  antagonists  ( Aminopterin : A-methop- 
terin) 

4.  Nitrogen  mustard  (H  N 2) 

III.  Hormones: 

1.  ACTH 

2.  Cortisone 

IV.  Supportive: 

1.  Transfusions 

2.  Antibiotics 
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Irradiation 

X-ray:  X-ray  remains  the  most  available  and 
often  the  most  effective  form  of  therapy.  Therapy 
is  usually  given  to  local  tumor  masses  in  doses  of  100 
to  300  r for  a total  of  1000  to  3000  r.  Local  irradia- 
tion to  the  spleen  in  doses  of  600  to  1500  r is  in- 
dicated when  splenomegaly  is  prominent.  Whole 
body  or  spray  irradiation  with  a total  series  dose 
of  50  to  100  r is  occasionally  used  and  gives  con- 
siderable body  ionization. 

Radioactive  Isotopes:  Radioactive  phosphorus 
is  the  most  effective  one  of  these  agents  in  use  at 
present.  P^-  accomplishes  its  effect  through  two 
mechanisms: 

1.  Phosphorus  metabolism  is  one  and  one-half  to 
two  times  as  great  in  tumor  as  in  normal  tissue. 

2.  Much  of  the  P^^  retained  in  the  body  is  even- 
tually deposited  in  cancellous  bone  where  it  may  de- 
liver radiation  to  the  bone  marrow. 

The  technique  of  P^-  therapy  must  be  individ- 
ualized and  the  amount  required  to  induce  a remis- 
sion initially  in  chronic  leukemia  is  five  to  fifteen 
millicuries  given  orally  or  by  vein,  preferably  the 
latter.  Dose  is  determined  by  the  leukocyte  count 
and  the  other  clinical  features.  E.xcessive  dosage 
will  result  in  extensive  bone  marrow  damage  and 
pancytopenia.  P^-  is  provided  by  the  Atomic  En- 
ergy Commission  to  approved  institutions. 

Chemotherapy 

Fowler's  Solution:  This  agent  has  been  used  in 
the  treatment  of  leukemia  since  1865  and  continues 
to  be  an  acceptable  method  of  treatment.  The  active 
agent  in  this  preparation  is  1 per  cent  arsenic  triox- 
ide, though  its  mechanism  of  action  is  unknown. 
Initial  dosage  should  be  4 to  5 minims  three  times 
daily,  gradually  increasing  to  an  effective  dosage 
which  in  some  cases  may  be  as  much  as  40  minims 
daily.  It  should  be  given  immediately  after  meals, 
well  diluted.  Nausea,  diarrhea,  herpes,  keratosis, 
cirrhosis  and  polyneuritis  are  the  toxic  effects  one 
may  encounter. 

Urethane:  This  chemical  is  a general  cytoplas- 
mic poison  which  inhibits  neoplastic  tissue  growth 
but  may  also  produce  bone  marrow  aplasia  and  toxic 
hepatitis.  L^nfortunately  the  production  of  anorexia, 
nausea,  vomiting,  and  diarrhea  in  many  patients 
limits  its  use.  Dosage  ranges  from  2 to  6 grams 
daily  in  enteric-coated  capsules.  The  leukocyte  count 


should  act  as  a guide  to  dosage  and  duration  of  the 
therapy.  It  may  also  be  given  intramuscularly  or 
intravenously. 

Folic  Acid  Antagonists : Several  substances  dif- 
fering only  slightly  in  chemical  structure  from  folic 
acid  have  been  developed  which  interfere  with  the 
normal  cellular  metabolism  of  the  hematojioietic  and 
gastro-intestinal  systems.  Folic  acid  is  apparently 
converted  to  a substance  “citrovorum  factor”  which 
is  probably  essential  for  purine  metabolism.  These 
chemical  antagonists  interfere  either  with  this  factor 
or  folic  acid  itself.  Aminopterin  and  A-methopterin 
are  the  drugs  that  have  been  most  widely  used. 
.\minopterin  is  given  intramuscularly  in  doses  of  0.5 
to  2.5  mg.  per  day  until  remission  is  achieved;  then 
maintenance  therapy  may  be  used  or  therapy  stopped 
until  relapse  occurs.  The  margin  between  successful 
depression  of  leukemic  proliferation  and  toxic  dosage 
with  fatal  hemorrhage  and  oral  or  gastro-intestinal 
tract  ulceration  is  very  narrow  and  these  drugs  are 
still  restricted  to  institutional  and  investigative  use. 
The  toxic  effects  may  be  blocked  with  folic  acid  or 
“citrovorum  factor”  but  the  antileukemic  effect  is  also 
obviated. 

Nitrogen  Mustard:  This  agent  is  an  outgrowth  of 
the  mustard  gas  used  in  World  War  I and  is  now 
widely  accepted  as  a valuable  adjunct  to  the  therapy 
of  Hodgkin’s  disease.  Methyl-bis  (Beta-chlorethyl) 
amine  hydrochloride  (HN2)  is  the  most  satisfactory 
of  several  forms  investigated  and  is  now  available 
commercially.  Upon  going  into  solution  and  being 
injected,  it  combines  with  body  tissue,  to  inactivate 
certain  enzyme  systems  and  produce  cellular  death. 

The  technique  of  administration  is  as  follows: 

(1.)  An  infusion  should  be  running  freely  in  the 
vein;  (2.)  0.2  mg.  of  HN2  per  kilogram  of  the 
patient’s  body  weight  is  dissolved  in  saline  and  in- 
jected into  the  tubing  of  the  infusion  immediately, 
since  the  effect  of  the  drug  is  dissipated  within  five 
minutes.  This  dosage  may  be  repeated  the  next 
evening,  since  the  usual  course  is  0.4  mg. /kilo. 
There  is  usually  transient  nausea,  vomiting,  and  diar- 
rhea. Bone  marrow  depression  occurs  between  the 
seventh  and  the  fourteenth  days  but  is  seldom  serious 
unless  there  was  preexisting  depression  of  the  mar- 
row, in  which  case  the  0.4  mg.  dosage  should  prob- 
ably not  be  used.  In  the  skin  it  will  produce 
necrosis. 
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Tricthylene  Melamine  ('TEM) : 'Fhis  substance 
resembles  nitrogen  mustard  chemically  and  in  its 
action  on  neoplastic  tissue.  It  has  the  advantage  of 
being  an  oral  preparation  with  ver\’  slight  gastro- 
intestinal disturbance,  but  is  more  dangerous  because 
bone  marrow  depression  is  more  profound  and  more 
prolonged.  Dosage,  therefore,  has  to  be  very  care- 
fully controlled.  We  give  5 to  10  mg.,  wait  a week, 
and  check  the  leukocvte  and  platelet  count,  par- 
ticularly before  giving  the  next  week’s  dosage.  Mod- 
erate therapy  may  be  conducted  over  prolonged 
|)eriods  with  the  dosage  adjusted  according  to  the 
j)atient's  tolerance  as  determined  by  blood  count. 

Hormones 

ACTH  and  Cortisone : Among  the  many  amazing 
effects  of  these  hormones,  their  effect  in  acute  leu- 
kemia may  be  as  striking  as  any.  Their  mechanism 
of  action  is  unknown,  but  it  does  not  appear  to  be 
through  general  tissue  toxicity  or  destruction.  Thus, 
if  one  obtains  a response  with  these  hormones,  in- 
stead of  suffering  bone  marrow  depression  and  tox- 
icity to  the  gastro-intestinal  tract,  the  patient  usually 
shows  a reticulocytosis  with  correction  of  anemia, 
return  of  leukocytes  and  platelets  toward  normal, 
and  a general  improvement  in  appetite,  weight  and 
morale. 

ACTH  is  given  25  mg.  every  six  hours  intra- 
muscularly; or  may  be  given  intravenously  over  an 
eight  hour  period  of  each  day  in  a dose  of  10  to 
20  mg.,  the  latter  method  being  more  economical. 
100  to  200  mg.  of  cortisone  per  24  hours  either 
intramuscularly  or  by  mouth  in  divided  dosage  may 
be  employed  and  for  maintenance  therapy  50  mg.  per 
day  orally  may  be  adequate.  Therapy  with  these 
hormones  should  be  given  until  a good  remission  is 
obtained  and  one  should  probably  treat  the  patient 
at  least  two  weeks  before  stopping  the  drug  because 
of  apparent  lack  of  response.  If  eosinophile  counts 
and  clinical  features  indicate  no  adrenal  response 
to  ACTH,  cortisone  should  be  tried.  The  chief 
toxic  effects  are  salt  and  water  retention,  blood 
pressure  elevation,  and  mental  disturbances.  They 
are  hazardous  to  use  in  the  presence  of  tuberculosis, 
peptic  ulcer,  cardiovascular  disease  and  known  emo- 
tional instability.  A low  sodium  diet  is  important 
and  supplementary  potassium  chloride  6 to  8 grams 
per  day  may  be  given  orally. 


SUPPORTH’E 

A discussion  of  the  management  of  these  diseases 
is  not  complete  without  mention  of  general  and  sup- 
portive measures.  Transfusions  should  be  u.sed  free- 
ly to  control  anemia  since  the  usual  hematinics  are 
of  no  value.  Splenectomy  is  indicated  in  the  occa- 
sional patient  who  has  a marked  acquired  hemolytic 
anemia  in  association  with  some  type  of  lymphoma 
or  chronic  lymphocytic  leukemia.  Antibiotics  have 
aided  considerably  in  the  control  of  infections.  Pro- 
tamine and  toluidine  blue  have  been  disappointing 
in  controlling  the  hemorrhagic  manifestations.  The 
psychological  management  of  patients  with  these  dis- 
orders is  extremely  important,  since  the  outcome  is 
inevitably  fatal  but  the  time  of  the  outcome  quite 
variable  and  most  difficult  to  predict  when  the  pa- 
tient is  first  seen. 

We  have  attempted  to  summarize  the  more  per- 
tinent facts  about  the  newer  therapeutic  agents  avail- 
able for  the  treatment  of  leukemia  and  lymphoma. 
The  role  that  these  agents  play  in  the  practical 
management  of  such  patients  is  becoming  fairly  well 
defined  now  and  in  the  ensuing  paragraphs  and 
Table  IV  we  will  outline  the  management  of  these 
specific  conditions. 

Table  IV 

Summary  of  Methods  of  Choice  in  Treatment  of 
Leukemia  and  Lymphoma 

1.  Acute  Leukemia : 

1.  ACTH  and  Cortisone 

2.  Folic  acid  antagonists,  in  children  only. 

11.  Chronic  Leukemia  : 

1.  Irradiation  (X-ray  and  P’’")  principal  form  of 
therapy. 

2.  Urethane,  TEM,  Cortisone  and  Fowler’s  adjunc- 
tive measures,  in  properly  selected  patients. 

III.  Myeloma: 

ACTH,  Cortisone  and  Urethane  sometimes  of  value. 

IV.  Lymphosarcoma,  reticulum  cell  sarcoma  and  Giant 

Follicle  Lymphoma: 

1.  X-ray  most  effective. 

2.  H N 2 and  T E M,  ACTH  and  Cortisone  occas- 
sionally  helpful. 

V.  Hodgkin’s  Disease : 

1.  X-ray  most  effective. 

2.  H N 2 and  TEM  also  effective  as  supplementary 
therapy. 

3.  ACTH  and  Cortisone  occasionally  helpful. 

Acute  Leukemia:  Therapy  of  this  condition  in- 
volves a certain  amount  of  j)hilosophical  considera- 
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tion.  Life  is  often  prolonged  several  months  and 
made  more  comfortable  with  therapy.  ACTH  and 
cortisone  are  certainly  the  agents  of  choice  and  remis- 
sions though  usuall}'  lirief,  may  be  expected  in  over 
half  the  patients  treated.  In  children,  aminopterin 
and  .\-Methojiterin  ma}-  be  used  and  over  50%  will 
go  into  a remission  of  one  to  over  24  months  in  a 
few  isolated  cases.  'I’he  toxic  manifestations  are 
often  severe,  however,  and  careful  watch  must  be 
kept  for  them. 

Chronic  l-(  iikeniia : We  induce  the  initial  remis- 
sion in  these  patients  with  P^-  or  x-ray.  If  their 
platelets  are  not  especiall}'  low  and  the  marrow  is 
cellular,  P^“  is  a quick,  simple,  inexpensive  wa}'  of 
treating  such  jiatients.  The  patient  is  spared  a long 
period  of  X-ray  therapy  with  its  attendant  reaction, 
unpleasant  effects,  and  greater  economic  factor.  On 
the  other  hand.  X-ray  to  large  nodes  or  a marked!}’ 
enlarged  spleen  may  be  jireferable  and  of  course 
more  generally  available.  One  may  get  long  remis- 
sions after  such  courses  of  therapy  or  one  may 
choose  to  tr}’  and  keep  the  disease  under  control 
without  relapsing  periods  by  giving  small  doses  of 
as  the  leukocyte  count  begins  to  get  to  the  100,- 
000  level;  or  by  giving  Urethane,  TEM,  or  occa- 
sionally Fowler's  over  a long  period.  Some  cases 
of  chronic  l}mphocytic  leukemia  in  older  persons 
are  quite  benign  and  require  little  or  no  treatment 
for  long  periods.  In  chronic  granulocyte  leukemia 
the  prognosis  is  usually  one  to  five  years. 

Multiple  Myeloma:  In  the  more  malignant  forms 
of  this  disease  characterized  by  heavy  marrow  in- 
filtration with  very  early  myeloma  cells,  we  prefer 
ACTH  or  cortisone.  In  those  forms  showing  more 
mature  plasma  cells,  good  results  are  often  achieved 
with  Urethane.  All  therapy  is  often  disappointing. 

Lymphosarcoma,  Reticulum  Cell  Sarcoma,  and 
Giant  Follicle  Lymphoma : These  conditions  are 
all  best  treated  by  X-ray.  When  they  become  re- 
fractory, some  of  these  jiatients  will  be  definitely 
benefited  by  HX"o,  TEM,  .-\.CTH,  or  cortisone.  The 
rare  cases  of  local  bowel  involvement  deserve  radical 
surgery  of  course. 

Hodgkin’s  Disease:  Our  plan  of  treatment  for 
[)atients  with  this  condition  is  to  give  them  a course 
of  nitrogen  mustard  or  use  X-ray  to  local  areas 
such  as  spleen,  peripheralynodes,  mediastinum,  etc., 
as  indicated  at  the  time  of  initial  diagnosis.  Sub- 
sequently. for  constitutional  s}’mptoms  such  as  fever. 


sweats,  and  pruritus  we  use  HXh..  .\s  definite  masses, 
or  splenomegaly  recur  we  use  X-ray  to  these  areas, 
often  in  combination  with  HN^  again.  As  the  pa- 
tient seems  to  become  refractory  to  these  measures, 
TEM  may  be  used  and  rarely  ACTH  or  cortisone. 
In  patients  who  have  only  cervical  adenopathy  when 
first  diagnosed,  radical  neck  dissection  may  be  at- 
tempted followed  by  HX2  and  X-ray.  This  is  par- 
ticularly worthwhile  if  the  histological  diagnosis  on 
the  biopsy  is  paragranuloma. 

Summary 

^^’ith  the  development  of  newer  agents  to  supple- 
ment X-ray,  there  has  been  definite  improvement  in 
the  overall  therapy  of  leukemia  and  lymphoma.  The 
prognosis  in  patients  with  chronic  leukemia  or  one 
of  the  lymphomas  ranges  from  a few  months  to  15 
or  20  years  and  so  one  must  not  adopt  a fatalistic 
attitude  toward  these  conditions  but  treat  them  ener- 
getically and  expectantly.  Lengthy  remissions  and 
prolongation  of  useful  life  will  often  be  the  result. 
It  is  necessary  that  in  all  of  these  conditions  general 
supportive  therapy  be  maintained  and  antibiotics 
and  transfusions  still  are  important  adjuncts  to 
therapy. 

Radical  surgical  excision  should  be  carried  out  if 
the  disease  is  thought  to  be  localized  and  is  accessible 
since  surgery  alone  offers  the  only  hope  for  a per- 
manent cure.  The  psychological  management  of 
patients  with  these  diseases  is  quite  important. 

Bibliography 

1.  Karnofsky,  D.  A.,  and  Burchenal,  J.  H. : Present  Status 

of  Clinical  Cancer  Chemotherapy.  Amer.  J.  Med. 
8:767,  1950. 

2.  Thorn,  G.  W.,  Forsham,  P.  H.,  Frawley,  T.  F.,  Hill, 

J.  R.,  Jr.,  Roche,  M.,  Staechelin,  D.,  and  Wilson, 
D.  L. : The  Clinical  Usefulness  of  ACTH  and 
Cortisone.  N.  Eng.  J.  Med.  242:783,  824,  865,  1950. 

3.  Second  Conference  on  the  Action  of  Folic  Acid  An- 

tagonists in  Acute  Leukemia  and  Other  Forms  of 
Disseminated  Cancer.  Children’s  Cancer  Research 
Foundation,  Boston,  March  11,  1950. 

4.  Rosenthal,  M.  C.,  Saunders,  R.  H.,  Schwartz,  L.  I., 

Zannos,  L.,  Santiago,  E.  P.,  and  Dameshek,  W. : 
The  Use  of  Adrenocorticotrophic  Hormone  and 
Cortisone  in  the  Treatment  of  Leukemia  and  Leu- 
kosarcoma.  Blood,  6:804,  1951. 

5.  Ross,  J.  F.,  and  Ebaugh,  F.  G.,  Jr.:  Current  Trends 

in  the  Management  of  the  Leukemias  and  the  Malig- 
nant Lymphomas.  Med.  Clin.  N.  Am.,  Sept.,  1381, 
1951. 

6.  Personal  observations. 


Fkhruaky,  195  a 


Virginia  Medical  Monthly 


73 


EXPERIENCES  WITH  THE  FEMORAL  HEAD  PROSTHESIS 
IN  RECONSTRUCTIVE  SURGERY  OF  THE  HIP* 

George  A.  Duncan,  M.D., 

and 

George  G.  Hollins,  M.D., 

Norfolk,  Virginia 


We  are  presenting  our  experiences  witli  a new 
method  of  treatment  of  ununited  fractures  of  the 
neck  of  the  femur  and  severe  arthritis  of  the  hi]). 
For  non-union  of  femoral  neck  fractures,  a wide 
variety  of  [irocedures  has  been  used,  ranging  from 
lione  grafting  through  many  varieties  of  osteotomies, 
to  reconstruction  jirocedures  such  as  the  Whitman, 
Brackett,  or  Colonna,  and  even  to  arthrodesis  of  the 
hip.  The  variety  of  procedures  itself  indicates  that 
the  results  are  not  uniformly  successful.  Further- 
more, the  post-ojierative  care  usual!}’  requires  pro- 
longed immobilization  which  is  not  desirable  in  the 
elderly  patients  who  have  the  vast  majority  of  these 
fractures. 

In  the  case  of  arthritic  hips  with  ankylosis  or 
severe  pain,  vitalliura  cup  arthroplasty  after  the  man- 
ner of  Smith-Petersen  has  been  successful  in  the 
hands  of  Smith-Petersen  but  many  others  have  been 
disappointed  in  their  results.  Furthermore,  the  op- 
eration, to  be  well  done,  is  {)rolonged  and  tedious, 
and  therefore  unsuitable  for  the  patient  who  is  only 
a fair  risk. 

The  first  experimental  work  on  a femoral  head 
prosthesis  was  done  by  Bohlman  in  1929.  In  1940, 
Bohlman  and  Moore  inserted  a vitallium  prosthesis 
for  a giant  cell  tumor  and  shortly  after  that,  Hudack 
and  IMcBride  did  similar  work.  Judet  and  Judet  in 
France  have  reported  on  over  400  cases  since  1946, 
done  for  fractures,  arthritis,  and  even  congenital 
dislocation  of  the  hip.  At  present  many  orthopae- 
dists are  designing  some  modification  of  a prosthesis. 
The  materials  used  range  from  vitallium  and  stain- 
less steel  to  acrylic  plastic  and  nylon. 

Types  of  Cases  Treated 

This  is  a report  on  12  hips  operated  upon  in  12 
patients.  Two  hips  were  operated  on  a second  time 
making  14  operations.  There  were  7 cases  of  frac- 
ture of  the  femoral  neck  and  there  were  5 cases  of 
chronic  arthritis.  Of  these  latter,  two  were  osteo- 

*This paper  presents  essentially  the  same  material 
shown  in  the  exhibit  offered  by  the  authors  at  the  annual 
meeting  of  The  Medical  Society  of  Virginia  at  Virginia 
Beach  on  October  7-10,  1951. 


arthritis,  one  was  a rheumatoid  arthritis,  and  two 
apjieared  to  be  arthritis  following  slipped  upper  fe- 
moral e})iphysis  and  avascular  necrosis.  The  two 
osteoarthritis  cases  had  motion  but  severe  pain,  mak- 
ing walking  difficult.  The  rheumatoid  arthritis  case 
had  bilateral  bony  ankylosis,  the  fourth  case  had 
fibrous  ankylosis  plus  pain,  and  the  last  had  some 
motion  l)Ut  severe  pain.  The  ages  ranged  from  16 
to  68.  There  were  three  females  and  two  males.  Of 
the  7 cases  with  fractures,  all  were  females,  ages 
53  to  74.  The  interval  following  the  original  frac- 
ture varied  from  6 weeks  to  1 1 months.  One  case 
never  had  any  treatment  for  her  8 months  old  frac- 
ture, and  6 had  Smith-Petersen  nail  fixation  which 
was  unsuccessful  because  of  non-union,  avascular 
necrosis,  or  just  extrusion  of  the  nail  with  displace- 
ment of  the  fracture. 

The  Prosthesls 

Five  different  types  of  prosthesis  have  been  used. 
.\11  were  metal,  either  stainless  steel  or  vitallium. 
Two  types  were  three  piece  with  a head,  stem,  and 
plate  to  be  fixed  to  the  shaft  with  screws.  These 
were  the  Jaenichen-Collison  (fig.  1)  which  was  used 
three  times,  and  the  Lorenzo  prosthesis  (fig.  2)  which 
was  used  one  time.  Both  of  these  are  stainless  steel. 
Three  types  were  one  piece.  One  of  the  modified 
Judet  prosthesis  (fig.  3),  has  a hemispherical  head 
with  attached  triflanged  stem  having  the  appearance 
of  a Smith-Petersen  nail  which  is  driven  in  retro- 
grade manner  down  the  femoral  neck  and  through 
the  lateral  cortex  of  the  shaft.  This  was  used  three 
times.  Another,  the  Fred  Thompson  prosthesis  (fig. 
4),  has  a head  which  is  fully  rounded,  a neck  sec- 
tion, and  a stem  which  is  smooth  and  curved  and  is 
driven  down  the  medullary  canal.  This  was  used 
five  times  but  had  to  be  removed  and  replaced  by 
another  type  in  two  cases  which  will  be  discussed  in 
more  detail  later.  These  latter  two  types  were  both  of 
vitallium.  The  third  one  j)iece  type  was  the  Eicher 
prosthesis  (fig.  5)  which  also  has  a fully  rounded 
head  and  a neck  section  but  the  intramedullary  stem 
is  heavier  and  flanged  to  prevent  rotation  in  the 
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Fig.  1. — Lorenzo  three  piece  prosthesis. 

medullary  canal.  This  type  is  stainless  steel.  It 
was  used  one  time  (in  our  last  case). 

The  Operation 

The  operation  varied  with  the  type  of  prosthesis. 
The  first  two  types  required  ( 1 ) e.xposure  of  both 
hip  joint  and  outer  surface  of  the  femoral  shaft  and 
(2)  a number  of  special  instruments.  The  latter 
three  types  required  only  exposure  of  the  hip  joint 
(except  for  a very  short  incision  for  removal  of  the 
Smith-Petersen  nail,  if  present)  and  the  operation 
could  be  done  without  special  instruments.  The 
operation  was  at  least  twice  as  long  with  the  three 
piece  types  as  with  the  one  piece.  The  joints  were 
exposed  in  2 cases  through  an  antero-lateral  in- 
cision but  the  other  10  were  done  through  the  Smith- 
Petersen  approach.  In  all  cases  the  femoral  head 
was  removed,  the  stump  of  the  neck  was  made  smooth, 
the  femur  was  brought  into  external  rotation  to 
receive  the  new  head,  and  a proper  size  head  was 
selected  and  attached  to  the  femur  in  the  manner 
indicated  for  the  type  of  prosthesis.  The  dislocation 
then  present  was  reduced  and  the  joint  capsule  and 
all  layers  of  the  wound  were  sutured.  In  no  case  was 
the  acetabulum  reamed,  although  reaming  was  con- 


sidered in  one  case.  An  associated  adductor  teno- 
tomy was  done  in  one  case.  In  5 cases  a plaster 
lioot  with  a cross  bar  was  applied  to  maintain  the 
leg  in  internal  rotation. 

In  regard  to  post-operative  care,  these  patients  were 
kept  in  bed  with  external  rotation  prevented  for  9 
to  10  days.  Then  a rope  and  pulley  were  fixed  from 
an  overhead  frame  with  a sling  to  allow  exercises 
of  abduction  and  some  flexion.  They  were  allowed 
up  in  a chair  at  about  2 weeks,  and  began  walking 
with  a walker  or  crutches  at  2 to  3 weeks. 

There  were  three  significant  complications.  Two 
resulted  in  failure,  necessitating  a second  operation. 
In  one  case  a longitudinal  fracture  of  the  neck 
occurred  in  dividing  it.  Although  this  was  fixed 
with  screws,  post-operative  X-rays  showed  that  the 
stem  of  the  jirosthesis  passed  out  through  the  frac- 
ture line  instead  of  remaining  in  the  medullary 
canal  and  the  head  was  too  large  to  fit  completely 
within  the  acetabulum.  In  another  case,  dislocation 
occurred  4 weeks  post-operatively.  Both  these  com- 
plications occurred  with  the  Fred  Thompson  intra- 
medullary stem  type  of  prosthesis  which  had  to  be 
removed  and  replaced  by  the  Jaenichen-Collison  three 
piece  type.  A third  complication  was  a fracture  of 


Fig.  2. — Jaenichen-Collison  three  piece  prosthesis. 
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the  femoral  neck  without  displacement  while  driving 
this  same  type  prosthesis  home.  This  delayed  par- 
tial weight  bearing  for  4 weeks  and  full  weight 
bearing  until  8 weeks  post-operative.  There  was 
also  one  hematoma  in  the  wound  which  drained  for 
about  5 weeks.  There  were  no  infections. 

Results 

Of  the  12  patients,  11  are  ambulatory.  One  of 
the  arthritic  cases  is  reported  to  be  confined  to  bed 
and  unable  to  return  for  follow-up  examination. 

The  7 fracture  cases  have  been  followed  2 to  1 2 
months.  The  one  which  dislocated  is  being  kept 
on  one  cane  and  one  crutch  at  6 months  post-opera- 
tive. The  most  recent  case  uses  one  crutch.  The 
other  5 are  able  to  walk  a short  di.stance  witliout 
cane  or  crutch,  but  one  was  using  a walker  and 
two  used  a cane  or  crutch  most  of  the  time.  One 
used  a cane  or  crutch  part  of  the  time.  Only  one 
usually  walked  without  any  support.  Three  had 
a mild  abductor  type  of  limp.  One  had  no  pain, 
and  six  had  mild  pain.  In  only  one  did  pain 
occasionally  interfere  with  sleep.  Three  had  good 
motion  and  four  had  fair  motion. 

Of  the  four  arthritis  cases  able  to  come  for  ex- 
amination, excluding  one  failure  confined  to  bed. 


Fig.  3. — Modified  Judet  type  one  piece  prosthesis. 


Fig.  4. — Fred  Thompson  intramedullary  stem  type  prosthesis. 


one  used  one  crutch  and  three  used  two  crutches. 
Two  had  good  motion  and  two  poor.  All  four  cases 
had  only  mild  or  occasional  pain. 

Discussion 

It  is  realized  that  the  period  of  follow-up  for 
these  cases  is  very  short  and  the  long  term  results 
are  unknown.  The  total  number  of  cases  is  not  large 
and  the  number  of  cases  of  each  type  of  prosthesis 
is  even  smaller.  Although  we  are  not  able  to  draw 
any  definite  conclusions,  there  are  certain  impressions 
which  we  have  received  so  far.  The  procedure  ap- 
pears to  be  especially  useful  in  the  elderly  hip  frac- 
ture unsuccessfully  treated  with  Smith-Petersen  nail 
fixation.  It  appears  to  leave  less  residual  pain  than 
most  of  the  older  procedures.  In  arthritic  hips,  it  is 
a much  easier  procedure  than  cup  arthroplasty.  It 
appears  to  result  in  less  pain,  but  we  have  not  been 
impressed  with  the  range  of  motion. 

In  regard  to  the  choice  of  prothesis,  we  have  had 
no  experience  with  the  plastic  or  nylon  types  whose 
principal  advantage  is  apparently  a certain  amount 
of  resilience  and  whose  disadvantages  are  invisibility 
in  X-rays,  and  unsuitability  for  heat  sterilization. 
The  one  piece  type  appears  to  be  by  far  the  most 
technically  simple  to  insert  and  therefore  appears 
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Fig.  5. — Eicher  intramedullary  stem  type  prosthesis. 


more  suitable  for  the  elderly  patient.  The  vitallium 
prostheses  also  have  the  advantage  of  being  light 
because  of  the  hollow  construction  of  the  head.  The 
modified  Judet  type  is  the  least  expensive  of  all 
five,  being  less  than  half  the  cost  of  some  of  the 
others.  This  one  is  especially  suitable  for  the  case 
in  which  adequate  length  of  neck  is  preserved  A 
prosthesis  with  a neck  section,  such  as  one  of  the 
intramedullary  stem  types,  is  preferred  for  the  man} 
fracture  cases  in  which  most  or  all  the  neck  has  been 


absorbed.  However,  one  of  these,  the  Fred  Thomp- 
son type,  appears  to  have  a tendency  to  rotate  in  the 
medullary  canal,  especially  when  the  head  is  forced 
back  into  the  acetabulum  at  the  close  of  the  opera- 
tion. The  three  piece  type  with  plate  and  screws  is 
difficult  to  insert,  is  expensive,  and  appears  to  have 
no  advantage  in  the  average  case.  It  may  have  a 
use  where,  for  some  reason,  the  one  piece  tyjies  can- 
not be  used,  as  for  instance  where  the  cortex  of  the 
neck  or  shaft  has  been  badly  fractured  during  the 
process  of  removing  an  arthritic  head.  It  is  well 
to  have  two  or  three  different  head  sizes  sterile  and 
ready  to  use  at  each  operation. 

In  regard  to  the  complications  encountered,  it  is 
felt  that  many  of  these  can  lie  avoided  li}'  proper 
selection  of  prosthesis  and  more  understanding  of 
the  problem. 

Summary 

I'his  has  been  a report  on  12  cases  in  which  a 
femoral  head  prosthesis  has  been  used  as  a new 
method  of  reconstructive  surgery  of  the  hip.  Seven 
cases  were  for  old  femoral  neck  fractures,  and  five 
were  for  arthritis  of  several  types.  Five  different 
types  of  metal  prosthesis  were  used.  .Although  the 
long  term  results  are  as  yet  unknown,  it  is  felt  that 
the  method  shows  promise  of  being  a valuable  ad- 
vance in  the  treatment  of  ununited  femoral  neck 
fractures  and  of  certain  types  of  arthritis  of  the  hip. 
The  one  piece  type  of  prosthesis,  either  the  modified 
Judet  or  the  intramedullary  stem  type,  appears  to 
be  preferable  to  the  three  piece  type.  A character- 
istic of  the  11  cases  which  could  be  followed  was  the 
uniformly  minimal  degree  of  pain. 
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THE  TETRALOGY  OF  FALLOT— 
Diagnosis  and  Surgical  Treatment 

Lewis  H.  Bosher,  Jr.,  M.D., 
Carolyn  M.  McCue,  M.D., 
William  E.  Pemdleton,  M.D., 

and 

Reno  R.  Porter,  M.D., 

Richmond,  Virginia 


Five  patients  with  the  Tetralog}-  of  Fallot  treated 
by  shunt  operations  compri.se  the  basis  for  this  re- 
port. These  patients  have  been  studied  in  the  Con- 
genital Heart  Clinic  of  the  Outpatient  Department 
of  the  IMedical  College  of  Virginia.  The  clinical 
features  and  diagnostic  aids  which  permit  the  dif- 
ferentiation of  this  condition  from  other  tyjies  of 
cyanotic  congenital  heart  disease  are  discussed.  These 
five  cases  illustrate  the  gratifying  palliation  which 
may  be  expected  from  surgical  treatment. 

Historic-Al 

Sandifort  in  1777  described  a boy  who  had  been 
“livid  since  he  was  a year  old.”  This  case  is  cited 
by  Peacock^  as  one  of  the  first  reports  on  this  type 
of  congenital  heart  lesion.  Peacock  in  his  book 
published  in  1866,  reported  18  cases.  Fallot",  two 
years  later,  described  in  detail  the  four  pathologic 
features  of  this  condition — pulmonary  stenosis,  over- 
riding aorta,  ventricular  septal  defect,  and  right 
ventricular  hypertrophy.  Maude  Abbott^  did  not 
classify  her  cases  exactly  according  to  Fallot’s  group- 
ing, but  she  described  151  cases  of  pulmonary  steno- 
sis in  her  report  on  1000  congenital  cardiac  lesions. 

This  syndrome  is  compatible  with  life  for  a num- 
ber of  years  unless  the  pulmonary  stenosi=  is  of  an 
extreme  degree.  Of  all  cyanotic  infants  who  survive 
the  first  year  of  life  more  than  half  will  fall  into 
this  group. 

The  fact  that  these  babies  do  well  in  utero  and 
have  no  cardiac  enlargement  at  birth  had  an  impor- 
tant bearing  on  the  development  of  the  shunt  opera- 
tion and  the  treatment  of  this  condition.  Taussig 
and  Blalock'*  appreciated  the  significance  of  the  patent 
ductus  in  relation  to  the  well-being  of  these  indi- 
viduals during  intrauterine  life  and  as  a result 
developed  an  operation  in  which  a systemic  vessel 

From  the  Departments  of  Pediatrics,  Medicine,  Anes- 
thesia, and  Surgery,  Division  of  Thoracic  and  Cardio- 
vascular Surgery,  and  the  Congenital  Heart  Clinic  of  the 
Virginia  State  Health  Department. 


was  used  to  shunt  Idood  to  the  lung  fields.  This 
was  in  effect  an  artificial  ductus.  These  authors 
first  descrilied  their  procedure  in  May,  1945.  In 
November,  1946,  Potts,  Smith  and  Gibson®,  by  using 
a special  clamp,  were  able  to  anastomose  the  pul- 
monary artery  directly  to  the  aorta.  Brock®’"  and 
more  recently  Glover  and  Bailey*  have  approached 
the  jiulmonary  stenosis  more  directly.  Entering 
through  the  wall  of  the  right  ventricle  they  perform 
a valvulotomy  or  an  infundibular  resection. 

Diagnosis 

The  clinical  features  result  from  the  diminished 
pulmonar}’  blood  flow  and  the  admixture  of  venous 
and  arterial  blood  in  the  systemic  circulation.  Cya- 
nosis is  almost  always  prominent.  This  dates  usually 
from  birth  or  the  first  few  months  thereafter.  Cya- 
nosis is  clearly  visible  in  the  nail  beds  and  mucous 
membranes  and  may  be  intense,  esiiecially  after 
exercise  or  crying.  Attacks  of  dyspnea  and  fainting 
are  not  uncommon  in  infants  and  may  be  initiated 
by  some  minor  incident,  such  as  feeding,  defecation, 
or  cr}-ing.  At  an  early  age  the  child  learns  that 
he  is  somewhat  relieved  by  squatting  and  that  the 
attacks  may  thus  be  aborted.  Often  as  the  ductus 
closes  at  a few  months  of  age  the  child’s  condition 
becomes  worse. 

Clubbing  of  the  extremities  results  from  the  oxy- 
gen unsaturation  of  the  arterial  blood.  It  may  be- 
come apparent  at  a few  weeks  of  age  but  is  usuall}- 
not  prominent  until  after  cyanosis  is  well  developed. 
The  small  build  of  the  child  and  the  slow  gain  in 
weight  roughly  parallel  the  degree  of  arterial  un- 
saturation. 

As  a result  of  secondary  polycythemia  thromboses 
are  common;  the  occurrence  of  this  complication 
emphasizes  the  importance  of  avoiding  dehydration. 
One  of  our  patients  developed  a right  hemiparesis  at 
four  months  of  age,  probably  due  to  a thrombosis. 

Table  1 illustrates  the  clinical  features  in  our 
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five  cases.  Three  cases  had  other  congenital  defects 
consisting  of  a bifid  thumb  in  one  case,  clubbed  feet 
in  another,  and  microcephaly  in  the  third. 

Table  1 

Synopsis  of  Clinical  Features 
Cyanosis — age I month  to  24  months 

first  noted 

Clubbing  noted 6 months  to  3 years 

Degree  of  Dyspnea severe  3 

moderate  2 

Paroxysms  Dyspnea yes  4 

no  1 

Retarded  Growth marked  2 

moderate  3 

Squatting  yes  4 

no  1 

EKG  Rt.  strain  3 

Rt.  axis  2 

In  the  Tetralogy  of  Fallot  the  total  heart  size  is 
usually  not  increased.  However,  hypertrophy  of  the 
right  ventricle  is  always  present  and  may  cause  some 
prominence  of  the  left  chest.  rough  systolic  mur- 
mur, often  with  a thrill,  is  found  at  the  second  left 
interspace.  The  pulmonic  second  sound  is  usually 
weak.  These  cardiac  findings  vary,  depending  on 
the  degree  of  pulmonary  stenosis  and  the  size  of  the 
septal  defect,  and  are  usually  not  as  important  in 
the  diagnosis  as  the  general  clinical  features,  radio- 
logic  and  laljoratory  studies. 

The  blood  picture  consistently  shows  a polycythe- 
mia with  red  blood  cell  counts  from  six  to  twelve 
million  and  with  a correspondingly  high  hematocrit. 

The  roentgenogram  of  the  chest  reveals  a heart  of 
about  normal  size,  usually  with  a concavity  in  the 
region  of  the  main  pulmonary  artery,  and  lung  fields 
which  are  abnormally  clear.  ^^Tth  fluoroscopic  study 
the  prominent  right  ventricle  is  well  seen  in  the  right 
anterior  oblique  position;  lung  fields  appear  quiet. 
The  aortic  arch  is  found  on  the  right  side  in  about 
twenty-five  per  cent  of  all  cases  and  ma}’  be  located 
by  its  indentation  of  the  esophagus  as  determined  by 
barium  swallow. 

The  electrocardiogram  consistently  shows  a right 
ventricular  preponderance  and  often  strain.  Peaked 
P waves  are  frequent.  T waves  will  depend  on  the 
condition  of  the  myocardium. 

-Arterial  o.xygen  saturation  as  determined  chem- 
ically or  by  the  oximeter  is  considerably  reduced  be- 
low normal  and  decreases  further  on  e.xercise.  -Ad- 
ministration of  100  per  cent  oxygen  liy  mask  pro- 


duces only  a slight  elevation  in  the  arterial  oxygen 
saturation. 

The  decholin  circulation  time  is  usually  shortened 
as  a result  of  the  over-riding  aorta  and  right  to  left 
intracardiac  shunt. 

Angiocardiography  may  yield  valuable  information 
in  the  differential  diagnosis  of  cyanotic  congenital 
heart  disease.  In  the  Tetralogy  of  Fallot  the  over- 
riding aorta  and  the  pulmonary  artery  fill  almost  si- 
multaneously. The  actual  stenosis  is  not  often  visual- 
ized. The  presence  and  size  of  the  pulmonary  ar- 
teries can  be  determined.  Angiocardiography  may 
be  v’ery  hazardous  in  the  poor  risk  patient  and  should 
be  used  only  to  clarify  the  diagnosis  or  to  help  the 
surgeon  determine  the  most  suitable  operative  pro- 
cedure. -Angiocardiography  was  used  in  one  of  our 
cases. 

Cardiac  catheterization  studies  indicate  an  in- 
creased pressure  in  the  right  ventricle.  If  the  cath- 
eter can  be  passed  through  the  stenosis  a decreased 
pressure  will  be  found  in  the  pulmonary  artery. 
Blood  oxygen  values  in  the  right  ventricle  exceed 
those  in  the  right  auricle,  thus  indicating  some  inter- 
mixing of  blood  through  the  interventricular  septal 
defect. 

Differential  Di.agnosis 

The  Tetralogy  of  Fallot  must  be  differentiated 
from  other  conditions  characterized  by  cyanosis.  In 
the  newborn,  atelectasis,  congenital  pulmonary  dis- 
ease and  occasionally  intracranial  hemorrhage  may 
cause  cyanosis.  Patients  with  Fallot’s  Tetralogy 
rarely  show  much  cyanosis  until  a few  weeks  or 
months  of  age.  By  that  time  the  diagnosis  of  con- 
genita] heart  disease  can  easily  be  established. 

^^’hen  pulmonary  atresia  exists  in  the  Tetralogy 
of  Fallot,  the  patient’s  condition  deteriorates  rapidly 
in  the  early  weeks  or  months  of  life,  as  the  ductus 
closes.  Onl}-  rarely  are  the  lironchial  collateral  ar- 
teries sufficient  to  maintain  life.  The  technical  dif- 
ficulties involved  in  the  creation  of  a shunt  for  these 
infants  are  great,  but  not  always  insurmountable. 

Pure  pulmonary  stenosis  without  the  over-riding 
aorta  or  ventricular  sejital  defect  but  often  with  an 
auricular  septal  defect  is  attracting  the  interest  of  the 
cardiologist  and  surgeon  since  it  is  also  an  operable 
lesion.  The  condition  is  characterized  by  a very 
large  heart  and  by  cyanosis  which  increases  as  the 
patient  grows  older.  -Angiocardiography  shows  de- 
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layed  emptying  of  the  right  ventricle  and  a prolonged 
opacification  in  the  post-stenotic  dilatation  of  the 
pulmonary  artery. 

In  Eisenmenger  complex  cyanosis  usually  begins 
in  adolescence.  The  lung  fields  appear  extreme!}’ 
full  and  the  main  pulmonary  artery  is  prominent  on 
the  roentgenogram. 

Transposition  of  the  great  vessels  causes  a large 
heart  and  deep  cyanosis  in  infancy.  Life  depends 
on  additional  congenital  lesions  such  as  septal  de- 
fects or  a patent  ductus.  Narrowing  of  the  great 
vessels  in  the  P.\  film  and  widening  of  the  supra- 
cardiac  shadow  in  the  lateral  view  strongly  suggest 
the  diagnosis  of  transposition.  .Angiocardiography 
may  jwovide  conclusive  information. 

•A  common  truncus,  a single  ventricle  or  non-func- 
tioning right  ventricle  are  rarer  congenital  defects 
associated  with  cyanosis  which  are  not  usually  com- 
patible with  life  for  more  than  a few  weeks. 

.Among  patients  in  the  cyanotic  group  who  sur- 
vive the  first  few  years  of  life,  the  Tetralogy  of 
Fallot,  pure  pulmonary  stenosis  with  an  auricular 
defect  and  Eisenmenger  complex  are  the  major  diag- 
nostic considerations. 

Surgical  Physiology 

The  major  physiologic  disturbances  in  the  Tetral- 
ogy of  Fallot  which  cause  ano.xemia  consist  of  a 
marked  reduction  in  pulmonary  blood  flow  and  a 
right  to  left  intracardiac  shunt,  through  which  a large 
quantity  of  venous  blood  is  released  into  the  systemic 
circulation.  The  volume  of  the  shunt  depends  on  the 
caliber  of  the  pulmonary  stenosis  and  the  extent 
of  over-riding  of  the  right  ventricle  by  the  dextro- 
posed  aorta.  Since  the  pulmonary  obstruction  limits 
any  increase  in  pulmonary  artery  flow  the  right  to 
left  intracardiac  shunt  is  enhanced  by  exercise  and 
other  factors  which  cau.^^e  an  increased  cardiac  output. 

Several  com])ensatory  phenomena  reduce  the  an- 
oxemia or  alleviate  its  effect.  The  polycythemia  of 
cyanotic  heart  disease  increases  the  oxygen  carrying 
capacity  of  the  blood.  A highly  desaturated  venous 
blood  is  returned  from  the  capillary  bed,  indicating 
greater  oxygen  extraction  by  the  tissues.  Bronchial 
and  other  mediastinal  arteries  inevitably  enlarge 
and  serve  as  collateral  pathways  to  the  pulmonary 
capillaries.  Strangely  enough  the  ductus  arteriosus 
usually  fails  to  remain  open  and  its  closure,  though 


somewhat  delayed,  may  precipitate  a crisis  in  the 
life  of  the  patient. 

From  a physiologic  standpoint  certain  requisites 
must  be  satisfied  before  a Blalock  or  Potts  shunt 
operation  can  lie  recommended  in  congenital  cyanotic 
heart  disease.  The  syndrome  of  the  Tetralogy  of 
Fallot  satisfies  these  requisites.  In  this  condition 
the  Iflood  flow  and  pressure  in  the  pulmonary  artery 
are  abnormally  low,  so  that  a systemic  to  pulmonary 
artery  shunt  may  be  expected  to  raise  these  values 
towards  normal  levels.  The  differential  in  pressure 
between  the  systemic  and  pulmonary  circuits  serves 
to  maintain  patency  of  the  anastomotic  lumen.  On 
the  other  hand,  the  Blalock  operation,  although  pos- 
sibl}’  improving  arterial  oxygen  saturation  somewhat, 
would  be  most  inappropriate  in  Eisenmenger  com- 
plex where  values  for  pulmonary  artery  blood  flow 
and  pressure  already  exceed  the  normal. 

.A  second  important  consideration  concerns  the 
degree  of  arterial  oxygen  desaturation  in  the  systemic 
circulation.  The  Blalock  operation  reduces  the  an- 
oxemia only  by  shunting  desaturated  blood  into  the 
pulmonary  bed  for  more  complete  oxygenation.  As 
an  example  of  a congenital  heart  lesion  with  greatly 
reduced  pulmonary  artery  blood  flow  which,  however, 
is  not  benefited  by  the  Blalock  operation,  one  may 
cite  isolated  pulmonic  stenosis  with  a closed  for- 
amen ovale.  Here  the  systemic  blood  is  completely 
oxygenated.  .Although  a shunt  increases  the  pul- 
monary flow  in  this  anomaly,  the  severe  obstruction 
to  the  right  ventricle  remains  unrelieved,  while  the 
burden  of  an  artificial  ductus  is  imposed  on  the 
left  heart.  Even  when  isolated  pulmonic  stenosis 
is  accompanied  by  a patent  foramen  ovale  or  an 
interauricular  septal  defect  with  anoxemia  resulting 
from  the  right  to  left  shunt,  the  Blalock  operation  is 
contraindicated  although  anoxemia  may  be  improved. 
The  resulting  increase  in  pulmonary  flow  causes  a 
rise  in  the  left  auricular  pressure  which  decreases  the 
right  to  left  intracardiac  shunt  and  leads  to  right 
heart  failure. 

Since  only  a portion  of  the  desaturated  systemic 
blood  can  be  diverted  through  the  pulmonary  circuit 
after  a shunt  operation  for  the  Tetralogy  of  Fallot, 
a normal  state  of  arterial  oxygenation  can  never  be 
attained.  Nevertheless,  with  a patient  at  rest  anox- 
emia is  greatly  reduced,  and  on  exercise  the  increased 
demand  for  oxygen  is  more  nearly  matched  as  the 
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flow  through  the  artificial  ductus  rises  with  increas- 
ing cardiac  output.  Although  slight  cyanosis  may 
be  observed  on  exercise,  patients  experience  a re- 
markable improvement  postojieratively  in  their  ex- 
ercise tolerance. 

Chief  criticism  of  the  Blalock  operation  has  fo- 
cused on  the  creation  of  an  artificial  ductus  which 
imposes  an  additional  burden  on  the  heart  without 
correcting  the  underlying  abnormalities.  The  serious 
potentialities  of  this  situation  cannot  be  denied,  but 
thus  far  the  reported  instances  of  heart  failure  fol- 
lowing operation  apparently  have  resulted  from  its 
use  in  atypical  cases  of  the  Tetralog}’  of  Fallot,  es- 
pecially in  the  presence  of  marked  dextroposition 
of  the  aorta,  or  in  incorrectly  diagnosed  cases.  The 
creation  of  an  over-sized  shunt  may  lead  to  pulmonary 
edema.  A long  period  of  observation  will  l>e  needed 
to  determine  whether  the  presence  of  the  ventricular 
septal  defect  and  over-riding  aorta  may  in  some 
manner  minimize  the  ill  effects  of  the  artificial  duc- 
tus. A few  instances  of  bacterial  endarteritis  at  the 
anastomotic  site  have  lieen  reported,  but  these  have 
res])onded  well  to  antibiotic  therapy.  Fortunately 
the  burden  of  the  shunt  is  reflected  chiefly  on  the  left 
heart  which  is  not  otherwise  strained  in  the  Tetralogy 
of  Fallot.  The  additional  work  load  assumed  by 
the  heart  manifests  itself  by  a moderate  degree  of 
enlargement  during  the  first  three  to  six  months 
postoperative!}’,  after  which  no  further  enlargement 
usually  occurs. 

Valvulotomy  and  Infundibular  Resection 

The  successes  obtained  by  pulmonar}’  valvulotomy 
in  the  treatment  of  isolated  valvular  pulmonary 
stenosis  have  stimulated  a few  surgeons  to  attempt  a 
direct  attack  on  the  site  of  obstruction  in  Tetralogy 
of  Fallot.  The  obstructing  diaphragm  of  valvular 
stenosis  may  readily  be  approached  through  the 
chamber  of  the  right  ventricle  and  incised  with  the 
proper  valvulotome  (Brock  operation j.  \Miereas  the 
obstruction  in  isolated  pulmonary  stenosis  is  usually 
valvular  in  tyjie,  this  situation  is  encountered  much 
less  frequently  in  the  Tetralog}’  of  Fallot,  perhaps  in 
not  over  thirty-five  per  cent  of  cases.  Other  ana- 
tomic types  of  pulmonary  stenosis  found  in  the 
Tetralog}’  of  Fallot  include  a subvalvular  stenosis 
high  in  the  ventricular  outflow  tract,  a low  sub- 
valvular stenosis  with  a large  infundibular  chamber 
intervening  between  the  stenosis  and  pulmonary 


valve,  hypoplasia  of  the  pulmonar}'  artery  with 
liicuspid  valve  and  a long  stenotic  muscular  channel 
in  the  outflow  tract.  More  than  one  site  of  obstruc- 
tion has  often  been  found. 

To  the  surgeon  who  is  tempted  to  try  the  direct 
attack  on  pulmonary  stenosis  but  wishes  to  maintain 
a respectable  mortality  rate  some  of  these  types 
present  a real  challenge.  Nevertheless,  in  suitable 
and  carefully  selected  cases  resection  of  sulivalvular 
stenosis  offers  the  decided  advantages  of  increasing 
the  pulmonary  flow  as  well  as  reducing  the  right  to 
left  intracardiac  shunt,  while  avoiding  an  artificial 
ductus.  It  should  be  pointed  out,  however,  that  the 
pathologic  situation  created  by  the  Brock  procedure 
closely  resembles  Eisenmenger  complex,  a condition 
in  which  the  life  expectancy  is  limited  to  twenty  or 
thirty  years.  The  degree  of  cardiac  enlargement 
occurring  soon  after  the  Brock  procedure  closely 
approximates  that  following  a shunt  procedure.  At- 
tempts to  select  suitable  cases  for  the  Brock  operation 
by  determination  of  right  ventricular  pressures  at 
multiple  levels  in  the  outflow  tract  after  cardiac 
catheterization  are  laborious  and  subject  to  many 
errors.  Two  other  methods  may  be  utilized.  An- 
giocardiography assists  the  surgeon  in  recognizing  in 
advance  some  of  the  valvular  stenoses  and  serves  to 
delineate  large  infundibular  chambers,  when  present. 
Cinefluorography  may  increase  the  accuracy  of  this 
diagnostic  measure.  Direct  inspection  at  the  operat- 
ing talde  of  the  pulmonary  outflow  tract  and  artery, 
the  direct  determination  of  pressures  and  instrumen- 
tal probing  provide  the  maximum  information  ob- 
tainable with  present  methods.  Discussion  of  this 
controversial  topic  will  not  be  carried  further  since 
in  all  of  our  cases  a shunt  was  constructed. 

Operatix'e  Indications 

The  prognosis  in  the  Tetralogy  of  Fallot  without 
treatment  is  extremely  bad.  Campbell''  has  pointed 
out  that  only  one  out  of  four  patients  survives  to  age 
fourteen  and  only  one  out  of  ten  to  age  twenty-one. 
The  disaliility  during  life  is  great.  The  indication 
for  relief  through  surgery  is  therefore  clear.  How- 
ever, surgical  treatment  should  not  be  undertaken  on 
children  under  two  years  of  age  unless  survival 
without  treatment  appears  extremely  unlikely.  The 
mortality  in  this  age  group  exceeds  twenty-five  per 
cent,  whereas  a mortality  well  under  ten  jier  cent 
mav  be  anticipated  in  jiatients  between  the  ages  of 
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three  and  twelve.  Likewise,  patients  with  the  Te- 
tralogy of  Fallot  over  twenty  years  of  age  are  usually 
e.xtremely  poor  surgical  risks.  Accurate  diagnosis 
in  the  newborn  and  young  infant  may  be  especiall}’ 
difficult.  The  develojiment  of  compensatory  phe- 
nomena such  as  polycythemia  and  collateral  circula- 
tion may  permit  the  patient  to  withstand  the  opera- 
tive procedure  better  at  a later  date.  The  technical 
problems  are  of  far  greater  magnitude  in  tiny  in- 
fants, and  vessels  of  adequate  size  may  not  be  avail- 
able for  anastomosis.  Growth  of  the  anastomotic 
lumen  is  restricted  by  non-absorbable,  continuous 
sutures  and  consequently  a shunt  which  seemed  ade- 
quate for  an  infant  may  prove  insufficient  in  later 
childhood.  This  constitutes  an  additional  reason 
for  delaying  the  op>erative  procedure  beyond  infancy, 
if  possible. 

The  shunt  operations  have  not  been  used  exclu- 
sively for  Tetralog}'  of  Fallot.  In  certain  cases  of 
tricuspid  atresia,  in  truncus  with  bronchial  arteries 
and  in  single  ventricle  associated  wdth  marked  pul- 
monary stenosis,  some  benefit  can  be  obtained  from 
the  operation. 

Preoperati\e  and  Operati\e  Management 

Patients  with  polycythemia  display  a considerable 
tendency  to  spontaneous  thrombosis.  In  the  pre- 
operative preparation  therefore,  adequate  hydration 
should  be  maintained  to  reduce  the  threat  of  post- 
operative thrombosis  in  the  brain  or  at  the  anas- 
tomotic site.  These  patients  frequently  exhibit  fever 
due  to  low  grade  pulmonary  infection,  and  admin- 
istration of  antibiotics  in  the  preoperative  period 
often  establishes  a normal  temperature.  Digitalis 
is  indicated  for  patients  with  evidence  of  cardiac 
failure.  The  presence  of  much  cardiac  enlargement 
or  of  failure,  however,  suggests  an  atypical  Tetralogy, 
isolated  pulmonary  stenosis,  or  some  other  type  of 
congenital  heart  disease  which  may  respond  unfa- 
vorably to  a shunt  procedure. 

Blood  loss,  unless  extreme,  should  be  replaced  by 
plasma,  since  the  decrease  in  polycythemia  reduces 
the  possibility  of  postoperative  thromliosis.  Hypo- 
tension and  shock  also  predispose  to  thrombosis  at 
the  anastomosis  by  decreasing  blood  flow  through 
the  shunt.  Prophylactic  anticoagulant  therapy  is  un- 
necessary and  dangerous,  however.  Only  in  the  event 
of  a cerebral  thrombo.sis  or  thrombosis  at  the  an- 


astomotic site  should  anticoagulant  therapy  be  in- 
stituted. 

Anesthesia 

Patients  with  the  Tetralogy  of  Fallot  present  se- 
rious anesthetic  problems.  Intelligent  handling  de- 
pends not  so  much  on  the  selection  of  a particular 
anesthetic  agent  or  technique  as  on  adherence  to  cer- 
tain general  principles. 

Preoperative  medication  is  most  important  and 
must  be  individualized  to  achieve  the  desired  purpose 
without  undue  depression.  The  children  must  be 
brought  to  the  operating  room  in  a drowsy,  calm 
state.  Because  of  their  low  cardiac  reserve,  they 
are  not  able  to  adjust  to  an  increased  demand  for 
oxygen  imposed  by  excitement,  crying,  or  increased 
metabolic  activit}'.  After  proper  sedation,  it  will  fre- 
quently be  noted  that  the  degree  of  cyanosis  is  some- 
what decreased,  due  to  the  lessened  demand  for 
oxygen. 

Anesthesia  must  be  induced  quietly  and  smoothly 
so  as  to  avoid  anoxia  which  might  result  in  increased 
susceptibility  of  the  myocardium  to  severe  arrhythmias 
and  other  difficulties  during  the  operative  procedure; 
anesthesia  must  be  maintained  by  a means  which 
allows  the  administration  of  a high  percentage  of 
oxygen.  The  technique  must  allow  rapid  control 
of  the  depth  of  anesthesia  and  lung  expansion  and 
must  provide  adequate  ventilation.  At  certain  times 
during  the  operative  procedure  complete  control  of 
the  patient’s  respiration  must  be  assumed  to  provide 
proper  working  conditions  for  the  surgeon.  Hyper- 
thennia  has  been  observed  in  many  children  under- 
going surgery;  in  these  patients  it  is  mandatory  to 
avoid  any  elevation  in  body  temjierature.  This  can 
be  accomplished  by  the  use  of  ice  packs  or  a water 
mattress  to  cool  the  patient.  Adequate  means  for 
intravenous  administration  of  drugs,  fluid,  plasma, 
and  blood  must  be  available.  Control  of  arrhythmias 
which  may  result  from  anoxia  or  from  increased 
vagal  tone  is  accomplished  by  the  slow  infusion  of 
procaine  intravenously  as  a prophylactic  measure. 
When  an  arrhythmia  or  bradycardia  does  develop, 
atropine  in  appropriate  doses  is  given  intravenously 
or  several  hundred  milligrams  of  pronestyl  are  given 
slowly.  During  all  the  important  phases  of  the 
procedure,  continuous  electrocardiographic  tracings 
yield  valuable  information  as  to  the  cardiac  status. 
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Presentation  of  Cases 

The  technical  procedures  utilised  in  the  five  cases 
in  our  series  are  summarized  in  Table  2.  No  cases 


Table  2 

Operative  Procedures 


Name 

Age 

Location  of 

Aortic  Arch 

Shunt 

B.A. 

5 

R 

Subclavian  to  left 
pulmonary  artery 

H.E. 

6 

L 

Aorta  to  left 
pulmonary  artery 

M.R. 

3 

L 

Subclavian  to  left 
pulmonary  artery 

R.B. 

12 

R 

Subclavian  to  left 
pulmonary  artery 

R.K. 

10 

L 

Subclavian  to  left 
pulmonary  artery 

needing  surgery  liave  been  denied  operation  because 
of  the  potential  risk  involved.  There  have  been  no 
deaths,  but  the  youngest  jxitient  requiring  surgery 
was  three  years  of  age,  a circumstance  which  un- 
doubtedly contributed  to  the  favorable  results. 

No  serious  operative  or  postoperative  complica- 
tions were  encountered.  However,  one  patient  (B.A.) 
develcjied  an  ascending  thrombophlebitis  in  the 
saphenous  vein,  originating  at  the  site  of  phlebotomy. 
This  was  controlled  by  heparinization  for  ten  days 
beginning  on  the  seventh  postoperative  day.  An- 
other patient  (M.R.)  developed  a fever  of  103  de- 
grees on  the  sixth  postoperative  day,  which  failed 
to  respond  immediately  to  antibiotics  and  for  which 
heparinization  was  undertaken  on  suspicion  of  a 


svndrome,  a complication  frequently  encountered 
after  mobilization  of  the  subclavian  artery,  A third 
patient  (R.B.),  with  hemiparesis  since  four  months 
of  age,  exhibited  convulsions  on  the  fir  t postopera- 
tive da)’.  The  immediate  response  to  dilantin  ther- 
apy led  us  to  believe  that  these  as  well  as  the  pre- 
operative attacks  were  primarily  epileptic  in  type. 
No  additional  neurologic  deficit  was  noted  subse- 
quently. H.  E.  had  advanced  dental  caries.  He 
underwent  complete  dental  extraction  before  dis- 
charge to  reduce  the  threat  of  bacterial  endarteritis 
from  dental  sepsis. 

In  general,  the  clinical  improvement  in  these 
children  has  been  extremely  gratifying.  From  the 
standpoint  of  growth,  nutrition,  exercise  tolerance, 
degree  of  anoxemia,  and  personality  changes,  the 
results  have  been  judged  as  excellent  in  four  and 
good  in  one.  Several  of  the  children  now  play  ac- 
tively in  a manner  which  appears  entirely  normal 
for  their  age.  The  changes  in  weight,  red  blood 
cell  count,  hemoglobin  concentration,  and  cardio- 
thoracic  ratio  are  tabulated  in  Table  3.  In  the 
majority  a significant  gain  in  weight  has  occurred. 
In  three  patients  the  red  blood  cell  count  and  hemo- 
globin levels  are  now  approximately  normal.  In 
the  two  patients  (B.A.  and  R.K.)  with  the  greatest 
degree  of  anoxemia  preoperatively  slight  cA’anosis 
and  polycythemia  are  still  present. 

Cardiac  enlargement  has  occurred  in  all  patients, 
but  is  considered  of  moderate  degree  in  four.  In 
H.  E.,  however,  the  cardiothoracic  ratio  is  now  fifty- 
nine  per  cent,  a value  which  was  reached  within 
three  months  after  operation.  Because  of  this  cardiac 


Table  3 

Postop.  Cardio- 


Name 

Age 

interval 

(mos.) 

Weight 

Preop.  Postop. 

Red  Cell  Count 
Preop.  Postop, 

Hemoglobin 
Preop.  Postop. 

thoracic  ratio 
Preop.  Postop. 

Clinical 

Result 

B.A. 

5 

16 

34 

42 

9.3 

5.9 

24.0 

15.6 

52 

55 

Excellent 

H.E. 

6 

13 

34 

36 

6.5 

4.3 

21.5 

12.8 

52 

59 

Good 

-M.R. 

3 

10 

24 

28 

6.2 

4.8 

18.0 

14.8 

52 

54 

Excellent 

R.B. 

12 

8 

81 

88 

7.4 

4.7 

20.5 

14.0 

50 

56 

Excellent 

R.K. 

10 

6 

63 

70 

9.0 

5.8 

28.0 

17.0 

48 

53 

Excellent 

septic  thrombophlebitis.  The  fever  subsided  within 
a few  days.  The  cause  of  the  fever  remains  unde- 
termined, although  probably  of  jjulmonary  origin. 
The  patient  now  represents  one  of  our  best  results, 
d’his  ])atient  also  developed  a transient  Horner’s 


enlargement  and  because  of  the  patient’s  failure  to 
gain  weight  adequately,  the  clinical  result  has  been 
rated  as  good  only.  I'he  relief  of  anoxemia  has 
been  as  striking  in  this  case  as  in  the  others.  A 
slight  anemia  now  existing  in  this  patient  may  be 
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of  dietary  origin  and  related  to  his  edentulous  state. 

The  prognosis  of  these  and  similar  patients  must 
be  guarded.  The  immediate  results  of  palliative 
surgery  appear  to  justify  this  method  of  treatment. 
There  is  an  increased  quantity  of  oxygenated  blood 
available  to  these  individuals  and,  as  a consequence, 
there  is  less  disability  and  a greater  tolerance  for 
activity.  It  is  obvious  that  a severe  disturbance  in  . 
the  circulation  still  exists  after  operation,  which  in 
no  sense  produces  a cure.  However,  the  patients 
are  improved  and,  as  such,  pursue  a relatively  nor- 
mal existence  and  become  less  of  a burden  to  their 
parents.  Only  time  will  tell  the  ultimate  benefits 
of  this  procedure.  It  seems  reasonable  to  assume 
that  the  impairment  in  the  circulation  will  reduce 
or  postpone  the  fatal  complications  usually  encoun- 
tered in  this  disorder  and  thus  increase  the  life  ex- 
pectancy of  these  individuals. 

SUMM.ARY" 

1.  The  diagnostic  features  and  surgical  physiology 
characteristic  of  the  Tetralogy  of  Fallot  are  dis- 
cussed. 

2.  The  surgical  management  of  this  condition  is 
considered. 

3.  Five  cases  are  presented  which  illustrate  the 
gratifying  results  which  may  follow  systemic  to 
pulmonary  artery  shunt  operations. 
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PR  Tip  of  the  Month 

Psychologically  there’s  a jagged  break  in  the 
ideal  doctor-patient  relationship  when  a patient  with 
a minor  ailment  is  dispatched  with  a prescription 
after  one  visit  to  the  doctor.  “How  can  the  doctor 
tell  whether  the  medicine  helped  me  or  not?”  won- 


ders the  patient.  Manx-  doctors  solve  this  problem 
by  handing  such  patients  self-addressed  postcards 
and  asking  them  to  report  on  their  condition  in  a day 
or  two.  It’s  a friendly  “let  me  hear  from  you” 
gesture. 
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TRANSORBITAL  LOBOTOMY 

IN  REFRACTORY  EMOTIONAL  AND  MENTAL  DISORDERS— 

Report  o£  50  Lobotomies* 

Edwin  J.  Palmer,  ]\I.D.,  F.A.P.A., 

Roanoke,  V'irginia 


I'ransorbital  lobotomy  is  neither  a substitute  nor 
a replacement  for  the  shock  therapies,  as  the  effec- 
tiveness of  these  methods  remains  unquestioned.  , 
There  is,  however  a residuum  of  chronic  emotional 
and  mental  disorders  refractory  to  these  usual  ther- 
apies in  which  psychosurgery  and  in  particular  the 
transorbital  lolrotomy  may  be  quite  helpful. 

Psychosurgery  in  its  progress  has  seen  numerous 
techniques  evolve,  notably  the  various  modifications 
of  the  prefrontal  lobotomy,  gyrectomy,  topectomy, 
thalamotomy,  cortical  undercutting,  and  the  transor- 
bital lobotomy.  In  common,  the  objectives  of  these 
various  techniques  has  been  the  identification  of  the 
cortical  area  association-projection  units  that  mu=t 
be  ablated  or  functionally  modified  in  order  to  al- 
leviate the  symptoms  of  emotional  and  mental  illness 
and  at  the  same  time  not  be  accompanied  by  serious 
danger  to  the  intellect,  personality,  or  life  of  the 
individual. 

The  transorbital  lobotomy  meeting  these  require- 
ments was  first  performed  by  Fiamberti  in  19371 
and  later  in  1946  introduced  into  the  American  field 
of  psychosurgery  by  Freeman^.  Freeman’s  1949 
modification  of  the  transorbital  lobotomy,  accom- 
plished “by  means  of  a new  twist  termed  the  deep 
frontal  cut’"^,  at  once  extended  the  anatomical  limits 
of  the  operation  and  significantly  increased  its  clin- 
ical effectiveness. 

Relief  from  the  disturbing  psychopathological 
symptoms  is  brought  about  in  this  operative  pro- 
cedure by  the  interruption  of  the  continuity  of  a 
satisfactory  percentage  of  thalamofrontal  projection 
fibers  underlying  areas  9 and  10  of  the  prefrontal 
cortex  as  well  as  those  entering  the  cortex  of  the 
orbital  surface  of  the  frontal  lobes.  It  is  in  this 
manner  that  the  subcortical  emotional  and  autonomic 
centers  are  protected  from  cortical  ideational  bom- 
bardment. 

*Read  in  part  before  the  Staff  Meeting,  Lewis  Gale 
Hospital,  Roanoke,  Va.,  December  20,  1950. 

Read  before  the  Staff  Meeting,  Shenandoah  Hospital, 
Roanoke,  Va.,  March  20,  1952. 

Read  before  the  Veterans  Hospital  Neiiropsychiatric 
Seminar,  Veterans  Hospital,  Roanoke,  Va.,  .\pril  28,  1952. 

Read  before  the  Sullivan-Johnson  County  Medical  So- 
ciety Meeting,  Bristol,  Tenn.,  May  7,  1952. 


The  transorbital  approach  to  lobotomy  academi- 
cally and  practically  appears  to  be  the  psychosurgical 
technique  of  choice  because  it  is  effective,  simple, 
safe;  is  relatively  free  of  complications;  does  not 
seriously  impair  the  individuals  initiative,  drive  or 
intellect^'®;  or  require  lengthy  periods  of  hospitaliza- 
tion and  extensive  postoperative  rehabilitative  ef- 
forts. Further,  the  technicalities  of  technique,  per- 
sonnel and  equipment  no  longer  offer  serious  ob- 
stacles in  serving  the  individual  patient,  as  the 
transorbital  lobotomy  may  be  performed  by  a doctor 
of  medicine  trained  in  the  care  and  treatment  of 
nervous  and  mental  disease  who  has  studied  in 
the  laboratory  the  anatomy  of  the  frontal  lobes  and 
their  relationship  to  the  orbits®.  The  over-all  mor- 
tality rate  from  transorbital  lobotomy  is  less  than 
two  per  cent.  Postoperative  epilepsy  has  not  been 
reported.  The  activities  of  the  ordinar\-  home  are 
sufficient  and,  in  the  majority  of  cases,  preferable 
in  bringing  about  a restitution  of  acceptable  social, 
economic,  and  biological  functions. 

The  transorbital  technique  has  greatly  facilitated 
the  handling  of  certain  psychoses,  incapacitating 
psyclioneuroses,  and  cases  of  intractable  pain.  Specifi- 
cally, the  operation  is  recommended  when  other 
indicated  therapies  have  failed  to  alleviate  such 
conditions  as  schizophrenia,  the  manic  depressive 
psychoses,  paranoid  states,  involutional  melancholias, 
and  severe  incapacitating  psychoneuroses.  Contrain- 
dications include  alcoholism,  constitutional  psycho- 
pathic states,  and  psychoses  with  organic  brain  dis- 
ease. 

A favorable  result  may  be  expected  in  those  cases 
showing  overt  or  symbolized  anxiet}',  either  as  ex- 
pressed by  autonomic  overactivity,  or  in  the  content 
of  thought  and  behavior.  Conversely,  a delapida- 
tion  of  thought  associated  with  a deterioration  of 
affect,  or  diminished  autonomic  reactions,  while  not 
contraindicating  the  operation,  suggest  a poor  result. 
It  has  been  observed  that  the  patient  who  derives 
some  benefit  from  electrocoma  therapy,  or  other 
therapies,  and  who  does  not  remain  well,  i.e.,  the 
chronic  relapsing  patient  or  the  one  on  a maintenance 
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schedule,  usually  recovers.  Lobotomy  statistics  vary 
widely,  dependent  upon  the  case  material  at  hand. 
In  general,  state  hospital  patients  are  chronic  pa- 
tients and  it  may  be  said  that  following  transorbital 
lobotomy  one-third  will  show  marked  improvement, 
consistent  with  discharge  to  home  care;  that  one- 
third  will  be  improved  and  make  better  hospital 
patients;  and  that  one-third  remain  unchanged.  In 
earlier,  more  favorable  cases,  in  whom  the  family 
maintains  an  active  interest,  more  promising  sta- 
tistical results  may  be  expected. 

The  decision  for  surgery  is  reached  on  the  basis 
of  positive  p.sychiatric  indications  and  the  absence  of 
contraindications  as  may  lie  demonstrated  in  the 
history,  neurological,  roentgenological  studies  or  the 
general  medical  survey.  The  family  is  informed 


treatment  after  completing  the  first  side.  In  tlie 
ab.sence  of  local  inflammations,  conjunctivitis  or 
sinus  disease,  no  special  treatment  or  preparation  of 
the  operative  field  is  necessary  as  the  bacteriostatic 
effect  of  the  lacrimal  fluid  is  sufficient. 

The  operative  technique  employed  is  as  descrilied 
by  Freeman'.  The  upper  lid  is  retracted  and  the 
leukotome  (Fig.  lA)  is  introduced  into  the  vault 
of  the  orbit,  3cm.,  from  the  midline,  posterior  to  the 
frontal  sinuses,  lateral  to  the  ethmoids  and  anterior 
to  the  attachment  of  the  ocular  muscles.  The  in- 
strument is  oriented  parallel  to  the  bony  bridge  of 
the  nose,  in  a frontal  plane,  and  is  driven  through 
the  orbital  plate  until  the  5 cm.  mark  is  opposite 
the  margin  of  the  upper  lid.  The  handle  of  the 
leukotome  is  then  pulled  laterally  in  the  same  plane 


Fig. 

of  the  unusual  postoperative  probabilities  and  their 
responsibility  to  the  patient  in  the  convalescent 
period.  The  patient,  if  not  already  a hospital  pa- 
tient, is  hospitalized.  The  day  prior  to  surgery 
repository  penicillin  is  administered  and  continued 
daily  for  three  days.  I find  it  advantageous  to  pre- 
pare the  patient  for  sodium  pentothal  anesthesia, 
as  instances  have  arisen  that  require  its  use  even 
though  electrocoma  has  been  selected  as  the  anes- 
thetic. In  the  majority  of  cases  three  to  five  elec- 
trocoma treatments,  given  in  series,  produce  sufficient 
depth  and  length  of  anesthesia  to  complete  the 
operation  without  undue  haste.  On  occasions  it  has 
been  necessary  to  give  an  additional  electrocoma 


as  far  as  the  bony  conformation  of  the  orbit  will 
permit,  so  as  to  sever  the  thalamofrontal  fibers  in 
the  medial  lower  quadrant  of  the  frontal  lobe.  It 
is  then  returned  in  the  same  plane  to  its  original 
position  parallel  to  the  bony  bridge  of  the  nose. 
The  point  is  then  deviated  slightly  to  the  midline 
and  a few  more  light  taps  force  the  instrument 
through  the  orbital  plate  to  a depth  of  7 cm.  Again 
the  instrument  is  carefully  oriented  in  the  frontal 
plane  and  the  handle  is  deviated  medially  to  barely 
touch  the  ala  of  the  nose  (20  degrees).  It  is  then 
moved  laterally  30  degrees  and  in  favorable  cases, 
withdrawn.  These  latter  two  maneuvers  sever  the 
thalamo-frontal  radiation  in  the  upper  quadrants 
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of  the  frontal  lobe  (thalamo-frontal  j)rojection  fibers 
underlying  areas  9 and  10).  In  the  more  serious 
cases  an  additional  maneuver  directed  toward  the 
thalamic  projections  in  the  more  posterior  and  basal 
portions  of  the  frontal  lobe  is  required.  The  handle 


parallel  the  orbital  plate.  In  this  maneuver  the 
thalamofrontal  fibers  are  severed  as  they  bend  around 
the  anterior  horn  of  the  lateral  ventricle  and  turn 
medially  to  enter  the  cortex  in  the  vicinity  of  the 
gyrus  rectus  (Fig.  II).  If  the  orbital  plate  is  heavy 


deoth 


Deviated  to  Units  boaey  confine  of  orbit, 


Elevated,  breaking  orbital  plate,  returned  to 

sagittal  plane,  withdrawn  Fig. 

of  the  leukotome  is  deviated  to  subtend  a 30  degree 
angle  to  the  midline.  From  this  position,  and  main- 
taining the  30  degree  angle  deviation,  the  handle  is 
slowly  and  evenly  elevated  fracturing  the  orbital 
plate  allowing  the  shaft  of  the  instrument  to  almost 


30  degree  lateral  deviation 
II. 

and  tough,  rendering  it  impossible  to  complete  the 
deep  frontal  cut  with  the  transorbital  leukotome,  then 
the  orbitoclast  (Fig.  IB)  is  used  to  complete  the 
maneuver. 

Special  nurses  are  frequently  necessary  for  forty- 
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eight  hours,  as  periorbital  edema  usually  within  one 
hour  closes  the  eyelids,  producing  a mechanical  blind- 
ness, lasting  one  to  two  days,  which  interferes  with 
the  patient’s  ability  to  contribute  much  to  his  own 
care.  The  temperature,  pulse,  and  blood  pressure 
determinations  as  well  as  neurological  and  surgical 
observations  are  made  frequently.  A drop  in  blood 
pressure  to  80/60  is  not  unusual,  and  in  hypertensive 
states  a reduction  of  fifty  j)er  cent  is  average.  Seda- 
tives are  omitted  and  given  only  on  special  order. 
Spontaneity  is  impaired  and  somnolence  is  the  rule. 
Recognition  and  verbalization  return  in  one  to  three 
hours  and  the  patients  are  encouraged  to  converse. 
On  occasions  a moderate  amount  of  disorientation 
and  misidentification  occurs,  lasting  from  a few 
hours  to  a day  or  two.  If,  after  the  second  day 
activity  of  the  psychosis  persists,  electrocoma  therapy 
is  given  in  sufficient  quantity  to  control  the  residual 
symptoms.  Rarel}-  will  a patient  require  catheter- 
ization and  occasionally  one  may  be  incontinent  for 
a short  while.  H}-peresthesia  of  the  lower  extremi- 
ties is  characteristic,  lasting  from  one  to  several 
days.  In  a few  cases  the  Babinski  reflex  is  positive. 
Unilateral  ptosis  of  the  eyelid  due  to  injury  of  the 
tarsal  cartilage  requiring  ten  to  fourteen  days  for 
recovery,  occurred  in  two  cases.  One  patient  be- 
came somnolent  on  the  third  postoperative  day,  his 
blood  pressure  elevated  and  he  quickly  lapsed  into 
coma.  The  spinal  fluid  under  200  mm.  water  pres- 
sure was  xanthochromic  and  contained  25,000  red 
blood  cells  plus  2200  white  blood  cells  with  poly- 
morphonuclears  predominating.  This  complication 
was  diagnosed  as  an  intracerebral  hematoma  which 
had  evacuated  itself  into  the  ventricular  system.  He 
recovered  rapidly  following  spinal  drainage.  Death 
occurred  in  a fifty-eight  year  old  female  during  the 
twelfth  postoperative  hour.  During  the  eighth  hour 
coagulum  and  blood  were  aspirated  through  a brain 
trochar  introduced  into  the  lobotomy  wounds.  Earlier 
irrigation  and  aspiration  might  have  been  more  ef- 
fective. Ambulation  is  begun  on  the  second  day 
and  in  favorable  cases  the  patient  is  ready  for  sur- 
gical discharge  on  the  third  or  fourth  postoperative 
day  to  in-patient  or  out-patient  neuropsychiatric 
observation. 

During  the  convalescent  period  following  the  im- 
mediate recovery  from  surgery  one  encounters  some 
degree  of  forgetfulness,  uncertainty  and  hesitation 
which  is  overcome  with  a minimum  of  help  and  re- 


as urance.  In  some  instances  a release  of  inhibitions 
associated  with  an  increase  in  libidinal  drive  and  a 
tendency  to  be  outspoken  or  profane  may  charac- 
terize this  phase  of  recover}'.  The  average  con- 
valescence is  easy  and  is  not  marked  by  any  special 
trend  other  than  relaxation,  relief  of  tension,  and  a 
carefree  attitude  with  the  majority  of  the  improve- 
ment occurring  in  six  weeks.  The  ojieration  is  gen- 
erally followed  by  the  development  of  a more  whole- 
some adaptive  personality  type,  relieved  of  disor- 
ganizing fears,  anxieties,  obsessions,  delusions  and 
hallucinations.  Practically  all  remarks  made  by 
those  in  position  to  observe,  professional  and  lay 
alike,  make  such  remarks  as  “a  more  wholesome 
f>ersonality,  better  than  I have  ever  known  him  or 
her  before,  etc.”. 

My  interest  in  the  transorbital  lobotomy  developed 
from  the  backlog  of  “chronic  shock  cases”  encoun- 
tered in  the  handling  of  some  five  hundred  and  thirty 
psychotics  principally  on  an  ambulatory  outpatient 
basis  with  electrocoma  therapy.  Of  these,  seven 
“maintenance”  cases,  ten  relapsing  problems  and 
seventeen  refractory  cases  have  been  selected  for 
transorbital  lobotomy.  The  remaining  thirteen  cases 
were  derived  from  the  following  sources:  Seven 
chronic  problems  were  brought  from  a state  hospital; 
five  chronic  and  refractor}’  cases  were  referred  from 
sanatoria,  and  one  pain  case  (tabes  dorsalis,  gastric 
crises)  were  operated  from  private  practice. 

In  all,  forty-seven  cases  in  which  fifty  operations 
have  been  performed  during  a two  year  period,  are 
covered  in  this  report.  Three  cases  were  re-operated 
because  a relapse  occurred  which  did  not  respond  to 
electrocoma  therapy  and  all  occurred  in  cases  in 
which  the  deep  frontal  cuts  were  incomplete. 

Diagnostically,  the  following  conditions  were  en- 
countered: Schizophrenia  28  (hebephrenics  3,  para- 
noids 7,  catatonics  12,  mixed  6);  manic  depressive 
psychosis  7 (manics  2,  depressions  5);  psychosis 
with  other  somatic  disease  (serious  depression  and 
repeated  suicidal  attempts)  1 ; involutional  melan- 
cholias 7 ; psychasthenics  2 ; psychosis  with  cerebral 
arteriosclerosis  1 ; tabes  dorsalis  1. 

The  geriatric  case  and  the  tabetic  may  be  dis- 
missed with  the  statement  that  the  course  of  the 
geriatric  problem  was  uninfluenced  by  lobotomy  and 
that  the  tabetic,  although  continuing  to  have  gastric 
crises  required  only  small  amounts  of  codeine  or 
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TABLE  I 

Transorbital  Lobotomy 
Schizophrenia 


Duration 

OF  Illness 

Results — 1-24  Months 

Post 

Operative 

ECT 

Returned 
to  Former 
Occupational 
Status 

2-12 

Mos. 

1-3 

Yrs. 

3-10 

Yrs. 

10  + 
Yrs. 

A 

B 

C 

D 

E 

S 

8 

0 

0 

0 

0 

3 

8 

5 

2 

2 

1 

0 

0 

4 

3 

4 

4 

0 

0 

0 

0 

3 

4 

11 

4 

6 

1 

0 

0 

7 

5 

Totals 

28 

18 

8 

2 

0 

0 

17 

20 

Manic  Depressive  Psychosis 


Duration  of  Present  Attack 

Results 

-1-18  Months 

Post 

Operative 

ECT 

Returned 
to  Former 
Occupational 
Status 

2-12 

Mos. 

1-3 

Yrs. 

3-10 

Yrs. 

A 

B 

C 

D 

E 

De- 

pressed 

2 

2 

0 

0 

0 

' 0 

0 

2 

3 

3 

0 

0 

0 

0 

0 

3 

1 

0 

0 

0 

0 

1 

0 

0 

Manic 

2 

2 

0 

0 

0 

0 

0 

2 

Totals 

8 

7 

0 

0 

0 

1 

0 

7 

Involutional  Melancholia 


DuR.moN  of  Present  Illness 

Results — 1-24  Months 

Post 

Operative 

ECT 

Returned 
to  Former 
Occupational 
Status 

1-3 

Yrs. 

3-5 

Yrs. 

A 

B 

c 

D 

E 

5 

2 

5 

2 

0 

0 

0 

0 

0 

0 

0 

0 

1 

1 

5 

2 

Totals 

7 

7 

0 

0 

0 

0 

2 

7 

Psychasthenia 


Duration  of  Present  Illness 

Results — 6-8  Months 

Post 

Operative 

ECT 

Returned 
to  Former 
Occupational 
Status 

1 

Yr. 

10 

Yrs 

A 

B 

C 

D 

E 

1 

2 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

1 

1 

1 

Totals 

2 

1 

1 

0 

0 

0 

1 

2 

Total 

45 

33 

9 

2 

0 

1 

20 

36 

A Without  symptoms  of  Psychosis;  B Marked  Improvement;  C Slight  Improvement;  D No  Improvement; 
E Operative  Death. 
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phenobarbital  for  relief,  rather  than  his  customary 
2 grains  of  morphine. 

Schizophrenia  accounted  for  62.2  per  cent;  of  the 
remaining  case  material,  however,  this  did  not  un- 
favorably influence  the  results,  as  we  see  (Table  I) 
that  of  the  28  schizophrenics  operated,  26  were  either 
relieved  of  the  symptoms  of  the  psychosis  or  were 
markedly  improved.  The  schizophrenics  of  one 
year  or  less  duration  are  now  free  of  symptoms  of 
tlie  basic  psychosis,  whereas  only  50%  of  those  over 
one  years  duration  responded  as  well. 

The  manic  depressive  and  involutional  melan- 
cholia groups  accounted  for  14  cases  and  all  achieved 
complete  remissions,  except  for  one  case  recorded 
as  an  operative  death. 

Postoperative  electrocoma  therapy  was  required 
in  the  handling  of  the  residual  symptoms  in  44.4% 
of  the  tabulated  cases  with  an  incidence  of  60.7% 
in  the  schizophrenics,  20.8%  in  the  involutionals, 
100%  in  the  psychasthenics,  and  0%.  in  the  manic 
depressives.  The  necessity  to  administer  postopera- 
tive ancillary  therapy  in  44.4%  of  the  operated  cases, 
in  order  to  bring  about  a successful  conclusion,  does 
not  in  my  opinion  minimize  the  importance  of  the 
transorbital  lobotomy  procedure.  Quite  to  the  con- 
trary, cases  previously  refractory  to  electrocoma  ther- 
apy or  insulin  coma  therapy  react  extremely  well  to 
electrocoma  therapy  given  postoperatively.  In  this 
manner  an  over-all  satisfactory  result  has  been  ob- 
tained in  93.7%  of  the  transorbital  lobotomy  patients. 

The  present  status  of  the  47  cases  operated  (38 
females,  9 males)  is  as  follows:  2 are  residents  of 
a state  hospital;  3 have  deceased  (one  operative 
death,  one  geriatric  death,  and  one  death  occurred 
when  two  months  after  operation  electrocoma  therapy 
was  administered  to  control  a relapse) ; 7 help  around 
the  home;  20  are  housewives;  13  remain  in  public 
industry  and  2 are  self  employed.  Only  two  of  those 
employed  are  employed  at  a lower  occupational  level. 

It  is  of  course  recognized  that  this  report  is  still 
in  a fluid  phase  and  continued  observations  with  5 
and  10  year  follow-ups  will  be  necessary  prior  to 
final  evaluation  of  the  procedure;  however,  at  this 
point,  I do  want  to  emphasize  that  one  gains  the 
feeling  of  a certain  solidity  in  the  permanency  of 
cure  in  working  with  the  transorbital  patient. 

Case  Reports 

Schizophrenia,  acute,  catatonic  type:  Case  1 : 


D.K.C.,  age  30,  W.,  F.,  housewife  and  clerical  work- 
er. No  history  of  previous  nervous  or  mental  dis- 
order. Acute  onset  of  mental  illness  in  September, 
1949,  characterized  by  odd,  impulsive  behavior,  re- 
ligious preoccupations,  ideas  of  reference,  the  ex- 
pressed belief  that  people  were  talking  about  her, 
her  reputation,  etc.,  delusions  of  persecution,  au- 
ditory hallucinations,  periodic  catatonic  stupors  and 
excitements,  lack  of  insight  and  impaired  judgment. 
She  received  electrocoma  therapy,  AC  technique  times 
46  from  September,  1949,  to  February,  1950.  While 
in  an  extreme  degree  of  catatonic  excitement,  a bi- 
lateral transorbital  lobotomy,  with  deep  frontal 
cuts,  was  performed  on  February  10,  1950.  She 
was  rational  and  coherent  the  following  day,  and 
was  discharged  to  home  care  on  the  third  postopera- 
tive day.  She  has  remained  non  psychotic,  and  is  in 
excellent  mental  health.  She  is  employed  as  house- 
wife, and  is  now  caring  for  her  child  born  in  Au- 
gust, 1951. 

Schizophrenia,  chronic,  unclassified,  and  with 
marked  anxiety  and  increased  autonomic  responses: 
Case  35:  A.L.,  age  29,  W.,  F.  Committed  patient, 
state  hospital.  Duration  of  illness  10  years  with 
complete  departure  from  reality  in  the  past  five  years 
during  which  time  she  has  for  the  most  part  're- 
mained completely  inaccessible  being  preoccupied 
in  her  own  world  of  fantasy,  presumably  suffering 
from  auditory  and  visual  hallucinations;  talking  in- 
cessantly, rapidly  and  incoherently — with  anxiety 
featuring  her  behavioral  and  autonomic  responses. 
In  1946,  while  in  a private  sanatorium,  she  received 
electrocoma  therapy  for  several  weeks,  failed  to 
respond  to  therapy,  was  committed  to  a state  hospital 
in  1947,  and  remained  in  residence  until  furloughed 
August,  1951,  for  purposes  of  transorbital  lobotomy. 

hypnotic  was  administered  in  her  home  in  order 
to  facilitate  her  admission  to  the  hospital  for  transor- 
bital lobotomy  which  was  performed  on  August  14, 
1951.  She  was  discharged  from  the  hospital  to  out- 
patient care  on  August  20,  1951,  and  has  shown  no 
signs  of  activity  of  the  former  psychotic  condition. 
Heterosocial  and  presumably  sexual  activity  com- 
plicates her  non-institutional  life.  Sterilization  has 
been  advised. 

Schizophrenia,  chronic,  catatonic,  without  anxiety 
and  with  diminished  autonomic  responses:  Case  34 : 
S.E.r.,  age  36,  W.,  F.  Committed  patient,  state 
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hospital.  Duration  8 years  plus.  Treated  in  sana- 
toria on  four  occasions  1943-47.  Committed  to  a 
state  hospital  in  1947,  at  which  time  she  is  said 
to  have  been  apathetic,  seclusive,  refused  to  eat  at 
the  table,  destroyed  her  clothing  and  was  completely 
out  of  contact  with  reality.  Her  hospital  residence 
has  been  characterized  by  marked  periods  of  dis- 
turbance, with  intermittent  periods  of  seclusion,  re- 
tardation, refusal  of  food,  and  mumbling  as  if  re- 
sponding to  auditory  hallucinations.  She  was  fur- 
loughed for  purposes  of  transorbital  lobotomy. 

The  preoperative  examination  revealed  an  apa- 
thetic, dull  individual  with  immobile  facial  expres- 
sion, blunted  affective  responses  and  a devastated  vac- 
uous personality.  Anxiety  could  not  be  demonstrated 
either  in  the  content  of  thought  or  in  examination 
of  the  ners'ous  system.  Physically  asthenic,  with 
blood  pressure  of  85/56,  and  pulse  of  74.  Muscle 
tone  poor  and  reflexes  diminished.  Physical  status 
as  hypotonic  as  her  emotional  reactions.  Prognosis 
thought  to  be  hopeless  without  lobotomy  and  possibly 
poor  even  with  lobotomy. 

A transorbital  lobotomy  was  performed  on  August 
8,  1951.  All  maneuvers  were  completed  easily, 
except  the  deep  frontal  cuts,  the  handle  of  the  leuko- 
tome  being  elevated  only  to  about  50%  of  its  maxi- 
mum range.  Following  an  uneventful  convalescence 
she  was  discharged  from  the  hospital  on  the  morning 
of  the  6th  postoperative  day.  She  was  readmitted  the 
same  day,  because  she  became  combative,  assaultive 
and  made  unkind  remarks  to  her  relatives  and  others 
in  her  presence.  Four  postoperative  electrocoma  treat- 
ments were  given  with  marked  improvement,  and  she 
was  again  discharged  to  outpatient  psychiatric  care. 
She  received  a total  of  twelve  electrocoma  treatments 
in  the  postoperative  period  with  complete  remission 
after  the  fourth  treatment.  She  has  remained  well 
and  now  is  employed  as  waitress  in  a local  hotel. 

Involutional  melancholia:  Case  41:  L.F.,  age 

62,  W.,  F.  Keeps  home  for  daughter.  Prepsychotic 
personality  and  personal  history  characterized  by 
difficulty  in  intrapersonal  relationships,  introverted, 
distant,  shy,  difficult  personality  patterns,  unhappy 
marriage,  frequent  quarrels,  sexual  frigidity,  and 
death  of  husband  occurring  ten  years  prior  to  onset 
of  present  illness.  First  attack  occurred  at  the  age 
of  55,  terminated  by  a spontaneous  recovery.  The 
second  attack  occurred  four  years  later  and  was 


manifest  by  a mood  depression,  with  feelings  of  guilt 
and  unworthiness,  self  accusatory  ideas  “over  evil 
in  the  past’’,  of  “not  loving  my  children’’,  nihilistic 
delusions  concerning  “evil  in  my  stomach  and  of 
being  dead”,  and  complete  lack  of  insight  with  im- 
pairment of  judgment.  She  received  thirty-five  elec- 
trocoma treatments  from  March  through  July,  1949. 
The  recovery  was  difficult  and  prolonged.  .A,  relapse 
occurred  in  November,  1951,  with  return  of  symp- 
toms as  above.  In  view  of  the  difficult  protracted 
recovery,  and  relapsing  quality  of  the  reaction,  psy- 
chosurgical  intervention  was  advised.  .A  transorbital 
lobotomy  was  perform_ed  on  November  26,  1951,  and 
she  was  discharged  to  outpatient  care  on  November 
29.  -An  uneventful  recovery  and  convalescence  fol- 
lowed with  her  general  reaction  characterized  b}’  ease 
of  personality,  return  of  interests,  improvement  of 
health,  gain  in  weight,  acceptable  economic  and  so- 
cial patterns,  and  freedom  from  the  symptoms  of  the 
psychosis. 

Manic  depressive  psychosis,  manic  type:  Case 
32:  E.V.L.,  age  44,  W.,  F.,  secretary.  Increase  in 

severity  of  attacks  and  decrease  in  time  interval  be- 
tween attacks  with  the  development  of  a perpetual 
state  of  hypomania,  subject  to  periodic  exacerbations. 
Duration  10  years.  Attacks  characterized  by  in- 
creased psychomotor  activity,  euphoria,  grandiosity, 
elation,  flight  of  ideas,  repetitive  delusion  of  “falling 
in  love  with  my  employer”,  marked  impairment  of 
insight  and  judgment.  There  is  a past  history  of 
six  or  more  admissions  to  various  neuropsychiatric 
hospitals  with  attacks  moderated  by  electrocoma  ther- 
apy. A transorbital  lobotomy  was  performed  on 
July  26,  1951,  and  she  was  discharged  to  outpatient 
observation  on  the  fifth  postoperative  day.  On  the 
tenth  postoperative  day  she  returned  to  work  as  sec- 
retary in  a small  office  and,  after  a proving  time 
of  two  weeks,  accepted  her  present  position  as  sec- 
retary to  an  executive  in  the  farm  division  of  a local 
bank.  She  states  “m}'  mind  is  not  impaired  in  any 
way.  I do  not  work  quite  as  fast  as  I formerly  did; 
however,  I can  do  more”.  She  remains  in  a com- 
plete remission  from  manic  or  hypomanic  activity. 

Conclusions:  (1)  Transorbital  lobotomy  is  an 

effective,  economical  and  practical  psychosurgical 
technique,  recommended  for  the  relief  of  the  emo- 
tionall}’  and  mentally  ill,  refractory  to  other  forms  of 
therapy.  (2)  A series  of  50  transorbital  lobotomies 
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in  47  consecutive  cases  with  a satisfactory  therapeu- 
tic result  in  93.7%  is  recorded.  The  e.xpanded  ap- 
plication of  this  technique  may  eventually  bring 
about  undercrowding  rather  than  existing  overcrowd- 
ing in  our  mental  institutions. 
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Report  Enzyme  Helps  Prevent  Kidney 
Stones. 

Hyaluronidase  (an  enzyme)  mixed  with  isotonic 
sodium  chloride  solution  has  aided  in  the  prevention 
of  kidney  stones,  it  was  reported  in  a recent  J..A.M.A. 

.•\  study  of  24  persons  in  whom  kidney  stones  pre- 
viously formed  at  a rapid  rate  showed  that  injections 
of  the  drug  under  the  skin  every  24  to  48  hours  pre- 
vented the  formation  of  new  kidney  stones  and  pre- 
vented further  growth  of  existing  stones  in  19  cases 
(79  per  cent).  In  four  patients  (16.6  per  cent),  the 
size  of  the  existing  stones  became  smaller  and  less 
dense. 

The  article  stated  that  it  is  generally  accepted,  al- 
though not  conclusively  proved,  that  the  formation 
of  kidney  stones  is  the  result  of  the  clumping  together 
of  crystalline  matter  in  the  urine.  Ordinarily,  this 


is  prevented  by  the  presence  of  a colloidal  material 
which  coat-  each  cr}’stal.  This  coating  prevents  any 
tendency  toward  clumping.  In  patients  with  a tend- 
ency toward  kidney  stones,  hyaluronidase  seems  to 
promote  this  coating  of  the  crystals. 

The  effect  of  the  drug  is  manifest  within  30  min- 
utes and, persists  for  24  to  72  hours.  The  dosage 
varies  according  to  individual  needs.  Adequate  dos- 
age is  es.''ential,  it  was  pointed  out,  as  insufficient 
dosage  might  result  in  the  exact  reverse  of  the  in- 
tended purpose.  In  contrast  to  many  other  medica- 
tions, an  overdose  of  hyaluronidase  does  not  produce 
adverse  effects. 

The  article  was  prepared  by  Arthur  J.  Butt, 
M.D.,  Pensacola,  Fla.;  Ernst  A.  Hauser,  Ph.D., 
Cambridge,  Mass.,  and  Joseph  Seifter,  M.D.,  Phil- 
adelphia. 
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ALLERGY:  AN  ATTEMPT  TO  MAKE  THIS  PROTEAN  CONDITION 
MORE  UNDERSTANDABLE  TO  THE  UNINITIATED 

W.  Randolph  Graham,  M.D., 

Richmond,  Virginia 


Liaison  between  allergists  and  other  members  of 
the  medical  profession,  and  between  allergists  and 
laymen,  has  never  been  as  satisfactory  as  it  should 
be.  .\llergy  has  always,  in  the  minds  of  some,  been 
surrounded  by  misconception,  and  shrouded  in  mis- 
understanding. At  times  entirely  too  much  has  been 
expected  of  clinical  allergy,  while  at  others,  far  too 
little  has  been  anticipated.  Clinical  allergy  has 
never  attained  its  rightful  and  deserved  position  in 
either  medical  or  lay  circles.  During  the  pioneer  days 
of  the  early  twenties  allergy  became  the  ugly  duck- 
ling of  specialization.  However,  the  thirties  and 
forties  witnessed  its  transformation  into  a true  Cin- 
derella. Now  it  would  appear  that  this  charming 
Miss  is  undergoing  a certain  degree  of  deglamoriza- 
tion,  and  all  because  of  a lack  of  down-to-earth  un- 
derstanding of  what  clinical  allergy  really  is,  and 
what  it  truly  seeks  to  accomplish. 

It  is  with  the  hope  that  a more  practical  and  real- 
istic understanding  of  the  nature  and  ambitions  of 
clinical  allerg\'  may  be  attained  by  all,  that  this 
paper  is  written. 

^^’HAT  is  Allergy  ? 

In  attempting  to  answer  this  question  one  should 
be  mindful  of  both  the  broad  and  more  restricted  in- 
terpretation of  the  meaning  of  allergy. 

In  1906  von  Pirquet^  coined  the  term  “allergy” 
which  he  defined  as  changed  or  altered  capacity  to 
react.  This  is  a cellular  rather  than  a humeral 
phenomenon.  Usually  the  reaction  is  bizarre,  and 
the  site  is  ofttimes  unpredictable.  Thus  the  inges- 
tion of  egg  in  one  individual  may  cause  asthma  or 
mucous  colitis^,  while  the  same  food  in  another  may 
produce  eczema,  migraine,  or  even  cardiac  arrhyth- 
mia^, depending  upon  the  location  of  the  affected 
shock  (sensitized)  organ  (tissue  cells).  The  re- 
action always  occurs  in  previously  sensitized  cells. 
Not  infrequently  an  antigen  (allergen)  -antibody 
mechanism  can  be  demonstrated.  However,  in  many 
instances  of  clinical  allergy  specific  antibodies  can- 
not be  found.  Classical  examples  of  allerg}-  with- 
out demonstrable  specific  antibodies  are:  contact 
dermatitis,  certain  drug  allergies,  some  cases  of  ur- 


ticaria and  angioedema,  bacterial  allergy,  and  most 
cases  of  migraine. 

Sir  Thomas  Lewis’s^  histamine  theory  to  explain 
the  phenomena  of  anaphylaxis  and  allergy,  has  been 
accepted  by  most  competent  observers.  This  assumes 
that  the  union  of  antigen  and  antibody  in  the  shock 
tissue  produces  cell  injury,  with  resulting  liberation 
of  a histamine-like  substance  (H-substance) , which 
in  turn  produces  the  anaphylactic  or  allergic  re- 
sponse. Furthermore,  Grant  and  his  associates® 
showed  that  parasympathetic  impulses,  acting 
through  the  mediation  of  acetyl-choline,  may  cause 
the  release  of  H-substance. 

Formerly  it  w’as  believed  that  only  protein  sub- 
stances were  capable  of  producing  allergic  reactions, 
but  now  we  know  better.  Nonprotein  agents  may 
combine  with  the  recipient’s  blood  serum,  or  even 
with  macerated  or  diseased  tissue,  to  form  a combina- 
tion protein  and  nonprotein  antigen.  This  is  called 
a hapten®.  Haptens  are  capable  of  producing  the 
allergic  reaction.  Furthermore,  subsequent  reactions 
may  be  caused  by  the  nonprotein  element  alone.  A 
number  of  nonprotein  drugs  are  allergenic  because 
of  their  ability  to  form  haptens. 

The  Broader  Concept  of  Allergy 

von  Pirquet’s  definition  of  allergy  is  intrinsically 
broad.  The  application  of  this  concept  that  all 
instances  of  altered  capacity  of  cellular  reaction  in- 
dicate the  presence  of  allerg}-,  is,  in  the  writer’s 
opinion,  one  of  the  main  hindrances  to  complete 
understanding  and  acceptance  of  allergy  by  the  un- 
initiated. But  this  principle  we  must  accept,  for 
this  is  truly  allergy  in  its  broadest  aspect.  Thus, 
one  finds  a great  number  of  clinical  conditions  al- 
luded to  as  being  allergic  in  origin,  or  at  least  in- 
fluenced by  allergic  factors.  Such  a list  might  in- 
clude tuberculosis,  tularemia,  scarlet  fever,  contact 
dermatitis,  erythema  nodosum,  erythema  multiforme, 
purpura,  acne,  canker  sores,  acute  gastro-enteritis, 
mucous  colitis,  cylic  vomiting,  appendicitis’',  hema- 
turia, cystitis,  arthritis,  epileptiform  variants®,  Men- 
iere’s syndrome,  blood  dyscrasias,  erthroblastosis  fe- 
talis, retinal  edema,  keratoconjunctivitis,  vernal 
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catarrh,  thrombo-angiitis  obliterans®,  coronary  artery 
disease,  arrhythmias,  cardiac  asthma,  hypertension, 
Lbffler’s  syndrome,  fatigue,  depression,  allergy  to 
insects,  allergy  to  parasites,  allergy  to  chemical 
agents,  allergy  to  physical  agents,  allergy  to  emotional 
stimuli,  et  cetera. 

Contact  dermatitis  is  an  intriguing  condition  which 
presents  interesting  industrial  and  economic  prob- 
lems. It  attacks  from  without,  and  involves  only 
(except  in  the  event  of  complications)  the  epidermis. 
Antibodies  have  not  been  demonstrated,  but  there 
is  always  a latent  period  between  initial  exposure  and 
the  appearance  of  symptoms.  Schwartz^®  and  \^’ald- 
bott^^32  have  made  significant  contributions  to  the 
recognition,  diagnosis,  and  etiology  of  these  condi- 
tions. 

CoLL.AGEN  Disease 

Collagen  disease  includes  a group  of  clinical  con- 
ditions in  which  one  finds  various,  and  sometimes 
widespread,  stages  of  connective  tissue  changes.  Be- 
cause connective  tissue  is  so  abundant  in  all  arteries, 
as  well  as  various  other  organs,  collagen  deteriora- 
tion has  been  referred  to  as  diffuse  arteritis,  or  mesen- 
chymal disease. 

Histologically,  the  connective  tissue  system  is  com- 
jiosed  of  cellular  elements,  fibrils,  and  a homogenous 
ground  substance.  The  cells  are  fibroblasts,  eosino- 
philes,  plasma  cells,  pigment  cells,  and  fat  cells. 
The  white,  or  collagenous  fibrils,  are  the  outstand- 
ing characteristic  constituents,  ^^’hen  boiled  down 
with  water  connective  tissue  yields  animal  glue  or 
gelatin,  hence  the  name  collagen. 

\\’hen  injured,  connective  tissue  shows  great  powers 
of  regeneration.  The  response  to  injury  may  be 
localized,  as  in  the  case  of  keloid,  while  at  other 
times  it  may  be  widespread  and  caused  b}^  minimal 
stimulation.  The  changes  noted  are  swelling  and 
enlargement  of  the  fibrils,  together  with  proliferation 
and  degeneration  of  the  cellular  elements.  The  fibrils 
become  fragmented,  refractile,  and  matted  together. 
This  is  referred  to  as  fibrinoid  degeneration. 

It  is  thought  that  fibrinoid  degeneration  may  occur 
as  a result  of  many  and  apparently  unassociated 
causes:  toxic  metabolites,  allergy  to  drugs,  shock, 
endocrine  imbalance,  foreign  protein  injection,  and 
even  the  aging  process. 

Criep^^  lists  eleven  disease  entities  under  the  gen- 
eral grouping  of  collagen  disease.  These  are  serum 


disease,  lupus  erythematosus  disseminatus,  Libman- 
Sachs  syndrome,  scleroderma,  rheumatic  fever,  rheu- 
matoid arthritis,  periarteritis  nodosa,  dermatomyo- 
sitis,  nephrosclerosis,  sclerema  neonatorum  and 
thrombo-angiitis  obliterans.  He  calls  attention  to 
the  fact  that  lupus  erythematosus  has  occurred  in 
man  following  the  injection  of  foreign  serum;  that 
periarteritis  nodosa  has  been  demonstrated  in  man 
both  after  the  injection  of  foreign  sera  and  the  ad- 
ministration of  sulfonamides,  and  that  the  possible 
allergic  basis  of  rheumatic  fever  is  suggested  by  some 
of  its  allergic  concomitants,  namely,  urticaria,  eosino- 
philia,  and  erythema  multiforme.  In  summar}-,  he 
states  in  part:  “There  is  some  evidence,  both  clin- 
ical and  experimental,  ivhich  indicates  that  the  de- 
velopment of  some  of  these  conditions  may  be  closely 
related  to  the  phenomena  of  hypersensitiveness.” 

Kerr^^  feels  that  one  or  more  strains  of  beta- 
hemolytic  streptococcus  are  all-important  etiologic 
factors  in  rheumatic  fever,  and  that  the  silent  period 
following  the  initial  symptoms  in  the  pharynx  sug- 
gests the  probability  of  the  mediation  of  some  im- 
mune mechanism  in  this  disease.  He  points  out 
that  antibodies  to  the  streptococcus  are  increased 
during  this  period. 

The  writer  has  observed  the  development  of  one 
case  of  fatal  periarteritis  nodosa  in  a middle  aged 
woman,  while  being  treated  with  fairly  large  daily 
doses  of  benadryl  for  urticaria  and  angioedema. 

Comment 

Many  of  the  conditions  discussed  thus  far,  and 
especially  those  associated  with  fibrinoid  degenera- 
tion, are  not  amenable  to  conventional  anti-al- 
lergic methods  alone.  The  allergist,  unless  he  is  also 
a competent  internist,  frequently  finds  that  he  is 
unable  to  cope  with  the  vagaries  of  many  of  these 
diseases.  At  times  the  ideal  combat  team  may  con- 
sist of  allergist,  dermatologist,  pediatrician,  internist, 
gastro-enterologist,  neurologist,  surgeon,  medical 
specialist,  surgical  specialist,  roentgenologist  and 
endocrinologist. 

The  new  hormones,  ACTH  and  cortisone,  are 
frequently  helpful,  and  sometimes  effective,  in  the 
management  of  the  collagen  disease  group.  The  an- 
tibiotics are  also  signally  useful  in  the  management 
of  certain  members  of  this  group.  We  still  have 
much  to  learn  about  the  pathogenesis  and  therapy 
of  many  of  these  conditions. 
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Atopy  (Atopic  Allergy) 

During  the  third  decade  of  the  j)resent  century, 
Coca^®  gave  us  a new  term  to  delineate  certain  of  the 
allergic  conditions.  Atopy,  taken  from  the  Greek, 
means  ‘‘strange  disease”.  Heredity  is  a determining 
factor,  and  appears  to  follow  the  probability  of 
Mendelian  transmission.^®  In  the  neighborhood  of 
ten  per  cent  of  all  peoples  are  affected.  Specific 
antibodies  (reagins)  are  the  sensitizing  agents,  and 
their  jjresence  can  be  demonstrated  liy  the  Prausnitz- 
Kustner  technic  of  passive  transfer.  Skin  tests  are 
reliable  in  ten  to  ninety  per  cent  of  those  examined, 
and  in  the  majorit}'  of  instances,  above  sixty  to  sev- 
enty per  cent.  However,  hay  fever  is  probably  the 
only  condition  solely  atopic;  i.e.,  in  every  instance 
symptoms  are  the  result  of  contact  between  a non- 
bacterial  substance  (pollen)  and  tissues  specifically 
sensitized  to  it. 

These  conditions  consist  of:  bronchial  asthma,  hay 
fever,  perennial  allergic  rhinitis,  atopic  dermatitis 
(infantile  eczema),  some  cases  of  urticaria,  angio- 
edema,  migraine,  purpura  and  gastro-enteritis.  These 
are  the  conditions  the  allergist  prefers  to  see,  for 
these  are  the  diseases  he  is  best  prejiared  to  diagnose 
and  to  treat  successfully.  It  has  been  stated  that 
eighty  to  ninety  per  cent  of  atopic  individuals  should 
get  eighty  to  ninety  per  cent  relief  with  ]>roper  treat- 
ment. 

Treatment  of  Atopy 

Ideal  management  of  these  cases  still  consists,  fun- 
damentally, in  the  employment  of  specific  measures 
based  on  history,  physical  examination,  clinical  lab- 
oratory studies,  x-rays,  observation,  and  skin  tests. 
.\ctually,  management  usually  involves  diet,  hypo- 
sensitization, and  avoidance.  These  measures,  to  be 
adequately  effective,  must  be  carried  out  over  a period 
of  months  or  even  years.  Some  must  learn  to  live 
with  their  allergies  throughout  a lifetime.  Not  in- 
frequently the  use  of  certain  drugs  for  symptomatic 
relief  is  indispensable. 

Recently,  in  some  quarters,  it  has  become  common 
practice  to  treat  most  cases  of  atopy  with  drugs 
alone,  and  particularly  with  some  of  the  newer  ones: 
antibiotics,  antihistamines,  ACTH  and  cortisone. 
This  does  not,  in  the  opinion  of  most  competent  al- 
lergists, constitute  either  adequate  or  satisfactory 
treatment. 

Feinberg^^  finds  that  the  antihistamines  are  rel- 


atively ineffective  in  asthmatic  conditions  as  com- 
pared with  epinephrine,  aminophylline,  iodides  and 
the  like.  Furthermore,  he  feels  they  are  not  to  be 
trusted  in  allergic  emergencies,  and  that  they  do  not 
eliminate  the  necessity  and  desirablene.ss  of  specific 
diagnosis  and  treatment. 

Cooke  et  following  comprehensive  and  well 
controlled  clinical  studies  of  the  effects  of  ACTH 
and  cortisone  in  asthma,  dermatitis,  and  urticaria, 
report  a favorable  s}Tnptomatic  response  in  practical- 
ly all  cases  during  their  administration,  but  that 
this  effect  lasted  only  a short  time  after  the  drugs 
were  discontinued.  They  concluded  that  adequate 
allergic  studies,  in  these  cases,  are  as  imperative  as 
ever.  However,  they  also  feel  that  the  value  of  the 
temporary  respite  offered  by  these  preparations 
should  not  be  minimized. 

Friedlander  and  Friedlander^®  found  that  orally 
administered  cortisone  (cortone)  is  readily  absorbed 
from  the  gastro-intestinal  tract,  and  is  equally  as 
effective  as  intramuscularly  administered  cortisone. 
In  their  experience,  hay  fever,  asthma,  urticaria, 
atopic  dermatitis,  and  contact  dermatitis  were  often 
completely  relieved,  and  the  onset  of  such  improve- 
ment was  more  rapid  than  with  the  parenterally  ad- 
ministered drug.  They  feel  that  close  supervision 
of  these  patients  is  imperative  so  as  to  avoid  the 
sometimes  dangerous  side  effects  of  this  type  of 
hormone  therapy. 

One  might  cite  many  more  similar  studies  and  con- 
clusions from  the  recent  medical  literature.  The 
concensus  is  that  the  newer  hormones  are  quite  useful 
in  the  management  of  certain  phases  of  the  allergic 
state,  and  that  they  are  particularly  adapted  to  con- 
trol critical  episodes  in  the  course  of  these  diseases. 
On  the  other  hand,  it  is  equally  evident  that  these 
newer  drugs  should  not  supplant  the  time-honored 
technics  of  allergic  diagnosis  or  specific  treatment. 
They  should  be  regarded  as  decidedly  worth-while 
adjuvants.  They  should  not  be  administered  in- 
discriminately or  without  adequate  knowledge  con- 
cerning contraindications,  and  untoward,  and  some- 
times critical,  side  effects. 

The  antibiotics  are  indispensable  in  treating  cer- 
tain of  the  allergic  conditions  listed  above  in  the  dis- 
cussion of  the  broader  concept  of  allergy.  They  are 
also  our  most  effective  weapons  against  certain  of  the 
collagen  group  of  diseases.  Whereas  they  do  not 
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affect  the  atopic  conditions  per  se,  they  are  most 
useful  in  the  control  and  cure  of  certain  complica- 
tions, chiefly  bacterial  and  viral  infections. 

Summary 

1.  It  is  to  be  feared  that  the  ideals,  implications 
and  ambitions  of  clinical  allergy  have  been  grossly 
misunderstood.  This  may  be  due  j)rimarily  to  the 
all-embracive  nature  of  this  protean  condition. 

2.  .\n  attempt  has  been  made  to  e.xi)lain  the  nature 
of  allergy,  and  the  immunological  mechanism  through 
Avhich  it  usually  functions. 

3.  For  the  sake  of  better  orientation,  and  the  hope 
for  clearer  delineation,  the  subject  has  been  discussed 
under  (1)  the  broader  concept  of  allergy,  (2)  col- 
lagen disease,  and  (3)  atopy.  Universally  known  and 
accepted  members  of  each  of  these  arbitrary  group- 
ings have  been  designated  and  discussed. 

4.  It  seems  obvious  that  the  best  interests  of  the 
atopic  patient  are  served  when  he  is  studied  and 
treated  in  accordance  with  the  time-honored  technics 
of  skin  testing,  hyposensitization,  and  avoidance. 

5.  The  indications  and  contraindications  for  the 
exhibition  of  some  of  the  newer  drugs  have  been  re- 
garded in  the  light  of  the  experience  of  competent 
observers  in  the  field  of  allergy. 
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Richmond,  Virginia 


Reports  of  results  from  surgical  fusions  of  the 
lower  back  have  been  very  numerous  in  medical  lit- 
erature for  the  past  several  years.  New  techniques 
for  spinal  fusion  are  reported  with  rather  frequent 
regularit)’.  There  apparently  is  a wide  variance  of 
opinion  regarding  indications  for  fusion  and  man- 
agement of  the  patient  post-operatively.  These  dif- 
ferences of  opinion  make  it  difficult  to  truly  evaluate 
tlie  reported  end-results  obtained.  The  following 
study  was  undertaken  to  evaluate,  for  our  own  in- 
formation, the  end-results  obtained  in  operations  for 
fusion  of  the  lower  spine,  in  what  we  believe  to  be 
ideal  conditions  for  selection  of  patients  and  post- 
operative care  and  management. 

The  patients  included  in  this  survey  were  treated 
at  McGuire  Veterans  Administration  Hospital,  Rich- 
mond, Virginia.  All  cases  of  spinal  fusion  opera- 
tions for  relief  of  low  back  pain  for  the  year  1948, 
1949,  and  the  first  six  months  of  1950  are  included. 
Those  cases  having  spinal  fusion  for  tuberculosis 
of  the  lower  spine  have  not  been  included  in  this  re- 
port. A minimum  of  one  year  since  operation  has 
lapsed  in  all  cases,  with  the  follow-up  on  some  being 
over  three  years.  All  patients  were  evaluated  by 
X-rays  at  least  six  months  after  ojieration  and  also 
by  personal  interviews  and  by  follow-up  letters. 
^^’hile  the  total  number  of  patients  is  not  large,  we 
believe  the  results  obtained  are  very  significant  and 
demonstrate,  at  least  to  us,  that  good  results  from 
fusion  of  the  lower  spine  are  dependent  on  many 
very  important  pre-operative  and  post-operative  fac- 
tors. 

Selection  of  Patients  : 

The  Orthopaedic  Service  of  this  hospital  is  staffed 
by  a Resident  House  Staff  and  supervised  by  Con- 
sultant and  Attending  Orthopaedic  Surgeons.  The 
latter  are  all  Board  Diplomates  from  the  teaching 
staff  of  the  Medical  College  of  Virginia,  Richmond, 
Virginia.  .Ml  patients  included  in  this  study  were 


examined  personally  by  two  or  more  of  the  visiting 
Orthopedists,  prior  to  operation.  .All  patients  had 
an  intensive  course  of  conservative  therapy  before 
a decision  for  operation  was  made.  This  included 
immobilization  in  a spica  cast  extending  from  the 
nipple  line  to  just  above  the  knees  for  a period 
of  four  weeks.  If  a patient  became  symptom  free 
with  conservative  treatment,  but  developed  a re- 
currence of  symptoms  in  spite  of  a brace,  lumbo- 
sacral support,  exercises,  etc.,  he  would  be  considered 
as  a candidate  for  spinal  fusion.  It  was  obvious  to 
us  that  if  a patient  could  not  be  made  symptom  free 
by  complete  rest  and  immobilization,  that  no  benefit 
could  be  reasonabl}’  expected  from  surgical  fusion 
of  the  lower  spine.  Those  patients  who  were  pension 
candidates  for  service  connected  disabilities  of  the 
low  back  were  not  considered  as  good  candidates  for 
spinal  fusion.  If  there  was  a question  as  to  the 
advisability  of  a spinal  fusion,  the  opinions  of  sev- 
eral of  the  Attending  Orthopedists  were  obtained 
before  a final  decision  for  operation  was  made. 

Oper.ative  Technique  : 

A modified  Hibbs  type  spinal  fusion  was  done 
on  all  patients  in  this  stud}L  Spinal  ane.sthesia  was 
used  in  the  majority  of  cases.  A few  were  anesthe- 
tized by  sodium  pentothal  induction  followed  by  en- 
dotracheal intubation.  Tlie  area  of  spinal  fusion 
was  exposed  by  a midline  incision  and  the  soft  tissues 
subperiosteally  reflected  from  the  siiinous  processes, 
posterior  surfaces  of  the  lamina  and  from  the  pos- 
terior aspect  of  the  first  two  sacral  segments.  The 
articular  facets  of  the  involved  vertebrae  were  ex- 
posed on  both  sides.  The  spinous  processes  were 
split  longitudinally  and  removed.  .All  cortical  bone 
was  removed  from  the  posterior  surfaces  of  the 
laminae  and  the  posterior  cortex  of  the  first  two 
sacral  segments.  After  decortication  of  all  exposed 
bony  surfaces  of  the  fusion  area,  linear  segments 
of  cancellous  bone  were  placed  Iietween  the  articular 
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surfaces  of  the  facets.  The  entire  fusion  area  was 
then  covered  completely  with  several  layers  of  match- 
stick  size  cortical  and  cancellous  bone.  In  about 
half  of  the  cases,  supplemental  autogenous  bone  was 
taken  from  the  posterior  iliac  area  and  in  the  re- 
maining cases,  supplemental  homogenous  cancellous 
I)one  was  used  from  the  Bone  Bank.  At  approximate- 
ly seven  days  post-operatively  the  sutures  were  re- 
moved and  a spica  cast  applied  from  the  nipple  line 
to  just  above  the  knees.  We  have  found  that  delay- 
ing the  application  of  the  cast  for  several  days  made 
the  patient  much  more  comfortable  in  the  immediate 
post-operative  period  and  prevented  a great  deal  of 
abdominal  distention. 

Post-operative  Management  : 

Nearly  all  patients  remained  in  the  hospital  for 
a minimal  period  of  ten  weeks  following  operation. 
During  this  jieriod  they  were  placed  on  a gradual!}' 
increasing  course  of  exercises  to  strengthen  the  lower 
back.  Each  patient  was  allowed  to  be  ambulatory 
on  a wheeled  litter  and  was  provided  with  a pair  of 
walking  canes  to  propel  the  litter  about  the  wards 
and  to  other  parts  of  the  hospital.  The  physiother- 
apist on  duty  on  the  ward  supervised  each  patient 
daily  in  the  carrying  out  of  back  strengthening  ex- 
ercises. The  patient  remained  in  the  cast  for  an 
average  period  of  nine  weeks.  Following  removal  of 
the  cast,  a further  regime  of  back  exercises  was  given, 
with  instructions  to  continue  all  exercises  for  an 
additional  period  of  two  months.  No  external  back 
supports  or  braces  were  used  following  removal  of 
the  cast. 

Figure  1 


Total  Number  Patients 44  (all  male) 

Average  age:  35  years 

Youngest  patient  22  years 

Oldest  patient 56  years 


Average  length  of  immobilization  following  operation — 
9 weeks. 

Figure  2 

Indications  or  Reasons  For  O peration. 


Unstable  lumbosacral  joint. 

(congenital  anomalies,  etc.) 19 

Spondylolisthesis  18 

Hypertrophic  arthritis  of  lumbosacral  spine 2 

Old  compression  fracture  of  lumbar  spine 1 

Pseudoarthrosis  of  previous  spinal  fusion 4 

Total 44 


Figure  3 

Area  of  and  Length  of  O peratwe  Fusion 


L-4  to  sacrum 39 

L-3  to  sacrum 4 

(all  for  spondylolisthesis  at  L-4) 

D-12  to  L-4 1 


(for  compression  fracture  at  L-2) 

Results: 

In  evaluating  these  patients  we  have  attempted 
to  determine  what  the  result  has  been  from  a clinical 
and  X-ray  standpoint,  but,  more  importantly,  what 
has  been  the  result  as  far  as  the  patient  him.self  is 
concerned.  With  these  factors  available,  we  liave 
then  attempted  to  correlate  the  clinical  result  with 
the  patients  functional  result. 

Pseudo-arthrosis,  as  demonstrated  clinically,  and 
by  X-rays  (made  in  flexion  and  e.xtension  and  right 
and  left  lateral  bending)  was  present  at  the  end  of 
six  months  in  eleven  of  the  forty-four  cases,  or  a 
percentage  of  25%. 

Each  patient  in  this  series  was  then  contacted 
either  personally  or  by  letter  and  asked  to  evaluate 
the  result  of  his  operation  into  one  of  the  following 
categories : 

1.  The  opieration  has  cured  my  back  pain. 

2.  The  operation  helped,  but  did  not  cure  my  back 
pain. 

3.  The  operation  only  slightly  improved  my  back 
pain. 

4.  The  operation  did  not  change  my  back  pain. 

5.  The  operation  made  my  back  pain  worse. 

The  results  from  this  personal  survey  were  as  fol- 
lows : 

Figure  4 

Patient’s  Evaluation  of  Result  Obtained. 


Group  I 

7 

15.8% 

Cured 

Group  11 

19 

43.1% 

Improved 

Group  III 

5 

11.4% 

Slightly  improved 

Group  IV 

6 

13.6% 

No  change 

Group  V 

4 

9.1% 

Worse 

No  reply 

3 

6.8% 

From  the  patient’s  standpoint,  apjiroximately  70% 
were  improved  by  their  operation.  We  were  then  in- 
terested to  know  the  opinion  of  the  patients  in  those 
cases  with  clinical  and  X-ray  evidence  of  pseudo- 
arthrosis. Replies  were  obtained  from  each  of  these 
patients,  and  are  as  follows : 
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Group  I 

1 

Figure  5 

9% 

Cured 

Group  II 

1 

9% 

Improved 

Group  III 

2 

1S% 

Slightly  improved 

Group  IV 

5 

45% 

No  change 

Group  V 

2 

18% 

Worse 

From  these  figures  it  is  ajiparent  that  of  the  ten 
patients  (figure  4)  who  classed  the  results  obtained 
as  unsatisfactory,  pseudo-arthrosis  was  jiresent  in 
seven  of  these  cases.  It  is  very  interesting  that  two 
patients  with  pseudo-arthrosis  felt  that  they  had  been 
definitely  improved  by  their  operation. 

In  those  patients  with  a successful  result  from  a 
clinical  and  X-ray  standpoint,  the  patient’s  personal 
opinion  of  the  results  was  as  follows: 


Figure  6 

Group  I 

6 

Cured 

Group  II 

18 

Better 

Group  III 

3 

Slightly  improved 

Group  IV 

1 

No  change 

Group  V 

2 

Worse 

No  reply 

3 

Here,  again,  we  believe  it  is  apparent  that  the 
good  results  obtained  in  the  great  majority  of  cases 
are  directly  related  to  obtaining  firm  bony  fusion 
in  the  area  operated  on  for  spinal  fusion. 

Much  has  been  written  about  the  advisability  for 
spinal  fusion  in  cases  with  clinical  evidence  of  a 
herniated  nucleus  pulposus.  In  this  series  of  forty- 
four  cases  there  were  eight  patients  who  had  ex- 
ploration for  a herniated  disc  which  was  followed 
by  a spinal  fusion  operation  (combined  operation). 
In  two  of  these  eight  cases  the  exploration  was  neg- 
ative for  evidence  of  a herniated  disc.  In  the 
remaining  six  cases  a herniated  disc  was  found  and 
removed.  The  end  results  obtained  in  these  eight 
cases  we  felt  were  of  interest.  Fortunately,  in  all 
eight  of  these  cases  there  was  clinical  and  X-ray 
evddence  of  firm  bony  fusion  of  the  operative  area. 
In  the  two  cases  in  which  there  was  a negative  ex- 
ploration for  a herniated  disc  both  patients  classed 
their  end  results  as  Group  II  (improved)  which  we 
feel  is  a satisfactory  result.  The  remaining  six 
cases,  in  which  a herniated  disc  was  found  at  op- 
eration, the  end-results  as  classified  by  the  patient 
were  as  follows: 

Group  I 1 Cured 

Group  II  i Better 

Group  III  2 Slightly  improved 


W’e  feel  the  results  of  the  combined  operations  are 
satisfactory  in  that  the  purpose  for  which  the  opera- 
tion was  done,  namely,  relief  of  low  back  pain  was 
accomplished  and  all  patients  were  clinically  im- 
proved. 

Sites  at  Which  Pseudo-Arthrosis  Occurred 

It  is  a recognized  fact  that  the  longer  the  area 
of  spinal  fusion,  the  greater  is  the  possibility  of 
occurrence  of  pseudo-arthrosis.  Only  five  cases  in 
this  group  of  forty-four  had  an  operative  area  of 
fusion  greater  than  two  vertebrae  (not  including  the 
distal  portion  of  the  fusion  area  to  the  sacrum).  The 
sites  of  jiseudo-arthrosis  occurring  in  the  eleven  pa- 
tients in  this  group  as  determined  by  flexion  and 
extension  and  right  and  left  lateral  bending  X-rays 
are  as  follows: 

Between  L-5  and  S-1  5 

Between  L-4  and  L-5  5 

Between  L-3  and  L-4  1 

It  would  be  unreasonable  to  expect  every  case 
operated  on  for  a spinal  fusion  to  obtain  a solid 
fusion  and  a perfect  result.  However,  considerable 
food  for  thought  is  provided  w’hen  it  is  realized 
that,  in  this  series  of  cases,  all  of  whom  had  rela- 
tively the  same  operative  technique  and  almost  iden- 
tical post-operative  care,  one  out  of  every  four 
failed  to  obtain  the  purpose  for  which  the  operation 
was  undertaken. 

Discussion 

It  is  to  be  emphasized  that  the  only  indication 
for  operation  in  this  group  of  patients  was  low  back 
pain  which  could  not  be  controlled  by  conservative 
measures.  Prior  to  beginning  this  study,  we  were 
under  the  definite  impression  that  the  large  majority 
of  jiatients  on  whom  operations  of  spinal  fusions 
had  been  done  at  this  hospital  had  been  cured  of 
their  low  back  pain.  This  impression  was  probably 
lirought  aljout  by  the  fact  that  we  were  seeing  only 
the  good  results  for  follow-up.  The  poor  or  unsat- 
isfactory results,  had  failed  to  return  for  check  up 
or  had  wandered  elsewhere  in  search  of  relief  for 
their  back  pain.  We  honestly  believe  that  from  a 
standpoint  of  selection  of  patients,  and  pre-and  post- 
o{>erative  care,  ideal  conditions  exist  at  this  hospital 
for  treatment  of  cases  requiring  spinal  fusion.  Under 
the  present  policies  of  the  Veterans  Administration, 
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patients  may  be  hospitalized  for  as  long  as  considered 
necessary  by  the  Ward  Doctors  and  there  is  no  re- 
striction on  expenditures  for  length  of  hospitaliza- 
tion, X-rays,  liraces,  etc.  The  operations  were  care- 
fully done  under  the  direct  supervision  in  every 
instance  of  an  experienced  Board  Diplomate  Ortho- 
pedist. Supplemental  bone  from  the  Bone  Bank  for 
full  coverage  of  the  fusion  area  was  available.  The 
patients  remained  in  the  hospital  under  direct  super- 
vision during  their  entire  post-operative  immobliza- 
tion  period.  Under  such  ideal  conditions,  it  is 
reasonable  to  assume  that  almost  every  patient  would 
be  definitely  benefited.  From  a careful  analysis  of 
the  results  obtained,  however,  it  is  obvious  that  only 
70%  of  these  patients  were  better  off  after  ojieration 
than  they  were  liefore  and  in  25%  of  the  patients, 
the  purpose  of  the  operation,  namely  arthrodesis  of 
the  operative  area,  was  not  accomplished.  These 
results,  we  feel,  are  comparable  to  other  reported  re- 
sults under  similar  conditions.  We  are  forced  to 
conclude  that  even  with  ideal  conditions  available 
for  pre-operative  selection  and  post-operative  care 
of  these  patients,  that  arthrodesis  of  the  lower  spine 
will  not  be  obtained  in  one  out  of  four  cases.  The 
good  results  obtained  in  this  small  group  of  cases 
are  definitely  related  to  occurrence  of  a sound  bon}^ 


fusion  of  the  operative  area  and  the  poor  results  to 
the  occurrence  of  pseudo-arthrosis. 

Summary 

( 1 ) The  end-results  of  operation  for  spinal  fusion 
in  forty-four  cases  are  reported. 

(2)  These  cases  were  treated  in  a Veterans  Ad- 
ministration Hospital  under  ideal  conditions  for 
selection  of  patients  and  pre-  and  post-operative  care, 
and  with  no  restrictions  on  length  of  hospital  stay, 
type  of  treatment,  etc. 

(3)  The  good  results  obtained  are  usually  directly 
related  to  the  occurrence  of  firm  bony  fusion  of  the 
operative  area  and  the  poor  results  are  almost  always 
directly  related  to  the  occurrence  of  pseudo-arthrosis. 
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TV  May  Revolutionize  Medical  Education. 

The  growing  use  of  television  in  the  nation’s  med- 
ical schools  is  prophetic  of  a virtual  revolution  in 
medical  teaching  methods  which  may  take  place 
during  the  next  ten  years. 

Dr.  David  S.  Ruhe,  director  of  the  Medical  Audio- 
Visual  Institute,  writing  in  the  January  issue  of 
The  Journal  of  Medical  Education,  looks  ahead  to 
a time  when  medical  schools  will  be  linked  in  a TV 


network  and  when  all  medical  students  may  liave 
visual  contact  with  the  greatest  medical  minds  of 
our  time. 

Most  medical  schools  questioned  in  a recent  surve}’ 
by  the  Medical  Audio-Visual  Institute  indicated  that 
they  were  making  experimental  use  of  television  and 
that  facilities  for  e.xpansion  of  the  program  are  being 
included  in  new  building  plans.  iMany  schools  spon- 
sor health  education  programs  to  the  public  over 
regular  TV  channels. 


100 


ViRc.iNiA  Medical  Monthly 


Volume  80, 


THE  TREATMENT  OF  CORONARY  ARTERY  DISEASE- 

Nathan  Bloom,  M.D. 

Medical  College  of  Virginia, 

Richmond,  Virginia 


All  phases  of  coronary  artery  disease  are  based  on 
sclerotic  narrowing  of  the  coronary  arteries.  The 
symptoms  caused  by  a lack  of  blood  supply  to  the 
heart  itself,  depend  on  the  degree  of  coronary  in- 
sufficiency. In  fact,  angina  pectoris  is  considered  a 
symptom  complex  rather  than  a definite  pathologic 
entity.  Occasionally  post-mortem  investigation  has 
not  demonstrated  any  involvement  of  the  coronary 
vessels  and  yet  the  patient  has  succumbed  from  an 
attack  of  angina  pectoris.  , 

The  individual  reaction  to  inijiaired  coronary  cir- 
culation depends  a great  deal  upon  the  sensitivity  of 
the  patient  and  the  amount  of  coronar}-  artery  disease. 
All  of  us  have  seen  individuals  with  very  severe 
coronary  disease  who  have  been  able  to  lead  useful 
lives  without  any  cardiac  s}Tn])toms.  mainly  because 
of  their  adequate  cardiac  reserve.  Under  the  cir- 
cumstances, treatment  must  be  selective  and  pcssibh' 
different  for  each  individual  case. 

We  have  stated  that  angina  pectoris  is  a symptom 
complex.  The  patient  may  complain  of  a sense  of 
fatigue,  suffocation,  or  oppression  in  the  chest,  with- 
out having  severe  pain,  but  the  classical  type  of  dis- 
comfort is  a constricting,  substernal  pain,  lasting  for 
several  moments,  usually  occurring  on  exertion  and 
radiating  to  the  arms,  neck,  teeth,  and  even  the  back. 
Discomfort  may  occur  on  the  least  exertion,  such  as 
dressing,  after  awakening,  or  even  shaving.  Occa- 
sionally the  patient  has  to  e.xert  him  elf  to  an  extreme 
to  cause  any  chest  discomfort.  The  diagnosis  at 
times  may  be  ver}'  difficult,  as  certain  conditions  such 
as  hypertrophic  arthritis  of  the  spine,  gallbladder 
disease,  dissecting  aneurysm,  and  hiatal  hernia,  may 
simulate  angina  pectoris.  Electrocardiograms  and 
examination  may  not  be  very  helpful,  but  given  an 
individual  in  the  older  age  group  who  develops  chest 
discomfort  on  exertion,  relieved  by  rest,  one  may 
assume  that  the  patient  has  coronary  artery  disease. 

I'he  treatment  of  angina  pectoris  is  based  on  simple 
broad  principles. 

7.  Physical  Activity.  The  patient  with  established 
angina  of  effort  does  not  require  rest  in  bed.  In 

•Presented  at  the  twenty-second  St.  Philip  Hospital 
Seminar,  July  18,  1952. 


fact,  moderate  e.xercise,  such  as  leisurely  walking  on 
a level  footing,  may  be  beneficial,  because  it  may 
promote  the  development  of  a collateral  circulation. 
The  patient  usually  knows  how  far  he  can  walk  be- 
fore angina  occurs.  He  should  be  instructed  to  rest 
for  a few  moments  before  he  proceeds  farther.  He 
should  never  continue  activity  while  having  an  an- 
ginal attack.  If  a prolonged  attack  occurs,  lasting 
as  much  as  a half  hour,  it  might  be  necessary  for 
the  patient  to  be  placed  at  bed  rest  for  several  days, 
in  order  to  rule  out  the  possibility  of  acute  coronary 
insufficiency  or  even  a coronary  thromliosis.  These 
same  principles  appl}'  to  a patient  when  angina  of 
effort  becomes  so  severe  that  he  starts  having  angina 
at  rest  (angina  decubitus),  but  he  should  even  re- 
strict his  activities  more,  to  the  point  of  being  a com- 
plete bed  patient,  until  he  shows  improvement.  It 
may  be  necessary,  if  the  jiatient  is  of  a highly  nervous 
temperament  or  in  a strenuous  occupation,  that  re- 
tirement from  business  or  a change  of  occujiation  be 
advisable. 

2.  Psychotherapy  and  Living  Routine.  Everx’one 
becomes  emotionally  upset  when  told  he  has  a heart 
condition.  This  is  even  more  true  of  physicians 
than  of  laymen,  so  it  is  most  important  that  the 
problem  be  approached  in  a calm  manner.  The 
patient  should  understand  that  he  will  be  allowed 
certain  activities  and  that  most  of  the  time  he  will 
be  able  to  lead  a fairly  normal  existence  if  he  fol- 
lows the  proper  instructions.  Certainly,  necessary 
adjustments  in  his  home  life  will  be  required.  We 
are  inclined  to  limit  smoking  or  even  restrict  it  com- 
pletely, but  do  allow  an  occasional  alcoholic  drink. 
Temperance  in  eating  is  important  and  relaxation 
in  a chair  after  meals  is  advised.  Sometimes  a day 
or  two  in  bed  each  month  may  be  helpful.  Sexual 
intercourse  is  allowed  but  any  excesses  are  con- 
demned. The  physician  must  understand  the  pa- 
tient’s routine  and  mode  of  living,  as  at  times  his 
advice  cannot  be  followed.  For  example,  telling  a 
laborer  that  he  should  discontinue  working  may  be 
the  final  insult  and  produce  a myocardial  infarction. 

3.  Nitroglycerin.  In  1867,  Dr.  I.  I..  Brunton^ 
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described  the  effect  of  amyl  nitrite  on  a patient  with 
anginal  attacks.  Later,  in  1872,  Dr.  \V.  H.  Madden^ 
gave  a report  of  his  personal  experience  with  amyl 
nitrite.  He  stated,  and  I quote,  “the  presence  of 
intense  pain  is  not  conducive  to  the  exercise  of  calm, 
philosophic  analyses  and  I can  onh’  tell  you  what 
I felt,  that  the  effect  was  truly  wonderful.”  Sir 
'I'homas  Lewis,  in  1933,  observed  that  the  relief 
of  pain  by  the  use  of  nitrites  was  due  to  increased 
blood  flow.  Since  that  time  there  have  been  in- 
numerable nitrite  preparations  used  for  the  treat- 
ment of  angina  pectoris.  None  are  better  than  ni- 
troglycerin. Unfortunately,  most  physicians  use 
nitroglycerin  as  a treatment  for  an  attack.  We 
suggest  that  the  drug  should  be  used  to  prevent  an 
attack.  In  addition,  the  average  physician  uses 
either  1/100  or  1/150  grain.  This  dosage  frequently 
causes  excruciating  headache  and  the  patient  is  so 
unhappy  with  the  headache  that  he  would  rather 
suffer  the  anginal  pain.  In  the  past  two  years  we 
have  suggested  that  our  patients  take  1 / 400  gr.  under 
the  tongue,  three  times  a day  regularly,  and  if  they 
have  a severe  attack  they  take  an  additional  dose. 
Usually  this  method  prevents  man}’  attacks,  but  of 
course  occasionally  the  patient  continues  to  have 
pain,  requiring  larger  dosages.  In  the  ])ast  three 
years  we  have  become  very  interested  in  an  Egy])tian 
drug  which  is  obtained  from  the  seeds  of  Ammi 
visnaga.  This  product  is  officially  named  visammin 
and  the  trade  name  is  Khellin.  Khellin  has  been 
used  as  a potent  vasodilator  for  at  least  twenty  years. 
\Mien  we  started  using  this  drug  the  original  investi- 
gators, led  by  Anrep,  Kenawy.  and  Barsoum,®  sug- 
gested a dosage  of  100  to  200  mgm.  a day.  We  found 
that  the  patient  could  hardly  stand  40  mgm.  a day 
and  since  then  Conn  et  al*  have  suggested  that  the 
patient  start  on  20  mgm.  twice  a day,  and  finally 
reach  a level  which  the  patient  can  tolerate  without 
the  disastrous  gastro-intestinal  effect  from  over- 
dosage. We  have  been  extremely  interested  in  the 
parenteral  administration  of  Khellin  and  have  found 
that  50  mgm.  intramuscularly  every  day  may  relieve 
many  patients  with  severe  angina  who  have  not  l^een 
helped  by  nitrogl}'cerin.  Later  the  drug  may  be 
given  once  a week  by  injection.  This  treatment  has 
l)een  recommended  by  Kleiber.^  We  have  also  been 
stimulated  by  the  obser\’ations  of  Gilbert  and  Na- 
lefski®  on  the  effect  of  anticoagulants  in  increasing 
the  coronary  blood  flow.  These  investigators,  using 


dogs,  have  suggested  that  anticoagulants  benefit 
coronary  throml)osis  and  angina  pectoris  because  they 
increase  the  coronary  blood  flow  rather  than  their 
anticoagulant  action.  We  recently  treated  two  cases 
of  severe  status  anginosis  by  giving  Heparin,  100 
mgm.  intravenously  every  other  day.  Both  of  these 
cases  responded  beautifully  and  prior  to  the  injec- 
tions were  using  10  to  15  nitroglycerin  tablets  a day. 
During  the  period  of  taking  the  injections  and  after- 
wards they  were  able  to  discontinue  nitroglycerine. 
These  two  cases  do  not  prove  that  Heparin  has  any 
real  value  in  the  treatment  of  angina  pectoris  but 
certainly  have  stimulated  us  to  continue  looking  for 
other  methods  of  therapy  in  handling  severe  cases. 
Russek,'  in  his  studies  on  13  cases,  has  not  been  able 
to  substantiate  our  findings. 

Xanthines.  In  1895,  Askanazy,*  reported  improve- 
ment in  cardiac  asthma  and  angina  pectoris  with 
administration  of  theobromine  sodio-salicylate.  This 
work  was  confirmed  by  Brewer,®  in  1902,  it  being 
considered  that  the  xanthines  had  a direct  vasodilator 
effect  on  the  coronary  arteries,  probably  directly  on 
the  walls  of  the  blood  vessels.  Since  then,  many 
investigators  have  studied  the  xanthines  and  there 
has  been  a great  deal  of  discussion  as  to  their  merits. 
Gilbert^®  has  been  very  much  impressed  with  their 
usefulness,  while  Gold^^  feels  that  they  have  no  value 
except  when  used  intravenously  for  bronchial  asthma. 
We  believe  that  in  severe  angina  pectoris  or  coronary 
insufficiency  it  might  be  wise  to  use  aminophyllin, 
4 grs.  intravenously  or  intramuscularly,  every  four 
hours  for  several  doses,  later  placing  the  patient  on 
Theocalcin  orally,  7.5  grs.  three  times  a day. 

Coronary  thrombosis  with  myocardial  infarction 
presents  an  entirely  different  problem  than  angina 
pectoris,  although  it  is  not  unusual  for  both  to  l^e 
j^resent  in  the  same  case.  It  is  interesting  to  note 
that  if  a patient  who  has  been  .suffering  with  angina 
pectoris  develops  a coronary  thrombosis,  very  often 
the  angina  pectoris  disappears.  After  an  acute 
coronary  thrombosis  the  treatment  for  the  acute  at- 
tack is  of  an  emergency  nature.  In  the  uncompli- 
cated case  that  has  not  developed  acute  heart  failure, 
the  patient  is  placed  at  bed  rest  for  several  days. 
In  recent  years  we  have  become  much  more  lenient 
as  far  as  allowing  the  patient  to  get  out  of  l)ed. 
This  has  been  brought  about  by  the  efforts  of  Dr. 
Sam  Levine,^^  who  recently  discussed  the  arm-chair 
treatment  of  coronary  tlirombosis.  He  has  suggested 
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that  the  patient  be  allowed  to  sit  on  the  side  of  the 
bed  in  a chair  as  early  as  twenty-four  hours  follow- 
ing an  attack.  This  seems  a little  fast  to  us,  but 
we  do  let  the  patient  use  a bedside  commode  and  sit 
in  a chair  after  several  days,  preferably  a week.  The 
patient  is  not  allowed  to  walk  or  go  to  the  bathroom 
and  this  chair  e.xistence  is  continued  for  practically 
the  same  period  of  time,  usually  four  to  si.x  weeks, 
as  in  the  older  method  of  treatment.  This  bedside 
treatment  is  not  advocated  for  an  individual  who 
starts  his  attack  by  going  into  shock  and  may  be 
unsatisfactory  if  one  requires  oxygen. 

Oxygen  is  usually  started  on  all  acute  coronary 
thrombosis  cases.  We  prefer  the  oxygen  tent  and 
regulate  the  flow  of  oxygen  at  the  rate  of  twelve  to 
fifteen  liters  per  minute.  If  a tent  is  not  available, 
we  use  nasal  o.xygen  at  six  to  eight  liters  per  minute. 
Some  clinicians  prefer  the  hood  or  the  oxygen  mask  on 
account  of  the  higher  concentration  of  oxygen  but  the 
patient  is  usually  much  more  uncomfortable  in  the 
hood  or  mask  rather  than  in  the  tent  or  using  the 
nasal  tube. 

At  the  onset  of  an  acute  coronary  episode  one  must 
attempt  to  eliminate  pain  and  at  times  it  is  necessary 
to  use  large  doses  of  morphine  or  Demerol.  We 
suggest  1/4  gr.  morphine  or  100  mgm.  Demerol,  and 
if  necessary  this  may  be  repeated  within  fifteen  to 
thirty  minutes.  The  Demerol  is  given  intramuscular- 
ly but  the  Morphine  may  be  given  in  the  vein.  At 
times  these  strong  narcotics  must  be  continued  for 
several  days.  Very  often  they  cause  much  nausea 
and  vomiting.  This  is  unavoidable.  Later,  when 
the  patient  has  improved,  we  find  that  relaxation  may 
be  obtained  by  the  use  of  moderate  doses  of  bar- 
biturates. It  is  important  that  the  patient  sleep 
and  for  several  weeks  we  may  give  1.5  gr.  Seconal 
or  Nembutal  at  bedtime.  Occasionally  barbiturates 
excite  the  patient;  then  we  try  bromides  or  chloral 
hydrate,  which  may  be  very  effective  in  20  gr.  doses 
given  in  fruit  juice. 

The  xanthines  may  be  very  helpful  at  the  onset 
of  an  acute  coronary  thrombosis.  They  are  then 
given  as  in  acute  coronary  insufficiency.  We  prefer 
.\minophyllin,  4 grs.,  intravenously  or  intramuscular- 
ly but  the  morphine  may  be  given  in  the  vein.  .\t 
tinue  with  one  of  the  oral  preparations,  such  as 
Theocalcin. 

It  has  been  known  for  many  years  that  there  is 


marked  reflex  vasoconstriction  in  other  coronary  ves- 
sels at  the  time  of  an  acute  coronary  thrombosis. 
Manning,  McEacheni  and  HalL^  have  shown  that 
these  vasoconstrictor  reactions  may  be  prevented  by 
vagal  section  or  the  use  of  atropine  in  the  experi- 
mental animal.  The  increase  in  coronary  blood  flow 
after  the  administration  of  atropine  reduced  the  mor- 
tality in  dogs  34%,  so  most  observers  following  these 
experimental  studies  suggest  the  use  of  atropine 
after  an  acute  coronary  thrombosis;  thus,  it  is  prob- 
ably a good  idea  to  give  the  patient  1/150  gr.  of 
atropine  every  four  hours  for  several  doses. 

Frequently  the  patient  is  in  severe  shock  after  the 
onset  of  coronary  thrombosis.  This  may  result  in 
temjiorary  renal  shut-down.  Although  some  inves- 
tigators feel  that  the  patient’s  life  may  be  jeopardized 
by  parenteral  fluids,  we  have  seen  several  remarkable 
recoveries  by  judicious  use  of  small  infusions,  250 
to  500  cc.  of  10%  glucose,  but  prefer  250  cc.  of 
iflasma  or  whole  blood  if  they  are  available.  It  may 
be  necessary  to  repeat  the  infusions  during  the  critical 
period  of  shock.  We  know  of  one  instance  in  which 
a very  prominent  physician  was  saved  by  giving  him 
several  transfusions  up  to  1000  cc.  of  whole  blood 
during  the  shock  period.  We  are  positive  that  he 
would  have  succumbed  if  this  had  not  been  done. 
It  is  not  considered  wise  to  use  parenteral  fluids  on 
the  milder  cases  of  coronary  thrombosis  or  those  that 
are  not  in  shock,  but  a patient  in  shock  is  in  very 
critical  condition  and  one  must  use  every  device 
in  his  power  to  prevent  the  patient’s  death. 

It  is  no  longer  considered  good  practice  to  give 
digitalis  in  the  treatment  of  coronary  thrombosis  with 
myocardial  infarction  unless  there  is  definite  evi- 
dence of  congestive  heart  failure;  then  it  should  be 
given  and  the  patient  fully  digitalized.  We  do  not 
believe  in  rapid  digitalization  unless  the  patient  is 
critically  ill  with  pulmonary  edema  and  uncon- 
trolled auricular  fibrillation.  Gradual  digitalization 
over  a period  of  several  days  would  be  the  accepted 
procedure.  Quinidine  has  many  advocates  as  a routine 
drug  in  acute  coronary  thrombosis.  We  have  never 
been  impressed  with  the  arguments  in  its  favor  sug- 
gesting that  it  might  prevent  ventricular  tachycardia. 
If  the  patient  is  having  frequent  extrasystoles,  then 
Quinidine  should  be  used  in  a dosage  of  3 grs. 
every  four  hours.  If  ventricular  tachycardia  occurs 
then  Quinidine  must  be  used  in  much  larger  amounts. 


February,  1953 


ViR(;iNiA  Medical  Monthly 


103 


otherwise  the  jiatient  mu)'  succumb.  We  have  given 
as  much  as  0.6  gram  every  two  hours  for  twenty-four 
or  forty-eight  liours,  l)ut  have  never  given  as  much 
as  1 gram  at  a dose,  which  has  been  suggested  by 
some  observers.  Pronestyl  (procaine  amide)  may  be 
very  efficacious  in  the  abolition  of  ventricular  tachy- 
cardia. It  should  be  given  intravenously,  starting 
with  0.5  gram  slowly;  later  this  dose  may  be  re- 
jieated.  At  times  one  must  give  up  to  2 grams  over 
a period  of  twenty-four  hours  to  terminate  an  attack 
of  ventricular  tachycardia.  This  drug  may  also  be 
used  by  mouth  but  is  not  as  effective  by  this  route. 

The  use  of  anticoagulants  in  the  treatment  of  acute 
coronary  Thrombosis  is  now  firmly  established.  Un- 
fortunately there  is  no  simple  laboratory  technique 
to  enable  us  to  use  these  drugs  with  ease.  When 
Heparin  is  given,  clotting  time  must  be  frequently 
performed,  and  if  one  uses  Dicumarol  or  Tromexan, 
daily  prothrombin  times  must  be  obtained.  If  ade- 
quate laboratory  facilities  are  not  available,  we  advise 
that  you  do  not  use  the  anticoagulants  as  they  may 
be  quite  dangerous  without  proper  control.  In  acute 
coronary  thrombosis  the  proper  method  is  to  give 
Heparin,  50  mgm.  intravenously,  and  repeat  it  after 
four  hours.  In  the  meanwhile,  a prothrombin  time 
has  been  obtained  and  Dicumarol  in  dosages  ranging 
from  100  to  300  mgm.  is  given  according  to  the 
prothrombin  time.  W'e  like  to  keep  our  patients  at 
a level  of  20%  to  30%  concentration.  At  times,  at 
the  onset  of  the  acute  attack,  the  prothrombin  time 
may  be  prolonged  and  the  concentration  be  down 
even  before  the  first  dose  of  anticoagulant;  therefore, 
it  would  be  dangerous  to  give  the  larger  dose  unless 
the  exact  concentration  has  been  determined;  300 
mgm.  Dicumarol  is  given  if  there  is  100%  concen- 
tration, 100  to  200  mgm.  with  concentrations  above 
30%,  and  25  to  50  mgm.  with  concentrations  be- 
tween 20%  and  30%;  under  20%  no  anticoagulant 
should  be  given.  This  schedule  also  is  advised  if 
Tromexan  is  given.  This  is  another  cumarin  deriva- 
tive and  is  supposed  to  be  safer  than  Dicumarol, 
because  it  is  absorbed  more  rapidly  and  the  max- 
imum effect  takes  place  thirty  hours  after  a single 
oral  dose.  The  duration  of  effect  disappears  in 
forty-eight  to  sixty  hours,  while  Dicumarol  remains 
in  the  system  much  longer.  It  must  be  given  in 
larger  doses  and  usually  one  starts  with  1200  to 
1500  mgm.  the  first  day,  900  mgm.  the  second  day. 


and  from  450  to  750  mgm.  daily  thereafter.  A daily 
prothrombin  time  mu'^t  be  performed  while  on 
Tromexan.  One  attempts  to  maintain  a level  of  two 
to  two  and  one-half  times  the  control  reading  of  six- 
teen to  eighteen  seconds  or  a percentage  concentra- 
tion of  20%  to  30%. 

'Fhe  danger  of  liemorrhage  is  always  a factor  when 
using  anticoagulants,  so  a constant  check  of  any 
bleeding  tendency  or  hematuria  is  necessary.  Anti- 
coagulants are  contraindicated  in  blood  dyscrasias, 
severe  liver  damage,  or  ulcerative  visceral  lesions. 
If  hemorrhage  does  occur,  the  drugs  are  immediately 
stopped,  intravenous  injections  of  72  mgm.  of  vitamin 
K are  given,  which  may  be  repeated  in  four  hours; 
whole  blood  transfusions  may  be  required.  In  spite 
of  the  best  laboratory  technifiue  there  may  be  wide 
fluctuations  in  prothrombin  determination,  requiring 
constant  vigilance  b}’  the  attending  physician  in  order 
to  keep  the  prothrombin  time  at  its  proper  level. 
There  are  some  investigators  who  condemn  anti- 
coagulants because  of  the  difficulty  in  their  admin- 
istration, but  in  the  modern  treatment  of  acute 
coronary  thrombosis  with  proper  laboratory  facilities 
the  drugs  should  be  given. 

In  the  past  few'  years  most  of  the  research  in 
coronary  disease  has  been  in  the  field  of  cholesterol 
metabolism.  There  are  many  conflicting  opinions 
concerning  the  position  of  cholesterol  as  regards  the 
pathogenesis  of  coronary  arteriosclerosis.  The  work 
of  Gofman^'*  and  his  associates  on  separating  the 
cholesterol  molecule  has  stimulated  many  investiga- 
tions of  this  particular  problem.  He  is  convinced 
that  the  Sf  10-20  molecule  is  the  important  cholesterol 
factor  causing  coronary  arteriosclerosis.  Keys^^  does 
not  agree  completely  with  these  ideas  and  believes 
the  entire  cholesterol  molecule  is  responsible  for 
coronary  artery  disease,  rather  than  any  particular 
size  molecule.  But,  in  attempting  to  take  a conserva- 
tive attitude  to  the  entire  problem,  we  have  become 
convinced  that  excessive  cholesterol  ingestion  is  not 
good  for  our  coronary  patients.  Certainly  a low-fat 
diet  should  be  advocated.  A low-cholesterol  diet  is 
not  very  palatable,  but  if  the  patient  is  cooperative 
it  can  be  followed  without  too  much  trouble.  There 
is  some  question  as  to  the  value  of  lipotropic  sub- 
stances preventing  and  absorbing  atherosclerosis  in 
the  experimental  animal,  so  ISIorrison^®  and  his  as- 
sociates have  suggested  the  combination  of  a low- 
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cholesterol  diet  and  lipotropic  drugs,  such  as  choline, 
inositol  or  methionine  as  a long  range  treatment  of 
coronary  artery  disease,  \^'e  have  followed  these 
ideas  but  it  is  most  difficult  to  evaluate  a dietary 
regimen  on  coronary  arteriosclerosis.  Possibly  this 
entire  problem  will  be  clarified  in  the  next  few  years. 

In  summary,  it  is  impossible  to  cover  the  entire 
field  of  treafment  in  this  short  period.  The  broad 
principles  of  treatment  have  been  indicated  with 
some  of  the  more  modern  therapeutic  ideas.  We  hope 
that  eventually  there  will  be  some  method  of  pre- 
venting coronary  atherosclerosis,  or  at  least  retard 
its  development;  then  less  treatment  will  be  required. 
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Describe  Three  New  Insulin  Preparations. 

Three  new  long-acting  insulin  prejiarations,  which 
offer  jiromise  in  reducing  the  complexities  of  insulin 
administration  to  diabetics,  were  described  in  the 
December  27  J..\.M..V.  The  new  preparations,  con- 
sisting of  insulin  mi.xed  with  small  amounts  of  zinc, 
have  activity  ranges  from  about  18  to  more  than  30 
hours,  according  to  K.  Hallas-Moller,  Ph.D.;  IM. 
Jersild,  AI.D.;  K.  Peterson,  M.Sc.,  and  J.  Schlicht- 
krull,  M.Sc.,  of  Copenhagen,  Denmark. 

.\ccording  to  the  authors,  prelim  nary  studies  of 
65  patients  with  severe  cases  of  diabetes  have  shown 
“that  satisfactory  blood  sugar  control  can  be  ob- 
tained in  such  patients  with  a single  injection  of  the 


appropriate  one  of  the  three  types  of  zinc  insulin.” 

They  reported  that  the  currently  available  insulin 
])reparations  with  protracted  action,  if  given  in  one 
daily  injection,  are  incapable  of  providing  satisfac- 
tory regulation  of  the  blood  lUgar  level  in  a con- 
siderable number  of  patients  wdth  difficult  cases  of 
diabetes. 

“The  results  we  have  attained  indicate  that  these 
zinc  insulin  preparations  may  offer  a solution  to  the 
problem  of  providing  a single  daily  injection  for 
such  patients.” 

Zinc  insulin  was  given  to  the  patients  daily  at  8 
a.m.  The  amount-  of  insulin  varied  according  to 
individual  reactions  to  the  drug. 
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A SEROLOGIC  STUDY  OF  SERUM  FROM  SUSPECTED  CASES 
OF  INFECTIOUS  MONONUCLEOSIS 


Elsie  P.  Foxhall,  Serologist, 

Division  of  Serology, 

Laboratory  of  Virginia  Health  Department, 
Richmond,  Virginia 


Infectious  mononucleosis  is  a disease  of  unknown 
etiology,  characterized  by  fever,  chills,  sore  throat 
with  or  without  membrane,  enlarged  lymph  nodes 
and  spleen.  Due  to  its  protean  manifestations  and 
similar  hematologic  changes  the  syndrome  has  been 
mistaken  for  diphtheria,  meningitis,  typhoid,  whoop- 
ing cough,  appendicitis,  leukemia  and  several  rash 
producing  diseases,  such  as  tyjihus,  scarlet  fever, 
measles  and  secondary  syphilis.  Several  bacteria 
have  been  suggested  as  causing  the  disease,  l)Ut 
experiments  have  failed  to  produce  acceptable  proof. 
A filterable  virus  is  now  considered  to  be  the  possible 
etiologic  agent  since  monkeys  inoculated  with  blood 
from  patients  with  infectious  mononucleosis  devel- 
oped similar  blood  pictures.  Davidsohn  states  that 
“successful  transmissions  of  the  disease  from  monkey 
to  man,  from  man  to  monkey,  and  from  man  to  man 
have  been  reported  but  require  confirmation.” 

The  advent  of  the  Paul-Bunnell  agglutination  test 
in  1932  and  Davidsohn’s^  differential  test  reported 
in  1935  has  enabled  the  laboratory  to  render  more 
effectual  assistance  to  doctors  in  diagnosing  infec- 
tious mononucleosis.  Paul  and  Bunnell  observed 
that  the  blood  serum  of  patients  with  infectious 
mononucleosis  would  agglutinate  sheep  erythrocytes. 
Davidsohn  found  that  a suspension  of  guinea  pig 
kidney  would  remove  both  normal  agglutinins  for 
sheep  cells  and  antisheep  agglutinins  in  the  serum 
of  patients  with  serum  disease  but  would  not  remove 
sheep  cell  agglutinins  found  in  the  serum  of  patients 
witli  infectious  mononucleosis. 

Blood  examinations  for  heterophile  antibodies  has 
been  made  a general  procedure  in  the  laborator}’  of 
the  Virginia  Health  Department  since  January, 
1951.  Previously  the  test  was  only  conducted  when 
requested  by  a physician  submitting  the  speci- 
men. All  blood  specimens  received  in  the  laboratory 
for  agglutination  tests  for  febrile  diseases  are  also 
tested  for  heterophile  agglutinins.  The  procedure 
employed  is  a presumptive  slide  agglutination  test, 
a rapid  method  developed  by  F.  Rappaport  and  M. 
Skariton^.  The  technic  employs  one  drop  or  0.05 


cc.  of  clear  serum  (fresh  or  inactivated)  to  which 
is  added  one  loopful  (5  mm.  in  diameter)  of  washed 
packed  sheep  red  blood  cells.  The  two  components 
are  mixed  thoroughly  and  read  at  once.  Failure  of 
the  patient’s  serum  to  agglutinate  the  sheep  cells  is 
considered  a negative  test.  Immediate  clumping  of 
the  cells  constitutes  a positive  reaction.  Specimens 
that  are  negative  by  this  method  are  reported  with- 
out further  delay.  Specimens  that  give  positive 
reactions  are  subsequently  tested  by  a macroscopic 
tube  test.  Adsorption  tests  are  conducted  on  serum 
with  guinea  pig  kidney  and  boiled  beef  erythrocytes 
to  differentiate  between  heterophile  antibodies  of  in- 
fectious mononucleosis,  antibodies  formed  by  a pre- 
vious therapeutic  injection  of  horse  serum  and  normal 
agglutinins.  After'  the  serum  has  been  adsorbed, 
centrifuged  and  decanted,  serial  dilutions  in  0.9% 
saline  are  prepared  and  a tube  agglutination  test 
performed.  Washed  sheep  red  blood  cells  in  a one 
per  cent  suspension  is  added  to  each  tube.  The  tubes 
are  shaken  and  incubated  in  a 37°  C.  waterbath  for 
two  hours.  Immediately  after  the  incubation  period 
the  rack  is  shaken  vigorously  and  the  titre  observed 
without  removing  tubes  from  rack.  Agglutinins  for 
sheep  erythrocytes  in  normal  serum  are  adsorbed 
with  guinea  pig  kidney  antigen  but  not  with  boiled 
beef  erythrocytes.  No  agglutination  is  obtained  with 
serum  from  a patient  with  serum  sickness  caused  by 
previous  injections  of  horse  serum  because  the  ag- 
glutinins for  sheep  erythrocytes  are  adsorbed  by  both 
guinea  pig  kidney  and  boiled  beef  erythrocytes. 
Agglutination  resulting  from  serum  adsorbed  with 
guinea  pig  kidney  antigen  and  the  absence  of  ag- 
glutination with  the  same  serum  adsorbed  with 
boiled  beef  erythrocytes  is  indicative  of  infectious 
mononucleosis.  Tests  conducted  with  adsorbed  serum 
are  considered  highly  specific;  therefore,  the  titre  is 
not  significant  so  far  as  the  disease  is  concerned, 
but  may  serve  as  an  index  to  the  patient’s  antibod)’ 
response. 

Literature  on  infectious  mononucleosis  records 
that  serum  containing  heterophile  antibodies  will 
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elicit  false  positive  reactions  in  syphilis  serology. 
Davidsohn^  states  that  “occasional  positive  results 
have  been  observ'ed  usually  only  transient  and  dis- 
appearing after  a few  weeks.”  Kolmer^  thinks  about 
20%  of  the  cases  of  infectious  mononucleosis  will 
produce  transitory  positive  reactions  in  syphilis  serol- 

ogy- 


with  adsorbed  serum  of  patient  “A”  yielded  a 4-]- 
Kolmer  reaction.  The  V.D.R.L.  slide  test  was  pos- 
itive in  a dilution  of  1:10.  In  this  instance  the 
sheep  cells  were  partially  agglutinated  in  the  Kolmer 
test.  A portion  of  the  serum  was  then  adsorbed 
to  remove  the  sheep  cell  agglutinins  and  another 
Kolmer  test  performed.  A 4-|-  reaction  wa.s  ob- 


Acglutinins 

For  Sheep  Erythrocytes  in  Human  Serum 


Agglutinins 

Adsorbed 

By 

Type  of  Serum 

Infectious 

Mononucleosis 

Seru.m 

Sickness 

Normal 

Seru.m 

Guinea  Pig 

Not  Adsorbed 

Adsorbed 

Adsorbed 

Kidney 

(Agglutination  of 

(No  agglutination  of 

(No  agglutination  of 

Antigen 

sheep  cells) 

sheep  cells) 

sheep  cells) 

Boiled  Beef 

Adsorbed 

Adsorbed 

Not  Adsorbed 

Cell 

(No  agglutination  of 

(No  agglutination  of 

(Agglutination  of 

Antigen 

sheep  cells) 

sheep  cells) 

sheep  cells) 

The  laboratory  of  the  Virginia  Health  Depart- 
ment conducts  serologic  tests  for  evidence  of  SA-philis 
on  all  specimens  showing  heterophile  agglutinins. 
We  have  observed  that  approximately  12%  of  the 
sera  react  to  the  Kolmer  complement  fixation  test 
and  6%  to  the  V.D.R.L.  slide  test.  These  figures 
represent  a little  more  than  half  the  number  con- 
ceded by  other  workers  to  yield  positive  syphilis 
serology.  Histories  received  in  a public  health  lab- 
oratory^ concerning  patients  are  rather  meager  and 
we  have  no  way  of  knowing  whether  a patient  elicit- 
ing positive  syphilis  serology  is  a syphilitic  or  not. 
Occasionally  we  are  fortunate  enough  to  receive  a 
second  specimen  of  blood  from  a patient  from  whom 
a positive  heterophile  and  positive  syphilis  serology 
tests  were  obtained.  Repeat  tests  on  this  type  of 
specimens  usually  have  yielded  negative  results  in 
syphilis  serology,  although  the  heterophile  titre  has 
remained  the  same  or  was  elevated. 

Results  of  blood  tests  from  four  cases  of  particular 
interest  are  as  follows:  A heterophile  titre  of  1:40 


served  and  there  was  no  clumping  of  sheep  cells. 
Five  days  later  a second  specimen  from  patient 
“A”  elicited  a heterophile  titre  of  1:160  and  the 
syphilis  serology  was  negative. 

A titre  of  1 :640  for  heterophile  antibodies  was 
observed  with  the  serum  from  patient  “B”.  The 
Kolmer  complement  fixation  and  V.D.R.L.  slide  tests 
were  both  positive.  Four  days  later  a second  speci- 
men from  patient  “B”  was  still  positive  for  heter- 
ophile agglutinins  in  a dilution  of  1 :640  with  nega- 
tive syphilis  serology. 

A blood  specimen  from  a young  college  student, 
patient  “C”,  was  positive  for  heterophile  antibodies 
in  a titre  of  1:160.  Two  flocculation  tests  were 
negative  but  the  Kolmer  complement  fixation  was 
strongly  positive.  Nine  days  later  the  heterophile 
titre  had  risen  to  1:320  while  all  three  tests  for 
sy'philis  were  negative. 

Patient  “D”  was  admitted  to  a hospital  in  a state 
of  convulsions  with  high  temperature  and  sore  throat. 
Agglutination  tests  for  heterophile  antibodies  were 
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positive  in  a dilution  of  1 :640.  Two  flocculation 
tests  for  s}'philis  and  the  Kolmer  complement  fixa- 
tion test  were  positive.  Three  days  later  the  hetero- 
phile  titre  for  infectious  mononucleosis  was  still 
1 :640.  The  flocculation  tests  were  weakly  positive 
but  the  Kolmer  was  negative. 

The  above  cases,  although  few  in  number,  are  an 
index  of  the  transitory  or  temporarily  false  positive 
reactions  observed  in  syphilis  serology. 

Blood  specimens  received  in  the  State  Laboratory 
containing  heterophile  antibodies  for  infectious  mon- 
onucleosis have  not  elicited  as  many  positive  reac- 
tions in  syphilis  serology  as  literature  on  the  sub- 
ject has  led  one  to  believe  might  be  observed.  The 
use  of  cardiolipin-lecithin  antigen  for  serum  tests 
for  syphilis  might  be  the  answer.  This  antigen  is 
a highly  purified  product  and  is  used  exclusively 
in  the  State  Laboratory  in  syphilis  serology  with  one 
exception,  the  Kahn  test.  The  subject  is  a moot 
point  and  it  is  hoped  that  more  investigative  work 
will  be  done  in  the  future. 

Conclusion  : 

A presumptive  and  differential  agglutination  test 
for  infectious  mononucleosis  has  been  included  in 
the  general  procedure  of  blood  examinations  for 


febrile  diseases  in  the  Virginia  Health  Department. 

Specimens  positive  by  the  presumptive  test  are 
further  tested  by  Davidsohn’s  differential  macro- 
scopic tube  test. 

Adsorption  of  serum  with  guinea  pig  kidney  an- 
tigen and  boiled  beef  erythrocytes  will  differentiate 
between  heterophile  antibodies  of  infectious  mononu- 
cleosis, normal  antibodies  and  agglutinins  formed  by 
recent  injections  of  horse  serum. 

Blood  specimens  from  cases  of  infectious  mono- 
nucleosis are  conceded  to  elicit  false  positive  reac- 
tions in  syphilis  serology.  The  percentage  of  non- 
specific reactions  observed  in  the  State  Laboratory 
has  been  about  half  the  number  reported  by  other 
workers. 

Cardiolipin-lecithin  antigens  used  in  the  two 
general  serologic  test  procedures  may  be  the  cause 
of  the  smaller  number  of  false  positive  reactions. 
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New  Books 

The  following  are  some  of  the  newer  books  at  the 
Tompkins-McCaw  Library  of  the  Medical  College 
of  Virginia,  Richmond  19,  which  may  be  borrowed 
by  our  readers  under  usual  library  rules; 

AAAS — Soviet  science.  1952. 

Bierman  & Licht — Physical  medicine  in  general  practice, 
3rd  ed.  1952. 

Bowlby — Maternal  care  and  mental  health,  1951. 

Craiz  & Faust — Clinical  parasitology,  5th  ed.,  1951. 
Davidson — Forensic  psychiatry.  1952. 

Duncan — Diseases  of  metabolism,  3rd  ed.  1952. 


Freud — Dictionary  of  psychoanalysis,  1950. 

Friedenwald  et  al — Ophthalmic  pathology,  1952. 

Joslin — Treatment  of  diabetes  mellitus,  9th  ed.  1952. 

McDonald  & Chusid — Correlative  neuroanatomy  & func- 
tional neurology,  6th  ed.  1952. 

Moore  & Ball — The  metabolic  response  to  surgery.  1952. 

Rifkin,  Leiter,  & Berkman — Diabetic  glomerulos  cherosis. 
1952. 

Bundle — Joll’s  diseases  of  the  thyroid  gland,  1951.  2nd  ed. 

Segal — The  management  of  the  patient  with  severe 
bronchial  asthma.  1950. 

Willis  & Cummings — Diagnostic  & experimental  methods 
in  tuberculosis.  2nd  ed.  1952. 
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A STUDY  OF  INTESTINAL  PARASITES  AT 
WESTERN  STATE  HOSPITAL 


John  H.  Furr,* 
Walter  R.  Whiteliurst,* 
and 

Hobart  G.  Hansen,! 

Staunton,  Virginia 


It  was  noted  on  differential  blood  counts  of  pa- 
tients within  the  institution,  and  newly  admitted 
patients  as  well,  that  a relatively  large  group  had 
eosinophil  counts  of  five  per  cent  or  more.  It  was 
assumed  this  increase  was  due  mainly  to  intestinal 
parasites.  We  proceeded  to  test  this  assumption 
in  the  study  which  follow's. 

A patient  sample  (253  or  lO^r  of  the  hospital 
population)  was  organized  into  three  groups.  Group 
A was  composed  of  72  newdy  admitted  alcoholic 
and  mentally  ill  patients  without  reference  to  sex, 
age,  or  community  from  which  they  came.  Group 
B w'as  composed  of  27  patients  who  had  resided 
in  the  hospital  for  many  years,  and  who  where  able 
to  carry  out  the  ordinary  provisions  of  hygienic  liv- 
ing. Group  C was  composed  of  154  male  and  fe- 
male patients.  They,  too,  had  been  in  the  hospital 
for  many  years  but  had  been  untidy  and  unable  to 
observe  hygienic  measures.  A fourth  group.  Group 
D,  composed  of  12  members  of  the  hospital  person- 
nel, were  also  examined,  thus  increasing  the  total 
to  265.  All  persons  with  known  or  suspected  al- 
lergic conditions  w'ere  omitted  from  these  groups. 

Method:  Red  and  white  blood  cells  were  counted 
in  the  usual  way  in  a Neubauer  hemocytometer.  Dif- 
ferentials were  made  on  thin  smears,  using  Wright’s 
stain.  A Hellige-Diller  photoelectric  colorimeter 
was  used  to  determine  the  amount  of  hemoglobin. 
With  this  method,  the  100%  standard  for  males  is 
15.5  grams  and  14.2  grams  for  females.  Stools 
were  examined  by  concentrating  the  ova,  using  the 
Zinc  Flotation  Method.^  One  or  as  many  as 
three  stools  from  each  individual  were  examined. 
This  was  the  only  method  used  to  detect  the  ova. 
With  Ancylostoma  duodenale  and  Enterobius  vermi- 
cularis,  more  complete  results  may  have  been  ob- 
tained with  more  accurate  methods. 

•Fourth  year  students  from  the  University  of  Virginia 
Medical  School  who  worked  during  the  summer  of  1951 
under  the  direction  of  Western  State  Hospital  Staff. 

tChief  Psychologist,  Western  State  Hospital. 


Results  of  the  stool  examinations : The  overall 
results  of  the  stool  examinations  showed  that  170 
of  the  265  individuals  (64.1%)  in  the  study  were 
infested.  Single  infestations  occurred  107  times, 
double  50,  and  triple  infestations  13  (Table  I). 
Ascaris  lumbricoides  was  the  most  frequent  infes- 
tation. It  was  followed,  in  descending  order  of  fre- 
quency, by  Trichuris  trichiura,  Enterbius  vermicu- 
laris,  and  Necator  americanus  (Table  II). 

Group  A (newly  admitted).  Group  B (tidy,  chron- 
ically ill),  and  Group  D (hospital  personnel)  were 
infested  at  similar  percentage  rates,  and  spiecies  of 
worms.  (Group  A 38.8%,  Group  B 40.7%,  and 
Group  D 41.7%.  See  Tables  I and  II).  Group  B 
had  a higher  rate  of  double  infestations,  which  may 
be  accounted  for  by  the  natural  history  of  certain 
psychotic  states.  Some  patients  regress  to  such  an 
untidy  state  they  become  coprophagic  and  must,  of 
necessity,  be  placed  with  similarly  regressed  patients. 
In  this  environment,  as  will  be  seen  below,  double 
infestations  were  common.  After  a period  of  time 
in  this  environment,  partial  remission  of  the  illness 
permits  a change  to  more  hygienic  living  conditions. 

Group  C (untidy)  had  the  highest  incidence  of 
infestation.  Among  154  patients,  100  were  infested 
with  Ascaris  lumbricoides,  65  with  Trichuris  trichi- 
ura, 25  with  Enterobius  vermicularis,  and  4 with 
Necator  americanus.  Only  18.2%  (or  28  patients) 
showed  no  infestation  and  multiple  infestations,  evi- 
dent from  the  above  figures,  were  frequent.  (See 
Tables  I and  II).  This  unusual  increase  in  rate  of 
infestation  is  believed  to  be  directly  related  to  the 
regressed  condition  of  these  patients. 

Correlations  between  infestation  and  eosinophil 
counts:  Ninety-five  individuals  without  ova  in  their 
stools  had  a mean  eosinophil  count  of  1.87%.  This 
is  well  below  the  usually  accepted  maximum  normal 
count  of  4%.  One  hundred  and  seven  individuals 
with  single  infestations  had  a mean  eosinophil  count 
of  4.09%.  Fifty  individuals  with  double  infesta- 
tions had  a mean  eosinophil  count  of  7.47%,  while 
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thirteen  individuals  with  triple  infestations  had  a 
mean  count  of  10.09%. 

These  findings  were  compared  percentage-wise 
against  the  usually  accepted  ma.ximum  normal  eosino- 
philia  of  4%.  It  was  found,  as  the  number  of 
species  of  infestations  increase,  there  was  a parallel 


of  these  individuals.  With  one  species  of  ova,  the 
percentage  increased  to  30%,  with  double  infesta- 
tion to  55%,  and  with  trijde  infestations  to  85%. 
The  species  of  infestations  were  considered  in  this 
same  frame  of  reference,  and  we  found  with  Ascaris 
lumbricoides  alone  in  the  stool,  30%  showed  an 


Table  I 


Group  A 

Group  B 

Group  C 

Group  D 

Totals 

Newly 

Admitted 

Chronically 

111  but  Tidy 

Chronically 

111  (Untidy) 

Employees 

Number  in 
Sample 

72  (100%) 

27  noo%) 

154  (100%) 

12  (100%) 

265 

No  infes- 
tation 

44  (61.1%) 

16  (59.3%) 

28  (18.2%) 

7 (58.3%) 

95 

Single 

23  (31.9%) 

X (29.6%) 

71  (46.2%) 

5 (41.7%) 

107 

Double 

5 ( 6.9%) 

3 (11.1%) 

42  (27.4%) 

0 ( 0.0%) 

50 

T riple 

0 ( 0.0%) 

0 ( 0.0%) 

13  ( 8.2%) 

0 ( 0.0%) 

13 

Table  II 


Species  of 
Infestation 

Ascaris 

lumbricoides 

27 

‘"^10 

100 

5 

142 

T richuris 

trichiura 

0 

1 

65 

0 

66 

Enterobius 

vermicularis 

2 

3 

25 

0 

30 

Necator 

americanus 

4 

0 

4 

0 

8 

Totals 

33 

14 

194 

5 

246 

increase  in  the  number  of  cases  showing  an  eosino- 
philia  above  4%.  This  parallel  was  indicated  in  the 
following  way;  With  no  ova  in  the  stool,  only  15% 
had  an  increase  in  eosinophils.  It  is  possible  this 
15%  might  have  been  reduced  by  uncovering  the 
presence  of  ova  in  the  stools  or  duodenum  of  some 


increa.se  above  4%,  with  Trichuris  trichiura  alone 
40%,  with  Trichuris  trichiura  and  Enterobius  ver- 
micularis  32%,  with  Ascaris  lumbricoides  and 
Trichuris  trichiura  68%,  and  with  Ascaris  lumbri- 
coides, Trichuris  trichiura  and  Enterobius  vermicu- 
laris  90%  of  the  differential  smears  had  an  eosino- 
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philia  above  4%.  These  data  indicated  a high  pos- 
itive correlation  between  the  incidence  of  infestation 
and  the  eosinophil  percentages. 

Statistical  significance  of  eosinophil  and  white 
blood  cell  counts:  It  has  been  reported  that  an  in- 
crease in  eosinophils  in  the  blood  stream  is  at  the 
expense  of  the  neutrophil  group.  Our  raw  data  sug- 
gested this  finding  was  true,  but  an  increase  in  mean 
A\’BC  counts  was  an  accompaniment  of  increased 
eosinophil  counts.  It  was  decided  to  apply  a statis- 
tical analysis  to  our  data. 

For  this  purpose,  two  groups  (I  and  II)  were 
set  up.  Group  I was  based  on  104  eosinophil  counts 
of  0 to  4%  with  the  accompanying  lymphocyte,  neu- 
trophil and  total  white  cell  counts.  Group  II  was 
based  on  29  eosinophil  counts  of  9 to  24*)^.  From 
this  phase  of  the  statistical  procedure,  it  became 
obvious  that  the  increased  eosinophil  percentage  in 
Group  II  resulted  in  a decrease  in  both  lymphocytes 
and  neutrophil  percentages  and  also  that  the  white 
blood  cell  count  of  Group  II  was  high.  Through 
the  further  use  of  “T”  scores,  it  was  found  that  the 
increase  in  eosinophil  percentage  was  mainly  at  the 
expense  of  neutrophils,  and  to  a lesser  degree,  at 
the  expense  of  the  lymphocyte  percentage.  The  in- 
crease in  \\’BC  is  extremely  significant,  even  though 
the  mean  value  does  not  rise  above  a value  usually 
considered  “within  normal  limits”.  (See  Tables 
III  and  IV). 


Hemoglobin  and  Red  Blood  Cell  Counts:  The 
hemoglobin  and  red  blood  cell  counts  were  dichoto- 
mized— those  infested  with  parasites  and  those  who 
were  not  infested.  Differences  in  sex  were  not  taken 
into  account.  The  results  showed  there  were  no 
significant  differences  between  mean  grams  of  hemo- 
globin or  between  mean  RBC  count  for  the  two 
groups.  The  infested  group  had  a mean  hemoglobin 
of  18.14  grams  per  100  c.c.  of  blood  and  a mean 
red  cell  count  of  4.36  million  per  cubic  millimeter. 
For  the  non-infested  group,  the  means  were  13.87 
grams  hemoglobin  per  100  c.c.  and  4.39  million  red 
cells  per  cubic  millimeter. 

Discussion 

Reports  of  infestations  in  Virginia  in  the  recent 
literature  are  not  frequent.  The  report  of  Garst 
and  Bengtson  (1948),^  covering  a 13  year  period 
at  Catawba  Sanatorium,  showed  that  10  to  20  per 
cent  of  the  incoming  patients  were  infested.  The 
four  most  common  species,  in  order  of  frequency,  were 
Ascaris  lumbricoides,  Trichuris  trichiura,  Necator 
americanus  and  Enterobius  vermicularis.  These 
species  of  infestation  are  quite  similar  to  the  species 
found  in  the  present  study.  However,  the  percentage 
of  patients  infested,  when  compared  with  the  newly 
admitted  group  (Group  A),  at  Western  State  Hos- 
pital, is  2 to  4 times  smaller.  An  earlier  work  by 
Habeeb  (1944)^  in  a West  Virginia  tubercular  sana- 


Tabi.e  III 


The 

mean 

per  cent  and  standard  deviation  of  Eosinoph 
WBC  for  Groups  I,  II  and  combined 

ils.  Lymphocytes, 
Group  I and  11. 

Neutrophils  and 

Eosinophils 

Lymphocytes 

Neutrophils 

White  Blood  Count 

Group 

No. 

Mean  Sigma 

Mean  Sigma 

Mean  Sigma 

Mean  Sigma 

I 

104 

1.71  1.45 

35.05  8.46 

63.14  9.12 

7980  2230 

II 

29 

14.51  4.34 

30.26  12.48 

54.94  12.08 

9810  2290 

I & II 

133 

4.51  2.40 

34.01  9.48 

61.35  9.69 

8379  2243 

T.able  IV 

Difference  between 

means  for  Groups  I and  II,  Groups  I and  Combii 

ned  I and  11, 

and  Groups  II 

and  Combined 

I and  11. 

Groups 

Eosinophils 

Lymphocytes 

Neutrophils 

White  Blood  Count 

I and 

II 

12.80*** 

4.79* 

8.20*** 

1830*** 

I plus 

I and 

II 

2.80*** 

1.04 

1.79 

399 

II  plus 

I and 

II 

10.00*** 

3.75 

6.41** 

1431*** 

* Significant  at  the  5%  level  of  confidence.  (Significant) 

**  Significant  at  the  1%  level  of  confidence.  (Very  significant) 
***Significant  at  the  .5%  level  of  confidence.  (Extremely  significant) 
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torium  indicated  that  only  4.4%  of  the  newly  ad- 
mitted patients  were  infested.  The  frequency  of 
types  of  infestation  were  quite  different  from  the 
pre.sent  study.  In  descending  order  of  frequency,  they 
were:  Strongyloides  sterocoralis,  Necator  ameri- 
canus,  Endamoeba  coli,  Ascaris  lumbricoides,  Tri- 
churis  trichiura  and  Hymenolepis  nana. 

In  view  of  the  high  rate  of  infestation  at  Catawba 
and  Western  State  Hospital,  and  the  few  studies 
made  on  intestinal  parasites  in  Virginia  within  the 
recent  past,  it  would  be  of  interest  if  similar  studies 
were  made  at  other  Virginia  institutions. 

Conclusions 

It  is  felt  the  hypothesis  on  which  this  w’ork  was 
begun  has  been  well  substantiated  by  the  data  pre- 


sented, to  wit,  parasitic  infestations  were  the  major 
reason  for  increased  eosinophil  counts  found  on  rou- 
tine blood  examinations  at  Western  State  Hospital. 
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Hormone  Drugs  Aid  in  Treating  Type  of 

Anemia. 

Use  of  corticotropin  (ACTH)  and  cortisone  in 
combination  with  other  forms  of  therapy  has  greatly 
improved  the  outlook  of  patients  with  acquired  hemo- 
lytic anemia,  it  was  reported  in  the  December  20 
J.A.M.A. 

This  disease,  an  anemia  due  to  rapid  destruction 
of  red  corpuscles,  is  sometimes  fatal.  The  basic  cause 
of  the  disorder  is  obscure;  it  has  no  particular  age 
predilection,  but  seems  to  afflict  more  females  than 
males. 

“During  the  past  two  years,  the  treatment  of  ac- 
quired hemolytic  anemia  has  been  advanced  con- 
siderably, owing  to  the  introduction  of  corticotropin 


and  cortisone,”  it  was  stated  by  Dr.  Milton  S.  Sacks, 
Dr.  Joseph  B.  Workman  and  Elsa  E.  Jahn,  B.S., 
Baltimore.  All  are  associated  with  the  department 
of  medicine.  University  of  Maryland  School  of  Med- 
icine and  the  Baltimore  Rh  Laboratory. 

They  reported  on  a study  of  19  persons  afflicted 
with  the  disease  who  received  the  drugs  in  addition 
to  other  forms  of  treatment.  Several  of  the  patients 
had  remissions  following  treatment  with  blood  trans- 
fusions and  the  hormones,  and  no  relap-es  occurred. 
Significant  improvement  w’as  noted  in  many  other 
cases,  according  to  the  authors,  although  removal  of 
the  spleen  was  required  in  some  instances. 

They  stated  “There  is  no  doubt  in  our  minds  that, 
but  for  the  availability  of  this  form  of  treatment, 
some  of  these  patients  would  lie  dead.” 
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MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D. 

Commissioner,  Department  of  Mental  Hygiene  and  Hospitals 


Schizophrenia  As  It  Has  Affected  State 
Hospitals  for  the  Past  Twelve  Years* 
There  are  several  diagnostic  classifications  of 
mental  diseases,  among  which  is  schizophrenia  (de- 
mentia praecox).  It  is  one  of  the  diseases  with  the 
larger  frequency  of  occurrence.  For  a period  of  the 
last  40  years  the  rate  of  first  admissions  to  the  general 
population  has  remained  approximately  the  same, 
about  9 to  every  100,000  of  general  population.  On 
the  basis  of  the  present  population  in  Virginia,  this 


to  increase.  It  will  especially  be  affected  by  the 
age  groups  of  25  to  35  years  of  age. 

Schizophrenia  comprises  about  13'/t  of  the  total 
first  admissions.  The  readmis'^ion  rate  is  higher, 
being  about  22%  of  the  total  readmissions. 

A third,  or  33%,  of  those  resident  in  hospital  have 
a diagnosis  of  schizophrenia.  This  means  that  many 
of  these  are  long  time  patients  and  find  their  way 
to  the  back  wards.  For  every  110  admissions  of 
schizophrenia  each  year  for  the  past  1 2 years,  there 


Average  age  of  patients  with  a diagnosis  of  Schizophrenia  of  first 
admissions,  discharges,  deaths  and  in  hospital  for  years  1940  through 
1951  and  readmissions  1947  through  1951,  for  the  four  Virginia  State 
Hospitals. 

means  about  300  per  year.  According  to  past  rec-  have  been  100  separations  (discharges  and  deaths), 

ords,  as  the  population  increases  this  may  be  expected  which  has  built  up  an  increase  of  14.4 in  hospital 

•Article  by  Edna  M.  Lantz,  Statistician.  Department  of  Men-  fpom  1940  tlirOU^^h  1951 
tal  Hygiene  and  Hospitals.  ^ 
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The  average  age  of  patients  diagnosed  as  being 
schizophrenic  shows,  by  their  various  statuses,  the 
gradual  build-up  of  this  type  of  patient.  I’he  accom- 
panying graph  gives  a picture  of  the  average  age 
groups  with  schizophrenia  for  a 12  year  period 
(1940-1951)  for  first  admissions,  readmissions  (only 
tabulated  for  1947-1951  ),  discharges,  deaths  and 
those  remaining  in  hospital. 

First  admission  ages  averaged  aliout  30  years  of 
age,  readmissions  about  35  years  of  age.  The  dis- 
charge average  age  is  less  than  that  of  readmissions, 
or  about  34  years  of  age.  The  average  stay  in  hos- 
pital of  discharges  has  been  around  2 years.  There- 
fore, the  discharges  for  the  most  part  have  had  only 
a short  hospitalization.  The  average  age  of  deaths 
is  approximately  54  years.  This  means  a spread 
of  an  average  of  20  years  between  admission  and 
death.  Of  those  remaining  in  hospital,  the  average 
age  is  approximately  46  years.  Therefore,  those 
remaining  have  been  patients  for  an  average  of  ap- 
proximately 15  years. 

In  a special  study  of  the  number  of  years  on  books 
of  those  in  hospital  as  of  June  30,  1950,  it  was  found 


that  37%  of  those  admitted  as  first  admissions,  diag- 
nosed as  schizophrenia,  had  been  patients  20  years 
or  longer  and  of  those  admitted  as  readmissions, 
12%  had  remained  20  years  or  longer.  In  a special 
study  in  1948,  43%  of  the  first  admissions  were  still 
in  hospital  at  the  end  of  the  year  from  their  date 
of  admission. 

At  the  present  time  there  are  in  round  figures  3,500 
schizophrenic  patients  in  our  four  state  hospitals, 
many  of  whom  have  been  there  for  a long  time  and 
are  resident  in  the  so  called  “back  wards”.  Is  there 
an  answer  to  this  problem?  Could  early  recognition 
of  this  disorder  and  early  treatment  be  one  of  the 
answers?  We  believe  it  can.  The  medical  profes- 
sion, especially  the  general  practitioner,  could  do 
much  to  aid  in  this  by  recognizing  earl\-  sAmptoms 
and  working  out  methods  of  treatment  through  mental 
hygiene  clinics  and  private  psychiatrists.  The  in- 
cidence of  this  mental  disorder  as  admitted  to  state 
hospitals  has  remained  fairly  static  over  the  past  40 
years.  Efforts  should  be  made  to  reduce  this  ratio, 
because,  when  they  are  admitted  to  state  hospitals 
there  is  a large  po.ssibility  of  long  hospitalization. 


Floral  Eponym 
Tabernaemontana 

Tabernaemontanus,  Jacob  Theodor,  1520-1590 

This  German  physician  and  botanist  was  born  at  Bergzabern.  He  was  an  apothe- 
cary in  Wissembough,  but  later  he  studied  medicine  and  became  the  physician  of  the 
Elector  and  Bishop  at  Speyer.  Later  be  became  the  physician  to  the  Palsgrave  at 
Zweibrucken.  He  was  also  honorary  citizen  of  Worms.  He  died  in  Heidelberg. 

Tabernaemontana  is  a large  genus  of  tropical  shrubs  and  trees.  T.  coronaria  is  the 
well  known  Cape  Jasmine. 
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PUBLIC  HEALTH 


Mack  I.  Shanholtz,  M.D. 

State  Health  Commissioner  of  Virginia 


Health  Services  for  Preschool  and  School 

Age  Child 

Today,  in  Virginia,  health  services  for  children 
of  preschool  and  school  age  are  a combined  effort  of 
schools,  physicians  and  local  health  departments. 
Every  effort  is  made  to  get  all  children  examined  by 
their  own  physicians  before  entering  school.  Where 
this  cannot  be  done,  arrangements  are  made  by  the 
health  department  for  examination  in  diagnostic 
clinics  served  by  physicians  selected  by  a panel  ap- 
po  nted  b}-  the  local  medical  society. 

Such  an  approach  is  a far  cry  from  the  hurried 
medical  inspection  and  mass  methods  of  a past  era 
to  the  modern  health  service  program  with  its  oppor- 
tunities to  observe  defects  early  and  make  proHsion 
for  their  correction. 

During  the  past  year,  11.000  children  in  Virginia 
had  preschool  examinations  at  diagnostic  clinics  in 
rural  areas.  If  the  preschool  population  is  estimated 
at  10%  of  the  children  in  school,  then  50,000  chil- 
dren entering  school  each  year  were  left  to  be  ex- 
amined by  doctors  in  their  own  offices.  In  two 
counties  where  health  service  diagnostic  clinics  are 
well  established  for  the  school  age  child  and  where 
school  age  groups  were  examined  in  clinics,  correc- 
tions equalled  the  number  of  examinations. 

In  establishing  health  services  for  the  preschool 
and  school  age  child,  the  following  principles  are 
recognized : 

1.  Children  should  enter  school  with  preschool 
examinations  and  corrections  made. 

2.  The  majority  of  medical  and  dental  problems 
should  be  handled  by  private  physicians  and 
dentists  without  school  help. 


5.  Teachers  should  be  trained  and  encouraged  to 
observe  health  habits  and  conditions  of  pupils. 

4.  Referral  in  health  matters  should  he  made  to 
family  physicians. 

5.  Where  children  cannot  be  seen  by  private 

physicians,  diagnostic  clinics  should  be  avail- 
able in  the  health  departments. 

6.  Follow-up  is  a joint  responsibility  and  ar- 
rangements should  be  made  for  assistance  from 
public  and  private  sources  in  circumstances 
where  the  families’  economic  condition  war- 
rants assistance. 

The  health  services  outlined  above  are  in  line 
with  the  definition  of  health  as  phrased  by  the  World 
Health  Organization,  “That  complete  fitness  of  body, 
soundness  of  mind  and  wholesomeness  of  emotions, 
which  make  possible  the  highest  quality  of  living 
and  of  service.” 

Monthly  Report  of  the  Bureau  of 
Communicable  Disease  Control 


Dec. 

Jan.- 
Dec.  Dec. 

Jan.- 

Dec. 

1952 

1951 

1952 

1951 

Brucellosis 

4 

5 

47 

81 

Diarrhea  & Dysentery 

131 

216 

2,418 

3,163 

Diphtheria 

14 

27 

163 

194 

Hepatitis 

149 

12o 

928 

151 

Measles 

174 

517 

15,578 

14,510 

Meningitis  ( Meningococcic) 

12 

10 

196 

121 

Poliomyelitis 

19 

16 

686 

267 

Rocky  Mt.  Spotted  Fever  _ 

1 

3 

78 

63 

Scarlet  Fever 

98 

89 

823 

990 

Tularemia 

4 

5 

46 

40 

Typhoid  & Paratyphoid 

2 

6 

91 

69 

Rabies  in  .Animals 

44 

29 

476 

223 
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WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

President — 

Mrs.  Thomas  N.  Hunnicutt,  Jr.,  Newport  News 


President-Elect Mrs.  K.  W.  Howard,  Portsmouth 

Treasurer Mrs.  Wm.  C.  Barr,  Richmond 

Recording  Secretary  Mrs.  Lee  S.  Liggan,  Irvington 


Corresponding  Secretary — 

Mrs.  F.  a.  Carmines,  Newport  News 
Publication  Chairman — 

Mrs.  Robert  H.  Detwiler,  Arlington 


Alexandria  Auxiliary. 

The  old  Country  Inn  on  South  Washington  Street 
was  the  setting  for  the  buffet  lunclieon  for  more  than 
twenty  members  of  the  Alexandria  Auxiliary  Decem- 
ber 16. 

Most  of  the  business  meeting  was  devoted  to  our 
chief  project,  the  collection  and  distribution  of  wom- 
en’s and  children’s  shoes  at  a local  shoe  center,  lo- 
cated above  Bradshaw’s  Shoe  Store.  Every  Tuesday 
from  3:30  to  4:30  women  and  children  sent  by  the 
Community  Chest  agencies,  local  schools,  American 
Red  Cross  and  the  Public  ^^’elfare  Department  are 
supplied  with  shoes  for  50^  a pair.  The  small  charge 
covers  the  cost  of  supplies  for  polishing  and  repairing 
the  shoes. 

Mr.  IMilton  Blumenthal,  manager  of  Bradshaw’s, 
was  guest  speaker.  He  stressed  the  need  for  such  a 
center  in  this  community  and  presented  a plan  for 
enlarging  the  project. 

Mrs.  Milton  Stein  is  in  charge  of  the  venture  this 
year. 

Shoes  are  constantly  needed,  especially  children’s 


sizes  1 1 '/2  to  lYz.  They  may  be  sent  to  Bradshaw’s 
at  510  King  Street  in  Alexandria. 

.After  the  meeting,  over  50  toys  were  wrapped,  to 
lie  taken  to  the  annual  Alexandria  Pediatric  Clinic 
(red  feather  agency)  Christmas  party. 

Valda  C.  Anderson  (Mrs.  R.  H.) 

Publicitv  Chairman 


The  list  of  Standing  Committees  of  the  Alexandria 
-Auxiliary,  as  listed  in  the  December  Monthly,  should 
include  Mrs.  Robert  Anderson  as  chairman  of  Pub- 
licity and  Today’s  Health,  and  Mrs.  James  Moriar- 
t}'  as  chairman  of  Public  Relations  as  well  as  chair- 
man of  the  Girl  Scout  Committee. 

Arlington  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Arlington  County 
Medical  Society  held  their  annual  dinner  dance  at 
The  \\'ashington  Golf  and  Country  Club  on  Novem- 
ber 29,  1952.  It  was  most  successful  and  was  en- 
joyed by  all  with  almost  a 100%  attendance. 

The  .Auxiliary  conducted  their  3rd  annual  TB 
Handicraft  Sale  on  December  4th,  5th,  6th  and  8th 
at  the  .Arlington  Trust  Company  Bank.  Articles  made 
by  patients  in  the  San  toria  throughout  the  State  of 
Ahrginia  and  by  the  home-bound  jiatients  in  .Arling- 
ton were  sold  and  a total  of  $401.71  was  realized. 
The  money  goes  directly  back  to  the  individuals  who 
made  the  articles,  through  a careful  cataloging  sys- 
tem. 

Alembers  of  this  .Auxiliary  also  volunteered  their 
help  with  the  sale  of  TB  Christmas  seals  at  various 
booths  in  the  county. 
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BOOK  ANNOUNCEMENTS 


Brain  Surgeon.  The  Autobiography  of  WILLIAM 

SHARPE,  M.D.,  New  York  City.  The  Viking  Press, 

New  York.  1952.  xvi-271  pages.  Cloth.  Price  $3.75. 

Some  people  have  the  knack  of  l)eing  present  when 
interesting  and  unusual  things  are  going  on.  They 
usuall}’  have  imagination  and  tell  a good  story.  Such 
a person  is  Dr.  William  Sharpe.  He  was  raised  in 
the  slums  of  Pittsburgh,  Chicago,  and  Philadelphia, 
the  son  of  an  austere  Presbyterian  minister,  and  went 
to  Harvard  on  a clandestine  athletic  scholarship  in 
rowing.  He  landed  in  Cambridge  with  $100  in  his 
jiocket,  three-fourths  of  which  went  for  tuition.  When 
he  did  not  make  good  on  the  crew  he  was  deprived 
of  his  meal  ticket  at  the  training  table  and  had  to 
make  his  own  way.  .\s  he  did  not  like  waiting  on 
the  table  he  found  jobs  shifting  scenery  for  theatrical 
companies.  Later  he  drifted  into  tutoring  in  Hygiene 
I and  by  the  time  he  got  his  .A.B.  he  had  saved  up 
enough  money  to  see  him  through  medicine.  Instead 
of  waiting  until  the  Harvard  Medical  School  opened 
in  the  fall,  he  decided  to  go  to  Berlin  and  start  his 
medical  studies  right  away.  He  had  only  a reading 
knowledge  of  German,  but  he  took  a full  course.  As 
at  Harvard,  he  chose  outstanding  professors;  \\'al- 
deyer  in  anatomy,  the  younger  Virchow  in  pathology, 
V.  Bergman  and  Fritz  Konig  in  surgery,  Lassar  in 
syphilis,  du  Bois-Reymond  in  physiology,  Ernst  v. 
Leyden  in  cardiac  disease,  P.  Jacob  in  tuberculosis, 
and  David  Paul  v.  Hausemann  in  urology.  In  ad- 
dition he  joined  the  Saxonia  Corps  and  acquired  a 
taste  for  beer,  a scar  on  his  forehead  and  a “hause- 
keeper”. 

In  the  three  weeks  Christmas  vacation,  he  went 
to  Russia  and  added  Pavloff  and  Metchnikoff  to  his 
string  of  notable  accjuaintances.  In  addition  he 
added  a course  in  Philosophy  by  Professor  Paulsen. 
In  this  course  a thesis  was  required  by  May  and 
since  he  had  not  started  to  write  his,  he  took  the 
Easter  holiday  for  a trip  to  Italy  so  as  to  expedite 
the  writing  of  the  thesis.  On  his  way  he  stopped  in 
Vienna  to  see  Billroth  and  v.  Eiselsberg.  He  finally 
ended  his  journey  on  the  Mediterranean  at  Levato 
where  he  found  a “pension”  with  an  elderly  mother, 
a widowed  daughter  (age  20)  with  a child  of  4 
years.  He  had  a gabled  room  overlooking  the  sea 
with  windows  on  three  sides.  He  became  acquainted 
with  a group  of  young  Jesuit  priests  who  had  been 
expelled  by  the  French  Government.  These  would 


have  converted  him  to  their  belief  had  it  not  been 
for  Annunciata,  the  widowed  daughter,  who  forbade 
her  house  to  the  priests.  (She  was  opposed  to  the 
Church  on  account  of  a distressing  experience  she 
had  suffered  at  the  age  of  14.) 

\\'hen  August  approached  he  tried  to  persuade 
.\nnunciata  to  marry  him  and  come  to  America.  His 
thesis,  which  was  long  overdue  in  Berlin,  seems  to 
liave  been  forgotten  entirely. 

He  entered  the  Harvard  Medical  School  in  order 
to  continue  his  tutoring  in  Harvard  College.  His 
teachers  were  Thomas  Dwight  in  anatomy.  Porter  and 
Cannon  in  physiology,  Reginald  Fitz  in  medicine, 
Maurice  Richardson  in  surgery,  and  Richard  Cabot 
in  diagnosis.  He  lived  in  Divinity  Hall  and  had  as 
liis  roommate  -Augustus  Loring  Richards,  later  a 
noted  divine. 

In  the  summer  following  his  second  year  in  med- 
icine, Dean  Briggs  asked  him  to  tutor  a group  of 
29  Chinese  students  who  had  been  sent  to  this  country 
by  the  Chinese  Government.  This  turned  out  to  be 
more  important  than  it  seemed  at  the  time. 

His  life  as  a medical  student  was  not  without 
excitement.  One  evening  in  the  spring  he  was  wait- 
ing for  the  street  car  on  [Massachusetts  Avenue  at 
Boylston  when  he  noticed  a girl  having  difficulty  in 
mailing  a letter,  while  holding  a package  under  her 
arm.  He  stepped  forward  and  held  open  the  letter 
slot,  just  as  the  bottom  of  the  paper  bag  gave  way 
and  a bottle  of  beer  fell  to  the  pavement  and  broke. 
He  suggested  that  they  get  some  replacements  at  a 
nearb}’  delicatessen  store.  He  saw  her  home  with 
the  half  dozen  bottles  and  the  next  thing  that  he 
knew  was  awaking  in  the  middle  of  a double  bed 
with  a girl  asleep  on  either  side  of  him.  The  girl, 
Betty,  had  already  ruined  the  career  of  a young 
Massachusetts  Hospital  surgeon,  but  Sharpe  de- 
termined to  reform  her.  She  swore  off  drinking, 
learned  to  type,  got  a job  and  continued  to  keep 
house  for  him. 

^^'hen  the  time  to  look  for  an  internship  came,  he 
went  to  New  York  to  take  examinations  at  the 
Roosevelt  Hospital.  Returning  sooner  than  he  had 
expected,  he  found  a Back  Bay  play  boy  in  his 
place.  He  threw  the  interloper  down  stairs  to  the 
second  floor  and  then  to  the  pavement.  An  am- 
bulance took  him  to  the  City  Hospital  and  Sharpe 
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retired  to  his  room  in  the  Divinity  School.  For- 
tunately, his  victim  recovered  and  left  the  hospital 
after  several  weeks. 

Dr.  Sharpe’s  surgical  internship  at  Roosevelt  Hos- 
pital did  not  begin  until  January  first.  He  spent 
the  intervening  six  months  in  Baltimore  with  Hugh 
Young  and  Harvey  Cushing.  After  two  years  at 
Roosevelt  and  another  year  under  Cushing  and 
Welch,  he  was  appointed  professor  of  surgery  at  the 
Harvard  IMedical  School  in  Shanghai.  President 
Eliot  accompanied  him  to  China.  The  highlight  of 
his  China  experience  was  his  operation  upon  the  son 
of  the  President  of  the  Chinese  Republic  for  a frac- 
tured skull,  for  which  he  was  paid  $50,000. 

After  one  year  in  China,  he  returned  to  New 
^'ork  to  begin  his  life  work.  He  had  paid  for  his 
academic  and  medical  education,  a year  in  Germany, 
Russia  and  Italy,  two  years  at  Roosevelt  Hospital  and 
one  and  a half  years  at  Johns  Hopkins  and  now,  after 
one  year  of  teaching  in  China,  he  had  saved  $100,000 
— quite  a feat.  There  seemed  to  be  no  doubt  but 
that  he  would  be  a success.  His  story  is  fascinating 
especially  when  he  tells  of  his  work.  When  he  tells 
of  other  things  it  is  diverting. 

His  discussion  of  intercranial  hemorrhage  of  the 
new  born;  its  frequency,  clinical  aspects  and  treat- 
ment is  extremely  valuable.  He  points  out  that  a 
large  percentage  of  cerebral  palsies  are  due  to  a 
hemorrhage  that  does  not  cause  immediate  death  or 
even  marked  symptoms  for  several  weeks.  He  ad- 
vises that  prophylactic  treatment  is  of  course  better 
obstetrics,  but  that  many  cases  can  be  cured  by  re- 
peated lumbar  punctures  if  they  are  started  soon 
enough. 

M.P.R. 

Physical  Diagnosis.  By  HARRY  WALKER,  M.D., 
F.A.C.P.,  Professor  of  Clinical  Medicine,  Medical 
College  of  Virginia,  Richmond,  Va.  St.  Louis,  The 
C.  V.  Mosby  Company.  1952.  451  pages  with  126 
Illustrations.  Cloth.  Price  $8.00. 

There  has  been  a great  need  for  a textbook  on 
physical  diagnosis  devoid  of  hackneyed  terminology 
and  rambling  voodooism.  In  this  first  edition  the 
Professor  of  Clinical  Medicine  at  the  Medical  Col- 
lege of  Virginia  has  a text  clearly  describing  a prac- 
tical approach  to  history  taking  and  the  performance 
and  recording  of  the  physical  examination.  Besides 
the  usual  considerations  in  a textbook  of  this  nature, 
included  is  a discussion  of  the  inspection,  palpation 


and  anatomic  consideration  of  the  thorax  as  well  as 
an  excellent  chapter  on  auscultation  of  the  circulatory 
system.  Chapters  on  the  Abdomen,  Physical  Diag- 
nosis of  Female  Pelvic  Disease,  Neurological  Ex- 
amination, Psychiatric  Examination,  Diseases  of  the 
Respiratory  System  and  Diseases  of  the  Circulatory 
S)’stem  are  excellent  treatises  contributed  by  indi- 
vidual members  of  the  faculty  of  the  Medical  College 
of  Virginia.  The  last  chapter  is  especially  compre- 
hensive and  includes  an  excellent  discussion  on  ab- 
normalities of  the  heart  beat.  The  book  is  enhanced 
by  numerous  illustrations,  charts  and  an  adequate 
index.  The  reviewer  considers  this  text  to  lie  an 
important  addition  to  one’s  diagnostic  armamen- 
tarium and  recommends  it  highly  to  both  the  student 
and  physician. 

H.S.Z. 

Outline  of  Fundamental  Pharmacology.  The  Mechanics 
of  the  Interaction  o^  Chemical  and  Living  Things. 
By  DAVID  FIELDING  MARSH,  Professor  and  Head 
of  the  Depai-tment  of  Pharmacology,  West  Virginia 
University  School  of  Medicine.  Charles  C.  Thomas, 
Springfield,  III.  1951.  xxxi-219  pages.  Price  $6.00. 

The  purpose  of  this  book  is  to  explain  the  aims 
and  purposes  of  the  pharmacologist  for  the  student 
of  chemistry,  pharmacy  or  medicine  or  for  the  re- 
.search  worker  in  any  of  these  fields.  This  is  a very 
worthwhile  object,  for  only  too  frequently  is  the 
role  of  pharmacology  either  not  known  at  all  in 
university  and  scientific  circles  generally,  or  its  sphere 
of  activity  and  opportunities  is  poorly  recognized. 

In  the  introductory  pages  an  excellent  historical 
discussion  is  given  on  the  development  of  phar- 
macology. Then  follow  chapters  on  Biological  Va- 
riation, the  Response  of  Populations  to  Drugs,  Bio- 
assay, Biocomparison,  Drug  Antagonism,  Methods 
of  Drug  Localization.  These  are  followed  by  sec- 
tions on  Absorption  and  Distribution,  Eate  and 
Mechanism  of  Action  of  Drugs.  The  final  chapters 
are  concerned  with  Chemical  Construction  and  Bio- 
logical Action  and  Applied  Pharmacology. 

To  students  of  medicine  and  graduate  physicians 
this  book  presents  in  very  readable  form  an  intro- 
duction to  pharmacology  which  should  be  useful  in 
reaching  an  understanding  as  to  the  problems  to  be 
considered  in  the  basic  study  of  drug  action  as  well 
as  in  practical  drug  therapeutics. 

H.B.H. 
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EDITORIAL 

Samuel  Brown  Morrison,  1828-1901 

Stonewall  Jackson’s  Physician 

The  lonely  little  house  at  Guinea  Station  (6*  on  the  Medical  Map)  is  where  Stone- 
wall Jackson  died.  May  10,  1863.  For  local  color  and  1,'ackground  one  should 
read  “Life  and  Campaigns  of  Lieut.  Gen.  Thomas  J.  Jackson”  by  the  Reverend  R.  L. 
Dabney,  D.D.,  Major  in  the  Confederate  Army  and  Jackson’s  Chief  of  Staff  for  several 
months.  He  tells  of  this  great  soldier — one  of  the  world’s  greatest — dying  of  pneu- 
monia after  receiving  a grievous  battle  wound  on  May  2nd.  As  all  the  world  knows 
he  was  mistaken  for  the  enemy  while  reconnoitering  in  the  dusk  and  was  shot  by  his 
own  troops.  He  lost  a great  deal  of  blood  before  he  could  be  moved  back  from  the 
front  line.  When  he  “reacted”  about  midnight  Dr.  Hunter  McGuire  amputated  his 


Samuel  Brown  Morrison,  M.D. 


left  arm  and  removed  a bullet  from  his  right  hand  under  chloroform  analgesia.  The 
next  day  he  was  transported  by  ambulance  to  the  Chandler  farm,  a distance  of  25 
miles,  over  country  roads.  In  spite  of  these  hardships  his  condition  was  considered 
favorable.  The  next  day  how'ever,  there  was  a turn  for  the  worse  and  by  the  fifth  day 
it  was  quite  evident  that  he  had  pneumonia. 

Dr.  Douglas  Freeman  says  that  General  Jackson  “lived  by  the  New  Testament  and 
fought  by  the  Old”  and  it  is  interesting  to  read  what  Dr.  Dabney  has  to  say  about  the 


*ViRGiNiA  Medical  Monthly  79:112,  1952.  The  house  and  grounds  are  now  a part  of 
Fredericksburg  and  Spotsylvania  National  Military  Park  and  are  open  to  the  public. 
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routine  within  the  little  house.  The  General  had  his  servant,  Jim,  bathe  the  wounds 
with  spring  water  frequently  as  it  gave  him  comfort.  Dr.  McGuire  remained  at  his 
l)edside  night  and  day  and  Mr.  Lacy,  his  chaplain,  held  prayers  each  morning  at 
ten  o’clock  after  which  the  conversation  turned  to  religion  and  the  Bible.  When  the 
centers  of  Christianity  after  the  Crucifixion  came  under  discussion,  General  Jackson 
said  that  headquarters  was  a better  term  and  wanted  to  know  if  anyone  knew  where 
Iconium  was.  He  asked  Lieutenant  Smith  to  get  out  of  his  trunk  a map  which  showed 
its  location.  At  another  time  he  stated  that  Joshua’s  report  of  the  battle  with  the 
.\malekites  was  a model  battle  rejiort  for  clearness,  brevity,  fairness,  and  modesty  and 
that  it  rightly  traces  the  victory  to  its  real  source,  the  blessing  of  God.  At  all  times 
he  was  serene  and  optimistic.  Such  was  the  impression  of  a Doctor  of  Divinity.  A 
modern  military  surgeon  would  probably  be  impressed  by  what  this  great  general 
lacked  in  the  way  of  treatment  that  any  G.  1.  expects,  and  gets,  today.  There  were  no 
blood  transfusions,  no  asepsis,  no  antibiotics,  no  air  evacuation  to  a well  equipped 
hospital,  and  no  trained  nurses. 

On  Thursday,  the  fifth  post-operative  day,  a request  was  sent  to  headquarters  for 
General  Jackson’s  family  physician.  Dr.  S.  B.  IMorrison  who  was  at  the  time  chief 
surgeon  of  General  Early’s  Division.  He  arrived  at  2 P.M.  and  by  that  time  the 
patient  had  been  cupped  and  blistered,  and  mercur}’  with  antimony  and  opium  had 
been  administered.  There  was  nothing  left  in  the  way  of  active  treatment  for  the 
family  physician  to  do.  This  was  also  the  opinion  of  Dr.  David  H.  Tucker,  an  expert 
on  pulmonary  diseases,  who  came  from  Richmond  in  consultation.  Dr.  Morrison,  how- 
ever, remained  in  attendance  until  General  Jackson  died  the  following  Sunday. 

Samuel  Brown  IMorrison  was  born  at  “Bellevue”,  the  family  home  near  Brownsburg 
in  Rockbridge  County,  Sept.  13,  1828.  His  father,  the  Reverend  James  iMorrison, 
D.D.,  a native  of  North  Carolina  and  a graduate  of  the  University  of  that  state,  had 
settled  in  Rockbridge  in  1818  as  pastor  of  New  Providence  Church  and  for  38  years 
was  a conspicuous  figure  in  the  religious  and  educational  life  of  that  section.  His 
mother  was  Frances  Brown,  daughter  of  the  Reverend  Samuel  Brown  and  Mary  Moore 
Brown,  whose  tragic  history  is  told  in  the  “Captives  of  Abb’s  Valley.” 

After  attending  a classical  school  at  his  home  and  completing  his  academic  training 
at  \\’ashington  College  at  Lexington,  he  began  the  study  of  medicine.  As  was  cus- 
tomary at  that  time,  several  years  were  spent  as  apprentice  to  his  uncle.  Dr.  Luther 
Brown  of  Rogersville,  Tennessee,  and  after  two  years  at  the  Plniversity  of  Virginia 
he  was  graduated  from  the  Department  of  Medicine  in  June,  1853.  The  following 
year  was  spent  in  postgraduate  work  in  Philadelphia  and  at  Bellevue  Hospital  in 
New  V'ork,  the  latter  association  being  terminated  by  his  father’s  illness  and  his  de- 
termination to  begin  practice  at  home. 

Soon  after  becoming  established,  Dr.  Morrison  married  Mary  Gold,  daughter  of 
Dr.  William  McDowell  Gold,  a prominent  citizen  and  successful  physician  of  Browms- 
burg.  His  reputation  and  practice  grew  rapidly  and  among  his  friends  and  patients 
was  Major  T.  J.  Jackson,  later  “Stonewall”,  who  in  1857  had  married  his  cousin, 
Anna  iMorrison. 

Though  sentiment  in  the  Valley  was  largely  against  secession,  nevertheless  when 
Virginia  left  the  Llnion  no  section  rallied  to  her  defense  with  greater  loyalty.  In 
April,  1861,  Dr.  IMorrison  entered  the  Confederate  Service  as  an  officer  of  cavalry. 
Four  months  later  he  became  regimental  surgeon  to  the  58tli  Virginia  Infantry  and  the 
following  year  Chief  Surgeon  of  Ewell’s  Division.  In  this  capacity  it  fell  to  his  lot 
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to  amputate  the  leg  of  General  Ewell,  who  was  desperately  wounded  at  the  Battle 
of  Groveton.  After  Sharpsburg  the  Division  was  commanded  by  General  Early  and 
Dr.  Morrison  remained  Chief  Surgeon  until  1864,  when  he  was  made  Medical  In- 
spector, Second  Corps  A.N.V.,  a position  he  held  until  the  close  of  the  war. 

Dr.  Morrison  was  one  of  several  physicians  who  attended  General  Jackson  during 
his  fatal  illness.  The  General’s  left  arm  having  been  amputated  Saturday  night,  on 
the  following  Wednesday  night  he  showed  signs  of  complications.  Dabney,  in  his 
Life  of  Jackson,  writes:  “The  chaplain  was  now  (Thursday)  dispatched  to  the  Army 
to  bring  the  General’s  family  physician.  Dr.  Morrison,  now  Chief  Surgeon  of  Early’s  Di- 
vision. About  two  o’clock  P.M.,  Dr.  Morrison  arrived.  When  he  spoke  to  him  the  General 
looked  up  and  said  affectionately,  ‘That’s  an  old  familiar  face.’  His  condition  was 
now  thoroughly  examined  and  found  critical.”  Dr.  Hunter  McGuire,  in  his  account 
of  the  wounding  and  death  of  Jackson,  states:  “At  my  request.  Dr.  Morrison  came 
today  (Thursday)  and  remained  with  him.” 

“Bellevue”  was  occupied  in  1864  by  troops  of  the  Federal  General  Hunter,  a de- 
tachment camping  for  the  night  on  the  lawn.  On  departing,  they  left  the  body  of  a 
Confederate  soldier  hanging  from  a tree  to  be  buried  by  Mrs.  Morrison’s  servants 
in  her  garden.  The  house  was  spared,  however,  and  at  the  close  of  the  war  Dr. 
Morrison  returned  and  was  soon  busily  engaged  in  practice. 

Two  younger  brothers  had  also  been  in  the  service.  Henry  Rutherford,  a Lieutenant 
of  Infantry,  lost  his  life  at  Spotsylvania  Court  House,  while  Robert  Hall,  after  serving 
through  the  war  as  a private  in  the  First  Virginia  Cavalry,  studied  medicine  and  prac- 
ticed in  Lexington. 

In  1869,  the  year  of  the  adoption  of  the  new  State  Constitution,  Colonel  McLaughlin, 
former  Commander  of  the  Rockbridge  Artillery,  and  Dr.  Morrison  were  drafted  by 
the  Conservatives  as  candidates  for  the  House  of  Delegates.  They  were  elected  and 
attended  one  session  of  the  Legislature,  but  both  resigned  before  their  term  of  two  years 
e.xpired. 

In  1873,  Dr.  Morrison  moved  to  Rockbridge  Baths  and  lived  there  until  his  death  in 
1901.  In  addition  to  serving  the  community  he  was  in  frequent  demand  as  a con- 
sultant and  his  reputation  as  a surgeon  brought  him  patients  from  surrounding  counties 
and  occasionally  from  a distance.  Among  these  was  Major  Dabney,  Jackson’s  Chief 
of  Staff,  on  whom  he  operated  for  stone  in  the  bladder.  His  surgery  covered  a wide 
range  and,  as  there  Avere  no  hospitals  accessible,  his  operations  were  usually  done  in 
the  home  where  he  was  assisted  by  his  former  pupil.  Dr.  E.  S.  McKean,  or  his  son. 
Dr.  H.  R.  Morrison.  None  of  his  work  was  publi.shed,  but  it  is  stated  by  his  associates 
that’he  removed  successfully  several  very  large  ovarian  tumors  and  often  operated  for 
bladder  calculus  in  cases  that  could  not  be  relieved  by  the  lithotrite,  an  instrument  he 
seems  to  have  used  often.  By  frequent  visits  to  professional  friends  in  New  York, 
he  kept  in  touch  with  the  newer  procedures  in  the  various  fields  of  medicine.  He  op- 
erated for  harelip,  using  steel  pins,  and  his  results  were  excellent. 

Dr.  Morrison  was  a member  of  the  Medical  Society  of  Virginia,  but  probably  did 
not  attend  often.  He  was  twice  elected  to  the  office  of  First  Vice-President. 


What  Is  Adequate  Medical  Care? 

The  jierennial  struggle  for  the  possession  of  the  medical  profession  is  off  to  a new 
start.  In  this  connection  it  should  always  be  borne  in  mind  that  benefit  of  medical 
care  is  jirimal  and  fundamental.  .^11  else  is  secondary.  How  the  medical  service 
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is  distributed  and  how  it  is  paid  for  ma,\-  be  important,  but  it  is  not  fundamental.  It 
is  also  agreed  that  the  U.S.A.  has  at  present  the  liest  medical  care  in  the  world  not- 
withstanding its  size  and  its  diversity  in  population  and  local  conditions.  It  should 
also  be  kept  in  mind  that  history  demonstrates,  although  the  demonstration  has  been 
obscured  somewhat  by  politics  and  self-interest,  that  governmental  management  always 
causes  a deterioration  in  medical  care.  Germany  is  a perfect  example.  In  the  last 
century  it  led  the  world  in  ever}-  phase  of  medicine  but,  when  Bismarck  began  to  ex- 
periment with  social  insurance,  German  medicine  began  to  degenerate  until  now  it 
is  looked  down  upon  by  all  the  world. 

^luch  has  been  made  of  the  great  increase  in  the  number  of  accidental  deaths.  Ac- 
cidental deaths  now  rank  well  within  the  ten  highest  death  rates.  They  are  preventable 
deaths  and  therefore  the  Social  Security  Administrator  blames  the  medical  profession. 
Serious  and  fatal  accidents  may  occur  in  the  home,  in  the  factory,  or  on  the  road. 
Industrial  accidents  have  been  reduced  by  engineering  improvements  and  by  campaigns 
of  education.  Less  has  been  done  to  decrease  accidents  in  the  home,  and  road  accidents 
are  on  the  increase.  They  can  be  prevented.  If  automobiles  were  abolished  from  the 
highways,  deaths  on  the  roads  would  become  as  rare  as  deaths  from  smallpox,  and  if 
no  automobils  were  made  that  could  run  faster  than  35  miles  per  hour,  a death  from 
an  automobile  accident  would  become  as  infrequent  as  a death  from  typhoid  fever.  Such 
means  of  prevention  are  impractical,  but  compulsory  health  insurance  is  certainly  not 
the  answer. 

It  has  been  said  that  30  per  cent  of  the  nation  lacks  adequate  public  health  service. 
This  too  has  been  blamed  on  the  A.M.A.,  a characteristic  procedure  when  the  fault 
is  on  the  other  side.  The  facts  are  that  the  American  Medical  Association  and  its  com- 
ponent societies  have,  from  the  very  beginning,  worked  and  fought  for  improved 
public  health  service.  As  a matter  of  fact  the  establishment  of  public  health  service 
and  the  improvement  of  medical  education  were  the  two  planks  upon  which  the  Asso- 
ciation was  founded  in  1847,  and  it  has  not  deviated  from  its  original  principles  since. 
The  A.M.A.  can  not  truthfully  be  blamed  for  this  condition.  What  lack  there  exists 
is  the  fault  of  the  taxpayers;  they  can  have  all  the  public  health  service  that  they  care 
to  pay  for.  No  compulsory  health  insurance  is  needed  in  this  area. 

We  come  now  to  the  part  in  which  the  voter  is  most  interested  personally,  and  it  be- 
hooves us  to  be  careful  about  our  definitions.  In  regard  to  acute  and  self-limited  dis- 
eases there  is  little  room  for  disagreement  as  to  what  constitutes  adequate  medical  care, 
iiut  with  chronic  diseases,  old  age,  and  especially  nervous  and  mental  conditions,  the 
point  of  view  makes  a vast  difference.  Take  tuberculosis  as  an  example.  To  a public 
health  officer  the  care  might  seem  adequate  when  all  contacts  are  protected  against  the 
disease.  A practicing  physician  would  consider  the  treatment  adequate  when  all 
siirns  of  the  disease  had  been  eliminated.  The  social  worker  would  add  a program 
of  rehabilitation.  The  patient  might  want  in  addition  reimbursement  for  time  lost. 
All  these  are  relatively  easy  to  determine  and  fall  within  limits  that  can  be  met.  When, 
however,  we  come  to  neuroses,  they  are  boundle'^s  and  limitless.  Before  the  voter 
determines  to  assume  any  part  of  the  cost  of  medical  care,  he  should  have  it  clearly 
understood  what  is  meant  by  adequate  medical  care  and  who  is  to  do  the  deciding. 
Fuzzy  thinking  on  this  point  has  been  the  downfall  of  many  prepayment  plans. 
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Virginia  State  Board  Medical  Examiners. 

Following  is  a list  of  those  licensed  by  the  Board 
at  the  session  held  in  Richmond  December  10-13, 
1952: 

Licensed  by  Reciprocity  or  Endorsement  of  Credentials 
Dr.  Katherine  Patricia  McGinnis  Andrews,  Charlottes- 
ville. 

Dr.  William  Francis  Barry,  Jr.,  Richmond 

Dr.  Harry  Bartton  Beatty,  Arlington 

Dr.  William,  Bradford  Blake,  Jr.,  Charlottesville 

Dr.  Ellen  Frances  Birchall,  Charlottesville 

Dr.  Steve  Hansford  Bowen,  Norton 

Dr.  Theodore  R.  Coots  Brown,  Richmond 

Dr.  Billy  Brashear,  Grundy 

Dr.  Walter  Joseph  Brennan,  Jr.,  Colonial  Heights 

Dr.  Walter  Edward  Bundy,  Jr.,  Richmond 

Dr.  Richard  Harvey  Butler,  Charles  City 

Dr.  Lachlan  Leigh  Campbell,  Warwick 

Dr.  Frank  Andrew  Carroll,  Jr.,  Alexandria 

Dr.  Norman  V.  Cooley,  Jr.,  Falls  Church 

Dr.  .Alice  Elizabeth  Drumm,  Norfolk 

Dr.  James  Lloyd  Elliott,  Norfolk 

Dr.  Harlan  Franklin  Fulmer,  Richmond 

Dr.  Feme  Marie  Georges,  Martinsville 

Dr.  Henry  Wayne  Glotfelty,  Richmond 

Dr.  William  Eugene  Greene,  Jr.,  Hampton 

Dr.  .Alexander  Halperin,  .Alexandria 

Dr.  John  Louis  Harris,  Jr.,  Roanoke 

Dr.  Meredith  B.  Hesdorffer,  Martinsville 

Dr.  Edward  Reginald  Hipp,  Jr.,  Charlottesville 

Dr.  .August  Christ  Hofmeister,  Jr.,  Blackburg 

Dr.  Charles  .Anthony  Hufnagel,  Washington,  D.  C. 

Dr.  James  Brooke  Hutt,  Jr.,  Warrenton 

Dr.  Delmas  Bernard  Jones,  Norton 

Dr.  James  Leo  Kelley,  Jr.,  Chevy  Chase,  Maryland 

Dr.  Joseph  .Andrew  Kiesel,  .Arlington 

Dr.  Hoyt  Kirkpatrick,  Jr.,  .Alexandria 

Dr.  William  Thurston  Lady,  .Arlington 

Dr.  Herbert  Gaines  Langford,  Richmond 

Dr.  Joseph  .Anthony  Ledogar,  Norton 

Dr.  Lillian  Chambers  Lindemann,  Richmond 

Dr.  Joseph  Charles  MacKnight,  Richmond 

Dr.  Robert  Kent  Maddock,  Norfolk 

Dr.  Richard  Joseph  Mulvaney,  Falls  Church 

Dr.  Robert  Bernard  Neu,  Falls  Church 

Dr.  Desmond  S.  O’Doherty,  .Arlington 

Dr.  Lawrence  Milton  Pack,  Arlington 

Dr.  Carroll  .Alden  Peabody,  Petersburg 

Dr.  Henry  Lincoln  Peckham,  Jr.,  Washington,  D.  C. 

Dr.  John  Christian  Ransmeier,  Alexandria 

Dr.  Rudolph  .Alton  Reid,  Suffolk 

Dr.  Luther  Dabney  Robinson,  Richmond 

Dr.  Ralph  W.  Royer,  Luray 

Dr.  William  John  Schewe,  Arlington 


Dr.  Ronald  Napier  Shelley,  Norton 
Dr.  Homer  .Alden  Sieber,  Durham,  N.  C. 

Dr.  Thomas  Woodruff  Stewart,  Lynchburg 

Dr.  Ben  Storer,  Abingdon 

Dr.  Clementine  Spurzem  Tierney,  .Arlington 

Dr.  John  Paul  Urban,  Norton 

Dr.  Fred  Louis  Vidal,  Charlottesville 

Dr.  Ruth  Reade  McDonald  Vingiello,  Blacksburg 

Dr.  William  Hugh  Latimer,  Westbrook,  Jr.,  Franklin 

Dr.  John  Mark  Williams,  Emporia 

Dr.  Hugh  Hiter  Willis,  Jr.,  Chatham 

Dr.  Robert  Terrell  Wingfield,  Charlottesville 

Dr.  Clinton  Hannix  Wooding,  Jr.,  Norfolk 

Dr.  David  Michael  Wayne,  Radford 

Homeopaths: 

Dr.  Dav'id  S.  Stayer,  Roanoke 

Licensed  by  Examination: 

Dr.  Rolf  Gunther  Baginsky,  Martinsville 
Dr.  Spencer  Pippen  Bass,  Jr.,  Tarboro,  N.  C. 

Dr.  Elam  Withrow  Bosworth,  II,  Newport  New's 
Dr.  Charles  Graham  H.  Bourhill,  Catawba  Sanatorium 
Dr.  John  Edward  Bryant,  Jr.,  Miami,  Florida 
Dr.  James  Mitchell  Fite,  Minneapolis,  Minn. 

Dr.  John  Simon  Fitzsimons,  Richmond 

Dr.  Powell  Graham  Fox,  Jr.,  San  .Antonio,  Texas 

Dr.  Hugh  Ross  Fraser,  Newport  News 

Dr.  Ross  Hillyard  Hamilton,  Stonega 

Dr.  Harry  Hubert  Howren,  Jr.,  .Alexandria 

Dr.  John  McMillan  Mennell,  Fishersville 

Dr.  Nelson  Glasgow  Richards,  New  York,  N.  Y. 

Dr.  Juan  Jesus  Santos,  Richmond 
Dr.  Torben  Seear,  Buffalo,  New  A’ork 
Dr.  Carl  Ellroy  Stark,  Reading,  Penna. 

Dr.  David  Tyler,  Norfolk 

Dr.  Sol  Morris  Unger,  Richmond 

Dr.  Robert  Basye  Webb,  Jr.,  Virginia  Beach 

Dr.  William  Harvey  Whitmore,  Jr.,  Richmond 

Dr.  George  Edward  Wire,  Jr.,  Portsmouth 

Three  chiropractors  and  two  chiropodists  were  also 
licensed  by  examination. 

The  Tri-County  Medical  Society 

Held  its  regular  monthly  meeting  in  Windsor  on 
November  25th,  with  Dr.  T.  .\.  Morgan,  Franklin, 
presiding.  Thirty-two  members  and  six  guests  were 
present.  Following  dinner  and  a brief  business  ses- 
sion, Dr.  Walter  B.  Martin  of  Norfolk  addressed  the 
society  on  “Recent  Governmental  Trends  in  Medi- 
cine”, and  cited  his  observations  on  the  governmental 
medical  program  in  England.  He  mentioned  the 
several  ways  in  which  our  own  government  is  already 
providing  medical  service  for  certain  special  groups. 
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and  the  constant  efforts  which  have  been  made  in 
^^'ashington  to  expand  the  number  of  people  receiv- 
ing medical  care  at  the  tax-payers’  expense. 

The  next  meeting  was  scheduled  to  be  in  Sun- 
bury,  N.  C.  on  January  27,  1953. 

W.  N.  Eddy',  Secretary 

The  Arlington  County  Medical  Society, 

.\t  its  regular  meeting  in  November,  unanimously 
adopted  the  following  resolutions: 

“That  the  Arlington  County  Medical  Society 
would  like  to  go  on  record  as  opposing  the  financial 
backing  and,  in  some  instances,  the  setting  up  of 
medical  centers  by  big  business  and  industry,  and 
especially  their  claim  that  group  practice  is  far 
superior  to  individual  or  partnership  practice,”  and 

“That  members  of  the  Society,  in  their  relations 
with  the  press  and  the  public  in  general,  submit 
through  the  Board  of  Censors  for  clearance,  all  writ- 
ten or  oral  statements  concerning  medical  subjects.” 

The  following  were  elected  as  officers  of  Arlington 
Society  for  the  year  1953:  President,  Dr.  Lloyd  B. 
Burk;  vice-president.  Dr.  Donald  C.  McCollum;  sec- 
retary, Dr.  Robert  L.  Norment;  treasurer.  Dr.  A.  R. 
^MacPherson.  All  are  of  Arlington. 

Medical  Society  of  Northern  Virginia. 

The  meeting  of  this  Society  in  Winchester,  De- 
cember 9,  was  well  attended  and  there  were  a number 
of  interesting  case  reports.  The  guest  speaker  was 
Dr.  H.  B.  Mulholland  of  the  University  of  Virginia 
who  spoke  on  the  current  concepts  of  liver  disease. 

The  following  were  elected  as  officers  for  the  fol- 
lowing year:  President,  Dr.  Elizabeth  Sherman, 
Front  Royal;  Vice-president,  Dr.  E.  L.  Grubbs, 
Front  Royal;  Secretary-Treasurer,  Dr.  Wm.  C. 
Humphries,  Woodstock;  and  chairman  of  the  Censor 
Committee,  Dr.  Edmund  Morgan,  Winchester.  Del- 
egates and  alternates  to  the  State  meeting  were  also 
named. 

The  Lynchburg  Academy  of  Medicine 

Held  a business  meeting  at  the  Lynchburg  General 
Hospital  on  December  8,  at  which  time  Dr.  Clarence 
E.  Keefer  succeeded  to  the  presidency,  and  the  fol- 
lowing officers  were  elected,  as  also  delegates  and 
alternates  to  the  meeting  of  the  State  Society:  Dr. 
John  R.  Saunders  president-elect  and  Dr.  George 
B.  Craddock  as  vice-president.  Dr.  F.  R.  Whitehouse 
and  Dr.  J.  E.  Warren  were  elected  trustees  for  a term 


of  three  years,  and  Dr.  J.  W'.  Davis  for  two  years. 

Dr.  S.  R.  Arnold  was  appointed  to  represent  the 
.-Academy  at  the  Eighth  National  Conference  on  Rural 
Health  to  be  held  in  Roanoke  on  February  26-28,  and 
Dr.  Ashby  Coleman  as  alternate. 

Dr.  J.  H.  Allan  of  the  University  of  Virginia  was 
the  guest  speaker  before  the  Academy  at  its  meeting 
on  January  12,  his  subject  being  “Cervico-brachial 
Pain”.  The  meeting  was  held  at  the  Lynchburg  Gen- 
eral Hospital. 

Tazewell  County  Medical  Society. 

At  the  last  meeting  of  this  Society,  the  following 
were  elected  as  officers  for  1953:  President,  Dr.  A. 
M.  Tiernan,  Jewell  Ridge;  vice-president.  Dr.  W. 
R.  Strader,  Richlands;  and  secretary-treasurer.  Dr. 
Mary  E.  Johnston,  Tazewell.  Delegate  and  alternate 
to  the  State  Society  meeting  were  also  named  at  this 
time. 

Fredericksburg  Medical  Society. 

At  the  December  meeting  of  the  Society,  the  officers 
were  elected  for  1953  as  follows:  President,  Dr.  H. 
D.  Crow;  vice-president,  Dr.  L.  A.  Busch;  and 
secretary.  Dr.  John  B.  Rose.  All  are  of  Fredericks- 
burg. 

The  Danville-Pittsylvania  Academy  of  Med- 
icine 

Had  its  regular  monthly  meeting  on  December 
12.  After  a short  social  get  together  and  dinner.  Dr. 
W.  C.  Winn,  Associate  Professor  of  Obstetrics  and 
G}'necology  at  the  Medical  College  of  Virginia,  gave 
an  interesting  talk  on  “Toxemias  of  Pregnancy”. 
The  new  officers  are  Dr.  John  R.  Eggleston,  presi- 
dent, and  Dr.  Walter  C.  Fitzgerald,  secretary. 

Richmond  Academy  of  Medicine. 

At  the  stated  meeting  on  January  13,  papers  were 
presented  by  Dr.  Harry  J.  Warthen.  Jr.,  on  “Ampu- 
tations in  Diabetic  Gangrene”  and  by  Dr.  David  C. 
Wilson  of  University  of  Virginia  on  “The  Treatment 
of  Depression”. 

Dr.  Guy  W.  Horsley,  retiring  president,  gave  his 
annual  report  followed  by  induction  of  the  new  of- 
ficers. Committee  appointments  were  aUo  announced. 

Albemarle  County  Medical  Society. 

On  January  8,  at  the  Hotel  Albemarle,  the  Society 
held  a supper  meeting,  following  which  the  film  was 
shown  on  “Medical  Effects  of  Atomic  Bomb.” 
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Local  Committee  for  Roanoke  Meeting,  The 
Medical  Society  of  Virginia. 

At  a recent  meeting  of  the  Arrangements  Commit- 
tee of  the  Roanoke  Academy  of  Medicine,  the  fol- 
lowing sub-chairmen  were  named  to  serve  with  Dr. 
David  S.  Garner  as  general  chairman: 

SciENTiric  Exhibits- -Dr.  Allen  Barker 
Technic.al  ExHiBiTS-Dr.  Robert  Hutchinson 

Entert.ainment Dr.  Harry  B.  Stone,  Jr. 

Hotels  and  H.alls Dr.  Houston  L.  Bell 

Golf Dr.  G.  C.  Gooch 

Publicity  and  Press- Dr.  Alexander 

McCausland 

.A.UXILLARY Mrs.  Philip  Trout 

Diamond  Anniversary  of  Medical  Progress. 

The  various  states  are  designating  their  seventy- 
five  year  old  guests  of  honor  to  the  Eirst  Western 
Hemisphere  Conference  of  the  World  iMedical  Asso- 
ciation, to  be  held  in  Richmond,  .“^pril  23  to  25. 
This  will  be  in  observance  of  the  lengthening  of 
life  and  the  constant  improvement  of  human  health. 

.\t  the  Richmond  conference,  guests  will  be  greeted 
by  Dr.  Louis  H.  Bauer,  president  of  the  American 
Medical  .‘\ssociation,  and  by  leaders  of  Latin  Amer- 
ican medical  societies.  Besides  scientific  sessions, 
there  will  be  opportunities  for  visiting  historic  sites 
in  Virginia,  including  the  18th  century  Williamsburg 
restoration.  Expenses  of  the  conference,  and  of  guests 
and  delegates,  are  covered  through  a grant  by  A.  H. 
Rollins  Co.,  Inc.,  ethical  ]>harmaceutical  liouse 
founded  in  Richmond  75  years  ago  thi«  year. 

The  Tri-State  Medical  Association  of  the 
Carolinas  and  Virginia 

Is  to  hold  its  annual  meeting  in  Durham,  March 
the  2nd  and  3rd,  under  the  presidency  of  Dr.  J.  Asa 
Shield  of  Richmond.  .An  interesting  program  is  be- 
ing arranged  and  a large  attendance  is  expected.  Dr. 
R.  B.  Davis  of  Greensboro  is  secretary. 

The  Richmond  Academy  of  General  Prac- 
tice 

Met  at  the  Academy  of  Medicine  Building  on  Jan- 
uary 20,  at  w’hich  time  they  installed  new  officers, 
conducted  a short  business  session  and  heard  a paper 
by  Dr.  William  E.  .Apperson  of  the  State  Health 
Department  on  “The  General  Practitioner  and  Tu- 
berculosis”. Dr.  R.  G.  Mc.Allister  became  president. 


succeeding  Dr.  William  .A.  Young,  Dr.  W.  Linwood 
Ball  was  installed  as  president-elect;  Dr.  Theodore 
Kohn  became  vice-president;  Dr.  E.  E.  Oglesby  took 
the  office  as  secretary;  and  Dr.  Harold  I.  Nemuth 
was  inducted  into  office  as  treasurer.  Two  new  di- 
rectors were  also  installed — Dr.  Richard  Crossen  and 
Dr.  H.  Alason  Wingfield. 

To  Head  Virginia  Hospital  Service  Asso- 
ciation. 

Dr.  Richard  J.  Ackart,  director  of  the  University 
of  Ahrginia  Hospital,  was  on  January  9 elected  ex- 
ecutive director  of  the  Virginia  Hospital  Service  As- 
sociation (Blue  Cross),  succeeding  Mr.  M.  Haskins 
Coleman  who  resigned  after  holding  the  position 
since  1935.  Dr.  Ackart  will  enter  upon  his  new 
duties  on  Eebruary  1. 

The  Richmond  Eye,  Ear,  Nose  and  Throat 

Society, 

.At  a recent  meeting  elected  Dr.  J.  Warren  Alon- 
tague  as  president,  and  reelected  Dr.  Charles  N.  Ro- 
maine  as  secretary-treasurer.  The  Society  meets  at 
the  Commonwealth  Club,  Richmond,  on  the  first 
Tuesday  in  January,  March,  May  and  October. 

International  College  of  Surgeons. 

.A  regional  meeting  of  the  Pennsylvania  and  sur- 
rounding states  surgical  divisions  of  the  United  States 
Section  of  the  International  College  of  Surgeons  will 
be  held  in  Philadelphia  with  headquarters  at  The 
Bellevue-Stratford  on  Eebruary  13  and  14.  Dr.  W. 
Wayne  Babcock  is  honorary  chairman.  Dr.  Moses 
Behrend  is  chairman,  and  Dr.  .Albert  Behrend  is  co- 
chairman  of  the  meeting. 

Qualifying  examinations  for  Eellowship  in  the 
E^nited  States  Section  of  the  International  College  of 
Surgeons  will  be  held  during  1953  on  IMay  4 and  5, 
.August  10  and  11,  and  November  2 and  3.  The 
examinations  will  be  given  at  the  Cook  County  Grad- 
uate School  of  Medicine,  and  the  Cook  County  Hos- 
pital. Applicants  are  requested  to  address  commu- 
nications as  follows:  Harry  A.  Oberhelman,  M.D., 
Secretary,  Qualification  and  Examination  Council, 
1516  Lake  Shore  Drive,  Chicago  10,  Illinois. 
Kiwanians’  $82,000  Will  Finance  Spastic 

Research  at  Children’s  Memorial,  Chicago. 

Basic  problems  of  the  deeper  brain  areas  in  cere- 
bral palsy  will  be  studied  with  new  techniques  over 
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the  next  five  years  at  Children’s  Memorial  Hospital 
in  a project  financed  by  the  Illinois-Eastern  Iowa 
District  of  Kiwanis  International.  The  Kiwanians, 
who  had  been  asked  by  their  leaders  to  contribute 
$75,000  for  the  work,  responded  with  pledges  total- 
ling $82,000,  and  15  of  the  174  clubs  are  yet  to 
report. 

The  research  team  which  will  carry  out  the  work — 
all  of  whom  are  contributing  their  services — consists 
of  prominent  specialists. 

Kiwanis  has  set  uji  a special  Spastic  Paralysis 
Research  Foundation  to  administer  the  research 
funds.  It  is  believed  to  be  the  first  time  that  a 
coordinated,  intensive  and  long-range  research  effort 
has  been  made  to  throw  light  on  the  more  funda- 
mental problems  of  cerebral  palsy. 

Postgraduate  Medical  Course  at  Chapel  FHll, 

North  Carolina. 

Fhe  faculty  of  the  School  of  Medicine  of  the  Uni- 
versity of  North  Carolina  School  of  Medicine  an- 
nounces the  first  postgraduate  medical  course  to  be 
given  at  the  new  North  Carolina  Memorial  Hospital 
in  Chapel  Hill.  This  will  be  a 3 day  intensive  pro- 
gram cn  Diagnostic  and  Therapeutic  Measures  .Ap- 
plicable to  Office  Practice,  March  4,  5,  and  6,  1953. 

Interested  physicians  may  secure  detailed  informa- 
tion regarding  this  course  by  writing  Doctor  \\'.  P. 
Richardson,  -Assistant  Dean  for  Continuation  Ed- 
ucation, U.  N.  C.  School  of  Medicine,  Chapel  Hill, 
N.  C. 

American  Academy  of  Obstetrics  and  Gyne- 
cology. 

Alore  than  1100  Fellows  and  non-members  at- 
tended the  First  .Annual  Clinical  session  of  the 
•Academy  in  Chicago  December  15-17,  1952.  Dr. 
Robert  .A.  Kimbrough,  Jr.,  Philadelphia,  was  in- 
stalled as  the  third  president  of  the  .Academy.  Dr. 
Bayard  Carter,  Durham,  N.  C.,  was  chosen  president- 


elect to  take  office  next  year. 

Dr.  C.  Paul  Hodgkinson,  Detroit,  was  elected  sec- 
retary. 

The  .Academy’s  Second  Clinical  Session  will  be 
held  in  the  Netherland  Plaza  Hotel,  Cincinnati,  De- 
cember 14-16,  1953. 

Texts  of  formal  papers  presented  at  the  first  ses- 
sion will  be  printed  in  the  .Academy’s  new  journal, 
“Obstetrics  and  Gynecology”,  beginning  with  the  first 
issue  in  January  1953.  Published  monthly,  the  jour- 
nal will  be  edited  by  Ralph  .A.  Reis,  Chicago. 

Ciba  Gets  New  Chemical  Research  Director. 

Dr.  Emil  Schlittler,  international  authority  on  the 
chemistry  of  alkaloids,  has  been  appointed  Director 
of  Chemical  Research  for  Ciba  Pharmaceutical  Prod- 
ucts, Inc.  He  succeeds  Dr.  Caesar  Scholz,  who  came 
to  Ciba  twelve  years  ago  to  set  up  hormone  man- 
ufacturing and  is  returning  to  Ciba  Limited,  Basle. 

The  Physician’s  Bulletin, 

House  publication  of  Eli  Lilly  and  Company,  has 
a new  format.  Starting  in  January,  1953,  the  new 
“PB”  will  be  5 X 7%  “pocket-book”  size,  and  is 
increased  from  twenty-four  to  thirt}'-two  pages.  For- 
merly published  six  times  a year,  the  new  “PB” 
will  be  issued  ten  times  a year,  appearing  every 
month  except  .August  and  December. 

Pan-Pacific  Surgical  Association. 

The  e.xecutive  office  of  the  .Association  announces 
that  the  Sixth  Pan-Pacific  Surgical  Congress  will  be 
held  in  Honolulu  in  November  1954.  Included  in 
the  scientific  program  will  be  sessions  in  all  divisions 
of  surgery  and  related  fields,  with  papers  presented 
by  topflight  surgeons  from  the  Pacific  .Area  countries. 

For  further  information  concerning  the  Si.xth  Con- 
gress or  membership  in  the  .Association,  doctors  may 
write  to  the  Pan-Pacific  Surgical  .Association.  Suite 
7,  Young  Building,  Honolulu,  Hawaii. 


OBITUARIES 


Dr.  Claude  C.  Coleman, 

Renowned  neurosurgeon  of  Richmond,  died  Jan- 
uary 9th  after  a long  illness.  He  was  a pioneer  in 
neurosurgical  surgery  in  the  Ignited  States  and  had 
received  many  honors  in  his  special  field.  He  was 
seventy-three  years  of  age  and  a graduate  from  the 


Medical  College  of  Virginia  in  1903.  .After  grad- 
uate study  at  Polyclinic  Hospital  in  New  York  City, 
he  practiced  general  surger\'  in  Richmond  and  began 
specialization  in  neurosurgery  about  1915  when  the 
science  was  in  its  infancy.  During  World  War  I, 
he  served  as  chief  of  the  school  of  brain  surgery  at 
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Fort  Oglethorpe  iuid  in  ^^'orld  War  II  he  was  civilian 
consultant  in  neurological  surgery  to  the  surgeon- 
general.  He  became  professor  of  neurological  sur- 
gery at  the  Medical  College  of  Virginia  in  1924  and 
chief  of  that  department.  His  positions  and  honors 
were  man\-.  He  was  associated  with  the  Medical 
College  of  Virginia  for  forty-two  years,  resigning  his 
position  in  June  1951.  His  wife  and  four  children 
survive  him. 

Dr.  Lawrence  Thomas  Royster, 

Founder  and  for  some  years  head  of  the  depart- 
ment of  ])ediatrics  at  the  University  of  Virginia,  died 
at  his  home  there  on  January  7,  after  a long  illness. 
He  was  a native  of  Norfolk  and  was  prominent  in 
community  life  and  medical  affairs  there  until  he 
went  to  the  University  in  1925.  He  was  seventy-nine 
years  of  age  and  a graduate  of  the  University  of 
Virginia  in  1897.  He  was  one  of  the  original  mem- 
bers of  the  State  Board  of  Health  which  position 
he  retained  to  the  time  of  his  death.  He  was  a mem- 
ber of  many  jiediatric  organizations  in  which  he  took 
an  active  part.  His  wife  died  many  j'ears  ago. 

Dr.  John  Otto  Boyd,  Sr. 

Dr.  John  Otto  Boyd,  Sr.  passed  away  January  1, 
1955.  He  graduated  in  IMedicine  from  the  Univer- 
sity College  of  IMedicine,  Richmond,  Virginia,  in 
1905.  He  began  his  practice  in  Roanoke,  Virginia, 
in  Obstetrics  and  Gynecology  in  1906.  He  was  past 
president  of  the  Roanoke  Academy  of  Medicine  and 
the  Roanoke  Kiwanis  Club.  He  was  a member  of 
the  South  .Atlantic  Society  of  Obstetrics  and  Gyne- 
cology, The  IMedical  Society  of  Virginia  and  the 
.American  Medical  .Association.  He  was  closely  as- 
sociated with  the  Memorial  and  Crippled  Children’s 
Hospital,  of  Roanoke,  since  its  inception  and  played 
an  important  part  in  its  organization. 

He  is  survived  by  his  wife,  two  sons  and  two 
daughters. 

The  Roanoke  Academy  of  Medicine  and  the  community 
have  suffered  a great  loss  of  a fine  physician  and  surgeon 
and  Christian  gentleman  by  the  death  of  this  distinguished 
member. 

Therefore,  Be  It  Resolved  that  a copy  of  this  be  sent 
to  tbe  family,  spread  on  the  minutes  of  this  meeting  of 
the  society,  and  a copy  forwarded  to  the  Virginia  Medical 
Monthly. 

W.  W.  S.  Buti.f.r 
Mortimer  Wii.t.iAMS 
\V.  L.  Powell,  Chairman 


Dr.  Walter  P.  Hammer, 

Formerly  of  .Arlington  but  later  of  Falls  Church, 
died  July  14.  He  was  si.\ty-two  years  of  age  and  a 
graduate  of  the  Chicago  College  of  Medicine  and 
Surgery  in  1916.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1957. 

Dr.  S.  E.  Massey, 

W’ho  formerly  practiced  in  southwest  Virginia  and 
M'est  Virginia,  died  August  51.  He  was  si.xty-eight 
years  of  age  and  graduated  from  the  Aledical  College 
of  Aurginia  in  1908.  He  retired  in  1938  and  had 
s'nce  been  living  in  New  Smyrna  Beach,  Florida. 
He  was  a member  of  The  Medical  Society  of  Ahr- 
ginia.  His  wife  survives  him. 

Dr.  H.  Graham  Stoneham, 

AA'averly,  died  January  12  in  a Richmond  hospital. 
He  was  sixty-two  years  of  age  and  a graduate  of  the 
University  of  Maryland  IMedical  School  in  1915. 
He  served  in  the  Medical  Corps  during  AA’orld  AVar 
I.  He  was  a thirty-second  degree  Alason  and  active 
in  medical  affairs  in  his  community.  He  is  survived 
by  three  sons. 

Dr.  William  Alexander  Murphy, 

Staunton,  was  found  dead  by  the  side  of  the  road 
near  there  early  December  21,  due  to  an  accident. 
He  was  seventy-one  years  of  age  and  a graduate  of 
the  University  of  Virginia  in  1910.  He  had  prac- 
ticed in  Augusta  County  since  1928.  He  served  in 
AA’orld  AA’ar  I with  the  rank  of  major  in  the  Medical 
Corps.  He  was  formerly  a member  of  The  Medical 
Society  of  A’irginia.  .A  sister  survives  him. 

Dr.  Frank  L.  Hughes, 

.Ashland,  died  suddenly  January  the  7th.  He  was 
fifty-seven  years  of  age,  a graduate  in  medicine  from 
Columbia  University  in  1919,  and  had  been  con- 
nected with  the  Veterans  Administration.  He  was 
a bachelor. 

Dr.  C.  Earle  Johnson, 

For  several  years  superintendent  of  the  Dejarnette 
Sanatorium  near  Staunton,  died  January  9.  He  left 
A’irginia  .several  years  ago  to  take  charge  of  a sana- 
torium in  Meridian,  Alississippi,  where  he  had  since 
made  his  home.  He  was  forty-six  years  of  age  and 
a graduate  of  the  University  of  Colorado  in  1951. 
His  wife  and  a daughter  survive  him. 
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GUEST  EDITORIAL 


The  Opportunity  for  Study  and  Investigation  in  Practice 

WE  PHYSICL\NS  are  fortunate  in  that  we  have  the  ever  present  opportunity  to 
learn,  and  are  constantly  challenged  by  the  fact  that  there  is  much  new  presented 
to  us  every  year  with  which  we  must  make  ourselves  familiar,  as  well  as  much  old  that 
we  must  review.  What  appear  to  be  fundamental  concepts  of  physiological  processes 
today  may  be  changed  tomorrow  because  of  new  discoveries  or  re-evaluation  of  these 
concepts. 

It  is  this  challenge  that  keeps  our  interest  stimulated  so  that  our  work  need  never 
become  dull.  Physicians  in  every  specialty  have  this  opportunity,  but  that  of  the 
general  practitioner  seems  to  be  the  greatest  since  he  has  a broader  field  to  cover.  He 
can  always  find  something  new  and  fascinating  to  discover  for  himself  each  day  and 
thus  maintain  his  enthusia'^m.  He  can  review  what  he  once  learned  and  often  in  doing 
so  find  something  entirely  new. 

The  opportunity  to  do  scientific  medicine  is  not  lost  in  practice.  As  students  and 
house  physicians  we  were  given  all  types  of  patients  to  examine,  study  and  treat.  The 
signs  and  symptoms,  pathological  physiology,  pharmacology  and  therapy  were  reviewed, 
and  the  patient’s  emotional  reaction  to  his  disease  was  considered.  Many  laboratory 
facilities  were  at  our  disposal,  consultants  were  available  in  all  specialties,  and  the 
diagnosis  often  became  obvious  as  the  different  links  in  the  diagnostic  chain  were 
fitted  together  to  make  a clinical  syndrome  with  which  we  were  familiar. 

The  physician  in  practice  has  the  same  problems,  but  often  with  fewer  facilities  and 
without  available  consultation.  This  does  not  make  the  problems  less  intriguing,  but 
more  so,  and  he  can  often  arrive  at  a correct  diagnosis  alone  or  with  the  help  of 
minimal  facilities  if  he  observes  carefully  and  draws  thoughtful  conclusion  from  his 
observations.  The  pleasure  thus  afforded  is  worth  many  hours  of  thought  and  work. 
Each  patient  therefore  presents  an  opportunity  to  do  scientific  medicine  since  science 
is.  not  a matter  of  gadgets  and  special  equipment,  but  more  often  a matter  of  observa- 
tion, recording  and  evaluation. 

We  sometimes  hear  young  men  bemoaning  the  lack  of  opportunity  to  continue  with 
clinical  inve  tigation  because  of  the  necessity  of  going  into  practice.  It  is  true  that 
one  cannot  select  the  type*  of  problems  presented  in  practice,  nor  can  all  of  the  facets 
of  the  investigation  be  controlled;  however,  each  patient  that  is  seen  in  practice  is  a 
problem  in  clinical  investigation.  Pathological  physiology  in  all  of  its  manifestaticns 
is  encountered  and  can  be  studied.  One  can  make  observations,  can  accumulate  scien- 
tific data  and  make  contributions  to  medical  literature  lyv  studying  the  patients  seen 
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in  practice.  He  can  review  the  normal  and  abnormal  physiology  of  his  patients,  can 
compare  his  work  and  observations  with  those  of  his  colleagues  in  large  centers  and 
often  finds  himself  happier  as  a result  of  this  comparison.  He  need  not  lose  his 
investigative  interest  or  perspective,  nor  need  he  fall  far  behind  these  colleagues  in 
his  knowledge.  This  does  require  extra  work  and  reading,  but  the  satisfaction  gained 
is  worth  the  effort. 

The  infectious  enthusiasm  of  our  medical  school  teachers  which  we  absorb  is  often 
lost  because  it  is  not  kept  alive  after  we  leave  their  association.  An  academic  at- 
mosphere depends  on  the  individuals  who  create  it,  not  on  the  building  in  which  it 
is  created.  Therefore,  each  physician  can  create  his  own  academic  atmosphere  within 
himself  by  study  and  by  association  as  much  as  possible  with  others  who  make  the  same 
effort.  This,  too,  is  infectious  and  will  spread  to  other  physicians,  helping  to  create 
in  them  the  enthusiasm  for  study,  thus  allowing  them  more  pleasure  from  their  work. 

It  is  not  easy,  we  are  sure,  for  the  physician  in  practice  always  to  do  what  he  wishes 
to  do,  because  the  pressure  of  work  often  keeps  him  from  reading  and  study,  but  if 
he  continually  makes  an  effort  to  reserve  a little  time  each  day  for  this  purpose  and 
to  consider  each  patient  an  intellectual  challenge,  he  will  obtain  much  satisfaction 
and  maintain  a constant  enthusiasm  for  his  work. 

It  has  been  said  that  the  study  of  medicine  is  a plea  ure,  but  the  practice  is  a chore. 

This  is  probably  true  if  practice  is  done  without  study. 

Julian  R.  Beckwith,  M.D. 

Clifton  Forge,  Virginia 


Floral  Eponym 
Macadamia 

M.acad.am,  John,  1827-1865 

John  Macadam,  M.D.  Secretary  of  the  Victoria  Philosophical  Institute,  studied 
medicine  at  the  F'niversity  of  Glasgow  and  chemistry  at  Edinburgh.  He  was  a member 
of  the  legislative  Assembly  of  ^'ictoria  (1859-64)  and  Postmaster  General  (1861-2). 
He  died  at  sea  while  returning  to  New  Zealand. 

INIacadamia  is  a genus  of  five  species  of  slow  growing  Australian  trees  . M.  temifolia 
is  known  as  the  Queensland  nut. 
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DON’T  DO  THIS  FOR  ASTHMA* 

Oscar  Swineiord,  Jr.,  M.D., 

University  Hospital, 
Charlottesville,  Virginia 


In  1932,  “An  Analysis  of  the  Work  of  the  First 
Year  of  the  Allergy  Clinic  of  the  University  of  Vir- 
ginia Medical  School”^  was  read  before  the  Annual 
Meeting  of  this  Society.  In  the  introduction  to  that  re- 
port, one  of  the  comments  was,  “The  average  physi- 
cian should  be  able  to  diagnose  and  treat  the  allergic 
diseases  with  the  same  facility  and  confidence  with 
which  he  diagnoses  and  treats  other  diseases  of  the 
cardio-respiratory,  genito-urinary,  gastro-intestinal, 
neuro-muscular,  and  muco-cutaneous  systems.”  In 
the  twenty  years  since  then  there  have  been  perhaps 
100,000  allergy  patient  visits,  39,977  in  1946-1950 
inclusive.  A large  percentage  of  these  visits  were 
made  by  asthma  victims.  In  studying  these  cases 
many  therapeutic  errors  have  been  observed.  Tuft^ 
has  recorded  similar  observations.  This  extensive 
experience  has  led  to  the  reluctant  conclusion  that 
the  average  physician  of  today  manages  asthma  far 
less  effectively  than  it  was  hoped  he  would  twenty 
years  ago.  An  analysis  of  and  recommendations  for 
the  correction  of  some  of  the  more  commonly  ob- 
served errors  in  the  management  of  asthma  forms  the 
basis  of  this  anniversary  report  from  the  University 
of  Virginia  Allergy  Clinic.  To  emphasize  these 
errors,  fifty-odd  “Don’ts”  are  discussed  dogmatically 
under  the  headings:  symptomatic  treatment,  treat- 
ment of  infection,  elimination  diets,  information  ob- 
tained from  skin  tests,  injection  of  allergens,  classi- 
fication of  asthma,  and  miscellaneous. 

Symptomatic  Treatment 

In  asthma  the  patient  wheezes  and  is  short  of 
breath  because  his  airways  are  narrowed.  The  nar- 
rowing is  due  to  increased  secretions,  swelling  of  the 
mucosa  and  submucosa,  and  to  spasm  of  the  bron- 
chial muscles.  The  relative  importance  of  these 
three  factors  varies  from  patient  to  patient  and  from 
time  to  time  in  the  same  patient.  Drugs  most  ef- 
fective in  correcting  these  factors  are:  the  sympa- 
thomimetics,  xanthines,  expectorants,  sedatives,  and, 

*From  the  Allergy-Arthritis  Division,  Department  of 
Internal  Medicine,  University  of  Virginia  Medical  School, 
Charlottesville,  Va. 

Read  before  the  Annual  Meeting  of  The  Medical  So- 
ciety of  Virginia  at  Richmond,  September  28-October  1, 
1952. 


more  recently,  ACTH  and  cortisone. 

The  Sympathomimetics  relieve  asthma  because 
they  dilate  the  bronchi  by  direct  stimulation  of  the 
bronchodilator  muscles,  absorb  exudate  and  reduce 
swelling,  and  increase  vital  capacity. 

Don’t  Over-Dose  with  Aqeoiis  Adrenalin.  0.2 
cc.  of  1:1000  adrenalin  (epinephrine)  usually  acts 
quickly  and  effectively  for  several  hours.  Repeat 
2 or  3 times  at  10-minute  intervals  if  necessary. 
Additional  or  larger  doses  are  not  apt  to  help  when 
enough  has  been  given  to  sjjeed  the  pulse  percep- 
tibly, or  to  cause  tremor,  palpitation,  apprehension, 
or  pallor.  It  seldom  causes  troublesome  side  effects 
when  just  enough  is  given  to  relieve  the  attack. 
Most  supposed  instances  of  intolerance  are  due  to 
all-too-common  over-doses  of  0.5  to  1.0  cc. 

Don’t  Hesitate  to  Teach  Asthmatics  to  Give  Thetn- 
selves  Adrenalin.  The  knowledge  that  prompt  re- 
lief is  at  hand  removes  much  of  the  fear  which  so 
often  converts  a mild  attack  into  a severe  one. 

Don’t  Use  Adrenalin  in  Oil  to  Relieve  an  Acute 
Attack.  It  takes  effect  slowly  as  a rule.  Its  proper 
use  is  to  maintain  relief  gotten  from  aqueous  adren- 
alin or  other  remedies  and  to  abort  regularly  recur- 
ring attacks. 

Don’t  Give  Adrenalin  in  Oil  Until  It  Has  Been 
Thoroughly  Emulsified  by  warming  in  the  hand  and 
shaking  vigorously  for  one  to  two  minutes.  One 
ampoule  of  adrenalin  in  oil  contains  the  equivalent 
of  2.0  cc.  or  10  normal  doses  of  aqueous  adrenalin. 
Unless  it  is  thoroughly  emulsified,  severe  adrenalin 
over-dose  reactions  are  to  expected. 

Ephedrine 

Ephedrine  acts  more  slowly  and  less  effectively 
than  adrenalin.  It  is  effective  by  mouth  in  doses  of 
25  to  50  mg.  It  may  cau.se  wakefulness  at  night  and 
nervousness  during  the  day.  Its  chief  uses  are  to 
relieve  mild  attacks  and  chronic  mild  wheezing  and 
to  abort  recurring  attacks.  Many  good  combinations 
of  ephedrine,  barbiturates,  xanthines,  and  one  with 
potassium  iodide  are  on  the  market. 

Don’t  Expect  Ephedrine  to  Relieve  Severe  Attacks. 

Don’t  Expect  Adrenalin  1:100,  Isuprel  1:200, 
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Vaponephrine,  or  other  nebulized  preparations  to 
relieve  severe  attacks.  Their  effectiveness  is  com- 
parable to  but  is  cjuicker  and  more  transient  than 
ejdiedrine  by  mouth. 

Don’t  Let  Patients  “Chain  Smoke”  Their  Xe- 
bulizers. 

Don’t  Use  Substitutes*  for  Adrenalin  and  Ephe- 
drine  Routinely.  They  are  not  as  effective  as  a rule, 
but  they  can  be  tried  in  the  occasional  case  when 
adrenalin  and  e})hedrine  are  not  well  tolerated. 

Xanthines  relieve  asthma  by  relaxing  constricted 
bronchi,  stimulating  the  respiratory  center  and  in- 
creasing vital  capacity.  Aminojdiylline  is  the  most 
widely  used  one.  Intravenously  it  is  the  most  effective 
remedy  for  troublesome  attacks  of  asthma  which  are 
resistant  to  adrenalin. 

Don’t  Expect  Amino phylline  by  Mouth  or  By 
Rectum  to  Relieve  Severe  .Ittacks.  I'liese  routes  are 
effective  for  mild  attacks  and  for  prophylaxis.  Gas- 
tric or  rectal  irritation  sometimes  prevent  their  con- 
tinued use. 

Don't  Use  Dttramuscular  .Iminophylline,  in  spite 
of  the  label  on  the  ampoules.  It  is  cruelly  painful 
as  a rule.  The  2.0  cc.,  0.5  gm.  “intramuscular”  am- 
poules are  used  intravenously,  without  dilution,  in 
this  clinic.  They  are  cheaper  and  handier  to  use 
than  the  10  to  20  cc.  sizes. 

Don’t  Give  .Amino phylline  Ditravcncu.dy  Rapidly. 
0.25-0.5  gm.  intravenously  should  take  3 to  5 min- 
utes. A 25-26  gauge  needle  lessens  the  tendency  to 
painful  extravasations.  Stop  the  injection  imme- 
diately if  the  patient  complains  of  anything  except 
nausea,  a queer  taste,  or  flushing.  Nausea  helps  to 
relieve  asthma  frequently.  Truly  untoward  reactions 
are  rare,  although  several  deaths  have  been  reported 
after  intravenous  aminophylline  given  for  relief  of 
cardiac  asthma  due  to  acute  coronary  insufficiency. 

Other  xanthine  preparations  are  effective,  but  are 
less  widely  distributed.  If  aminophylline  causes 
reactions,  caffeine  sodium  benzoate  can  be  substituted 
by  mouth  or  injection,  quite  satisfactorily. 

Expectorants. 

Potassium  iodide  is  the  most  widely  used,  the 
oldest,  and  perhaps  the  most  effective  expectorant 
for  relief  of  asthma.  It  is  effective  in  keeping  sputum 
fluid,  but  it  doesn't  seem  to  liquefy  sputum  which  is 

*Orthoxine,  Isuprel,  racephedrine,  benzylephedrine, 
propadrine,  neosynephrine,  butanephrine. 


already  thick  and  tenacious.  Occasionally,  no  other 
remedy  is  needed. 

Don’t  Prescribe  Potassium  Iodide  Unless  Direct 
Questioning  Discloses  No  Troublesome  Reactions  To 
It. 

Don't  Use  Compound  Tincture  of  Benzoin, 
Camphor,  Menthol  Inhalation.  Plain  steam  will 
do  as  well  and  does  not  cause  the  troublesome  re- 
actions sometimes  caused  liy  strong  smelling  drugs. 

Many  allergists  concoct  effective  expectorant  for- 
mulae from  ipecac,  ammonium  chloride,  ether,  chlo- 
roform, guaiacols,  volatile  oils,  and  citrates. 

Sedatives. 

Don’t  Use  Morphine  Or  Its  Derivatives.  They 
are  sensitizers,  respiratory  depressants,  anti-expec- 
torants, habit-formers,  often  lethal,  and  are  unneces- 
sary. 

Barbiturates  may  be  helpful  in  three  ways:  by 
counteracting  the  stimulating  effects  of  sympatho- 
mimetics  and  xanthines,  by  reducing  the  hyperex- 
citability of  the  respiratory  reflexes,  and  by  relaxing 
the  smooth  muscles  of  the  bronchi.  They  are  widely 
used  and  are  u=ually  well  tolerated.  Chloral  Hy- 
drate is  a frequent  substitute.  Demerol,  though 
less  desirable,  may  be  helpful,  too.  But  all  three 
drugs  may  sensitize,  depress  respiration,  and  lead 
to  addiction. 

Don’t  Give  Any  Sedative  Without  Being  Sure  It 
Has  Not  Caused  Asthma,  Mental  .Aberration,  Res- 
piratory Depression,  Or  Other  Undesirable  Reactions 
Previously.  Respiratory  depression,  which  many 
sedatives  cause,  must  be  avoided  in  the  tired  asth- 
matic. 

Paraldehyde  should  be  used  more  often.  It  does 
not  sensitize  nor  depress  respiration  in  pharmacologi- 
cal doses. 

Oxygen.  Don’t  Use  Oxygen  Routinely.^  Ox- 
ygen rarely  relieves  asthma.  It  does  nothing  to  re- 
duce swelling,  secretion,  or  bronchial  spasm.  On 
the  contrary,  oxygen  is  a potent  antiexpectorant.  It 
is  jirobably  responsible  for  the  troublesome  inspissa- 
tion  of  sputum  in  many  cases  of  status  asthmaticus. 
Most  asthmatics  oxygenate  their  blood  and  blow  off 
carbon  dioxide  adequately.  Oxygen  may  occasion- 
ally reduce  the  respiratory  effort  sufficiently  to  cause 
a dangerous  retention  of  carbon  dioxide.  In  the 
cyanotic  asthmatic,  oxygen  may  be  used  cautiousl}’ 
and  only  as  long  as  he  is  cyanotic.  It  is  best  given 
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by  intermittent  demand  positive  pressure  to  enhance 
expiratory  loss  of  carbon  dioxide.  The  asthmatic 
who  is  receiving  oxygen  should  be  under  constant 
observation.  Oxygen  should  be  stopped  promptly 
if  cyanosis  deepens,  if  mental  acuity  lessens,  or  if 
respiration  becomes  shallower  or  slower. 

The  oxygen  tent  without  o.xygen  but  with  filtered, 
cooled,  and  moistened  air  protects  the  patient  from 
many  inhalant  allergens,  is  not  dangerous,  and 
fulfills  the  demands  for  dramatic  therapeutic  ritual. 

The  chief  rea.sons  for  not  using  oxygen  routinely 
are;  it  doesn’t  help  the  asthma  and,  by  diverting 
the  physician’s  attention,  its  use  tends  to  deprive  the 
patient  of  effective  remedies.  He  survives  the  attack 
in  spite  of  and  not  because  of  oxygen.  There  are 
exceptions,  of  course. 

.■\CTH  and  Cortisone  are  symptomatic  remedies. 
They  do  not  cure,  nor  is  there  evidence  that  they 
will  prevent  late  complications  of  chronic  asthma. 

Don’t  Use  ACTH  or  Cortisone  Except:  (1)  to 
relieve  status  asthmaticus;  (2)  when  prolonged  treat- 
ment, based  on  comprehensive  and  repeated  analy- 
ses of  the  patient’s  asthma  problems,  has  failed;  (3) 
to  supplement  unsuccessfully  treated  seasonal  pollen 
asthma. 

Status  asthmaticus  means  asthma  which  has  not 
been  relieved  by  adrenalin,  aminophylline,  potassium 
iodide,  sedatives,  and  antibiotics  in  pharmacological 
doses.  25  mg.  ACTH  intramuscularly  every’  4 hours 
improves  status  asthmaticus  within  4 to  20  hours 
usually.  An  initial  slow  I.V.  drip  of  10-15  mg.  in 
1000  cc.  of  5 Of  glucose  seems  to  bring  quicker  relief 
at  times.  Reduce  the  dose  and  lengthen  the  interval 
between  doses,  rapidly,  as  soon  as  the  attack  sub- 
sides. Then  stop  ACTH. 

Cortone  usually’  takes  several  hours  longer  than 
.A.CTH  to  relieve  severe  asthma.  Otherwise  it  seems 
as  effective.  It  works  faster  by  mouth  than  injec- 
tion, a real  advantage.  An  initial  oral  dose  of  100 
mg.,  then  75  to  50  mg.  every  4 to  6 hours,  brings 
relief  in  12  to  30  hours  in  all  but  the  most  severe 
attacks.  The  dose  should  be  lowered  and  the  interval 
lengthened,  as  with  ACTH,  as  soon  as  the  attack 
subsides. 

Oral  cortisone  is  preferred  as  maintenance  therapy 
in  chronic  asthma  resistant  to  other  therapy.  After 
relief  is  obtained  use  the  smallest  ration  which  will 
keep  the  patient  comfortable. 


Antihistamines  are  apt  to  be  poor  anti-asthmatic 
remedies. 

Don't  Use  Antihistamines  Until  Sympathomime- 
tics,  Xanthines,  Sedatives,  and  Expectorants  Have 
Failed.  Antihistamines  may  further  inspissate  spu- 
tum. They  can  be  used  for  their  .sedative  and  adrena- 
lin-sparing effects  to  supplement  the  sympathomi- 
metics  and  xanthines.  They  seem  to  be  more  effective 
in  children  than  in  adults. 

Treatment  or  Infection 

Infection  alone  or  complicating  atopy  is  a common 
cause  of  severe  asthma.  Infection  should  be  assumed 
to  be  present  when  the  patient  coughs  himself  into 
an  attack  of  asthma  and  there  is  pus  in  the  sputum 
or  in  the  nasal  discharges;  when  the  nasal  and 
pharyngeal  mucosae  are  red;  when  the  uvula  is  red 
and  swollen  or  wrinkled;  when  there  is  fever  or 
leucocytosis ; or  when  there  is  evidence  of  sinus 
disease.  Acute  infectious  asthma  responds  to  specific 
antibacterial  therapy  almost  as  promptly  as  other 
infections  do.  Asthma  associated  with  chronic  in- 
fection responds  favorably  but  less  dramatically. 

Aerosol  Therapy,  using  any  standard  nebulizer 
and  any  convenient  source  of  clean  compressed  air 
or  oxy’gen,  is  frequently  an  effective  adjunct  in  con- 
trolling bronchial  infection.  In  this  clinic  25,000 
units  of  penicillin  and  25  milligrams  of  streptomycin 
in  1 cc.  of  either  1 : 10,000  adrenalin,  1 :1000  isuprel, 
or  O.l'/i  neosynephrine  is  nebulized  every  2 to  3 
hours  to  supplement  other  antibacterial  therapy. 
Bacitracin,  poh’myxin,  sodium  caprylate  and  other 
antibiotics  have  been  used  when  indicated  by’  culture 
and  sensitivity  tests. 

Several  precautions  are  necessary  for  the  success- 
ful treatment  of  infectious  asthma. 

Don’t  Stop  an  Effective  Antibacterial  Agent  Until 
the  Episode  Being  Treated  Is  Over.  Failure  to  con- 
tinue the  effective  agent  for  from  five  to  ten  days 
often  leads  to  mild  chronic  infectious  asthma. 

Don’t  Continue  One  Antibacterial  Agent  Utdess 
It  Produces  Striking  Benefits  within  three  or  four 
day’s  and  disappearance  of  pus  within  seven  to  ten 
days.  Change  to  another. 

Don’t  Forget  That  Suppression  of  One  Type  of 
Organism  May  Promote  Growth  of  Other  Organisms, 
particularly  pyocyaneus,  aerogenes  and  proteus,  and 
occasionally  monilia.  Therefore,  repeated  cultures 
are  necessary  when  infection  persists  or  flares  up 
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during  treatment.  Tlie  antibacterial  agents  must  be 
changed  with  the  changing  flora. 

Don’t  Fail  to  Seek  Help  from  the  Rhinologist  in 
Infectious  Asthma.  He  is  an  indispensable  partner 
in  its  treatment.  He  should  lavage  antra,  aspirate 
the  other  sinuses,  remove  polyps,  straighten  obstruct- 
ing nasal  septa,  employ  X-ray  therapy  and  other 
conservative  but  vigorous  treatment.  Radical  sinus 
surgery  is  still  necessary  occasionally. 

Don’t  Ignore  Xasal  Polyps.  They  should  be  re- 
moved as  they  form  in  order  to  eliminate  the  role 
of  the  naso-bronchial  refle.x  in  the  production  of 
asthma.  They  are  seldom  seen  except  in  the  presence 
of  allergy  plus  infection. 

Elimination  Diets 

Elimination  diets  are  essential  to  the  management 
of  asthma.  But  several  precautions  are  necessary  to 
prevent  their  misuse. 

Don’t  Tell  Patients  They  Are  Allergic  to  a Food 
Unless  Avoidance  of  It  Is  Beneficial  and  Rating  It 
Causes  Aggravation  of  Asthma. 

Don’t  Tell  a Patient  He  Is  Allergic  to  a Food 
Because  He  Has  a Positive  Skin  Test  to  It.  Positive 
skin  tests  are  discussed  later. 

Don’t  Fliminate  a Food  from  a Patient’s  Diet  for 
Longer  Than  a Specified  Diagnostic  Period  of  three 
or  four  weeks  unless  the  asthma  is  better  when  the 
food  is  avoided  and  worse. when  it  is  eaten.  In  this 
case,  the  food  should  be  avoided  indefinitely. 

Don’t  Adi'ise  the  Reduction  of  Intake  of  a Sus- 
spected  Food  in  a Preliminary  Elimination  Diet. 
Instead,  all  traces  of  foods  suspected  by  history  or 
skin  test  should  be  avoided  for  a trial  period  of 
three  or  four  weeks.  The  success  of  elimination 
diets  depends  largely  upon  the  thoroughness  with 
which  the  patient  is  told  how  to  avoid  suspect  foods 
in  disguised  form.  For  example,  the  physician 
should  remind  the  patient  that  mustard  may  be  found 
in  pickles,  commercial  mayonnaise,  canned  soups, 
and  baked  beans;  egg  white  may  be  found  on  baker’s 
rolls;  milk  in  baker’s  loaf  bread;  wheat  in  gravy, 
fried  chicken,  spaghetti,  macaroni,  noodles,  and 
creamed  soups. 

Don’t  Hesitate  to  Eliminate  Milk  or  Any  Other 
Food  for  a Trial  Period,  when  suspected  by  history 
or  skin  test.  Xo  one  food  is  essential.  Milk  is  a 
very  convenient  food  but  is  more  a housekeeping  and 
dietary  habit  than  a necessity.  By  the  same  token : 


Don’t  Fail  to  Prescribe  a Balanced  Diet  from  per- 
mitted foods  if  the  elimination  diet  is  to  last  longer 
than  2 or  3 weeks.  Elimination  diets  are  discon- 
certing more  because  they  disturb  food  habits  and 
fads  than  because  they  disturb  nutrition. 

Information  Obtained  from  Skin  Tests 

Don’t  Assume  That  a Positive  Skin  Test  Indicates 
Clinical  Sensitivity  to  the  reacting  antigen.  A posi- 
tive skin  test  is  simply  an  etiological  lead.  Before 
the  doctor  or  the  patient  can  assume  a causative  role 
from  a reacting  food  or  inhalant,  the  patient  must 
improve  when  avoiding  the  antigen  and  get  worse 
when  in  contact  with  it,  and/or  he  must  be  improved 
by  injections  of  it. 

Skin  tests,  with  some  reservations,  reflect  immu- 
nological experiences.  A positive  skin  test  represents 
pre-clinical,  post-clinical,  sub-clinical,  or  clinical 
sensitivity.  A positive  tuberculin  skin  test  indicates 
that  there  has  been  an  immunological  experience  with 
tubercle  bacilli.  Clinical  tuberculosis  cannot  be  im- 
plied from  tbe  positive  test  alone.  It  serves  as  an 
indication  for  further  diagnostic  studies.  The  same 
can  be  said  for  positive  skin  reactions  to  dust,  egg, 
ragweed,  and  other  allergens. 

Don’t  Think  of  Skin  Tests  and  Asthma  Diag- 
nostic Studies  .-lx  Synonomous.  Skin  testing  is  help- 
ful only  in  finding  the  causes  of  atopic  asthma.  They 
are  useless  in  determining  other  causes  of  wheezing 
discussed  below. 

Injection  of  Allergens 

It  is  important  and  undeniable  that  allergen  in- 
jections do  relieve  asthma  frequently.  The  mechan- 
ism by  which  relief  is  obtained  from  allergen  in- 
jections is  not  clear.  Whether  it  be  due  to  desensi- 
tization, hyposensitization,  blocking  antibody  pro- 
duction, non-specific  induction  of  the  adaptation 
phase  of  the  alarm  reaction,  or  other  mechanism  is  not 
germane  to  this  discussion. 

Don’t  Start  Allergen  Injections  Until  Food  and 
Inhalant  Avoidance  and  Treatment  of  Infection, 
When  Present,  Have  Failed  to  control  the  asthma. 
A notable  exception  is  that  treatment  of  seasonal 
pollen  cases  should  be  started  as  soon  as  the  diag- 
nosis is  made. 

Don’t  Expect  Prompt  Relief  from  Injections.  It 
may  take  months  to  get  satisfactory  results.  Relief 
from  a few  days  of  co-seasonal  treatment  with  pollen 


March,  1953 


Virginia  Medical  Monthly 


extracts  is  an  exception  to  this  rule. 

Don't  Inject  Extracts  Just  Because  the  Skin  Test 
Is  Positive.  In  this  clinic  there  have  been  hundreds 
of  examples  of  improper  prior  treatment  of:  grass 
pollen  asthma  with  ragweed  extract  and  vice  versa; 
simple  dust  asthma  with  ragweed  extract  (in  spite 
of  the  fact  that  they  were  better  during  the  ragweed 
season  tlian  at  other  times) ; simple  infectious 
asthma  with  dust  extracts.  It  should  be  obvious 
that  extracts  for  injection  therapy  should  be  selected 
from  allergens  to  which  the  patient  is  exposed  when 
lie  has  symptoms.  The  likelihood  of  relief  seems 
greater  when  there  is  the  history  of  asthma  from  as 
well  as  a positive  skin  reaction  to  the  allergen  selected 
for  injection. 

Don’t  Over-Treat.  .\  troublesome  local  reaction  or 
an  exacerbation  of  asthma  or  of  nasal  symptoms  soon 
after  an  injection  usually  means  over-dosage.  Sub- 
sequent doses  should  be  reduced  well  below  the  re- 
acting dose.  In  allergy  therapy  the  thought  is  ap- 
propriate that  if  a little  is  good,  less  (not  more) 
may  be  better. 

Don't  Stop  the  Injections  Because  There  Are 
Reactions  to  Them.  Instead,  dilute  the  extracts 
decimally  until  they  no  longer  react.  Dilutions  of 
1:1,000,000,  or  less,  are  sometimes  necessary.  Ex- 
tracts which  cause  s}Tnptoms  in  conventional  doses 
are  usually  helpful  when  suitably  diluted. 

Don’t  Interrupt  Injection  Schedules  for  Intercur- 
rent Asthma,  Colds,  Other  Illnesses  or  Pregnancy. 
This  is  a common  practice  which  serves  no  purpose. 

Classification  of  Asthma 

Don’t  Assume  That  a Given  Patient’s  Asthma 
Is  Due  to  a Single  Cause.  Asthma  is  a syndrome  due 
to  narrowing  of  the  airways,  which  can  be  precipi- 
tated by  a variety  of  causes.  These  causes  may  be 
classified,  for  purposes  of  simplification,  into  atopic 
(food,  inhalants,  and  drugs),  infectious,  reflex 
(nasal  polyps,  thyroid  nodules),  physical  (heat, 
cold,  dampness,  sunlight),  psychogenic,  emphysema, 
bronchial  obstruction  (cancer,  foreign  bodies,  medias- 
tinal tumors),  acute  left  ventricular  failure.  Most 
cases  are  due  primarily  to  atopy  and/or  infection.  But 
in  these  cases,  reflex,  physical  and  psychogenic  com- 
ponents usually  contribute  to  the  severity  and  fre- 
quency of  attacks.  At  times  these  contributory  com- 
ponents play  major  roles.  .Attacks  of  asthma  asso- 
ciated with  bronchial  obstruction  or  acute  left  ven- 
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tricular  failure  may  be  indistinguishable  from  those 
due  to  milk  or  feathers. 

Proper  management  of  the  chronic  asthmatic  re- 
(luires  a search  for  multiple  causes  of  wheezing  in 
every  case.  This  search  calls  for  the  skilled  use  of 
liistory  and  physical  examination  in  all,  and  X-rays 
and  skin  tests  in  most  cases.  In  others  the  search 
will  require  bronchograms,  bronchoscopy,  biopsies, 
cultures  and  antibacterial  sensitivih'  tests,  and  studies 
of  heart  and  lung  functions. 

Miscellaneous 

Don’t  Omit  Asthma  from  the  Differential  Diag- 
nosis in  any  case  of  cough  or  dyspnea,  especially  if 
ncK'turnal,  recurrent,  and  with  symptom-free  inter- 
vals. 

Don’t  Discard  Asthma  As  a Diagnosis  because 
there  are  no  asthmatic  squeaks  during  symptom-free 
intervals,  ^^’hen  absent  during  the  usual  maneuvers 
of  the  chest  examination,  they  can  be  elicited  fre- 
cjuently  by  auscultation  during  forced  expiration. 

Don’t  Advise  Parents  to  “Let  the  Child  Outgrow 
His  Asthma.”  IMany  do,  most  of  them  don’t.  This 
vicious  cliche  has  been  responsible  for  the  unneces- 
sary crippling  of  thousands  of  young  adults  by 
chronic  lung  failure,  a common  aftermath  of  un- 
treated childhood  asthma. 

Don’t  Have  House  Pets,  Cut  Flowers,  Rugs,  Un- 
necessary Upholstery,  Pillows,  Curtains  or  Other 
Dust-Collecting  Materials;  and  Don’t  Use  Insecti- 
cides, Scented  Powders,  Perfumes,  Paint,  Floor  Il’a.v, 
or  Other  Irritating  Odors  Around  Asthmatics. 

Don’t  Smoke  Around  Asthmatics,  Especially 
Children. 

Don’t  Pile  Pillows  Around  an  Asthmatic  During 
an  Attack.  ISIany  asthmatics  are  aggravated  by  feath- 
ers. Support  his  orthopneic  position  with  a chair  or 
other  non-allergenic  objects  under  the  mattress. 

Don’t  Sweep.  Use  the  vacuum  cleaner,  when  tlie 
asthmatic  is  not  around. 

Don’t  Depend  on  the  Clinical  Examination  for 
the  Exclusion  of  Sinus  Infection,  particularly  in 
children.  X-ray  examination  is  essential  for  the 
diagnosis,  recognition,  and  cure  of  sinus  infection. 

Don’t  Allow  the  Asthmatic  to  Become  Dehydrated. 
The  hard  work  of  breathing  causes  excessive  loss  of 
fluid  from  his  lungs  and  skin.  Inspissation  of 
sputum,  hemoconcentration,  electrolyte  imbalance, 
and  their  sequelae,  may  result. 
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Don’t  Be  Satisfied  with  Good  But  Incomplete 
Relief  from  Syynptomatic  Remedies.  They  do  not 
postpone  nor  prevent  the  development  of  chronic 
asthma  and  its  complications  of  chronic  sinusitis, 
fibrosis,  emphysema,  chronic  bronchitis,  and  ultimate 
chronic  lung  failure.  Symptomatic  remedies  should 
supplement  but  should  not  rejilace  specific  therapy. 

Don’t  Allow  an  Asthmatic  To  Get  Sick  Enough 
To  Threaten  Life  Without  Putting  Him  Where  He 
Can  Be  Bronchoscoped,  if  necessary.  Aspiration  of 
insj)issated  sputum  is  a life-saving  procedure  occa- 
sionally, less  often  since  the  advent  of  ACTH  and 
cortisone.  The  indications  for  lironchial  aspiration 
are  simple.  First,  a severe  attack  of  asthma  resistant 
to  conventional  remedies.  Second,  one  or  more  areas 
of  the  lungs  which  have  markedly  diminished  breath 
sounds  persisting  for  several  hours. 

Don’t  Forget  That  the  Frequency  and  Severity 
of  .Ittacks  Is  Influenced  by  Emotional  Tension  in 
Many  Asthmatics.  Psychogenic  factors  are  of  major 
importance  in  a significant  percentage  of  cases. 

Don’t  Procrastinate.  A detailed  search  for  the 
causes  of  wheezing  should  be  started  with  or  soon 
after  the  first  mild  attack.  Failure  to  do  so  re.sults 
in  much  unnecessary  suffering,  chronic  respiratory 
crippling  and  eventual  death.  Proper  management, 
if  begun  before  there  are  complications  and  continued 
as  long  as  there  is  any  asthma,  will  maintain  the 
average  asthmatic  in  good  health  indefinitely. 


Conclusions 

Medical  schools  do  not  prepare  their  graduates 
to  treat  allergic  diseases  with  the  same  facility  with 
which  they  care  for  other  disorders  of  the  cardio- 
respiratory, genito-urinary,  gastro-intestinal,  neuro- 
muscular and  muco-cutaneous  systems.  Recognition 
of  and  correction  of  this  glaring  curriculum  deficiency 
has  been  and  still  is  painfully  slow.  This  is  par- 
ticularly true  of  asthma,  one  of  the  most  common 
causes  of  chronic  organic  illness. 

An  e.xtensive  e.xperience  at  the  University  of  Vir- 
ginia has  disclosed  many  errors  in  the  management 
of  asthma.  .Vn  analysis  of  and  recommendations  for 
the  correction  of  some  of  the  more  common  errors  has 
led  to  the  compilation  of  the  fifty-odd  “Don’ts” 
which  are  the  subject  of  this  twentieth  anniversary 
report  of  the  Allergy  Clinic  of  the  University  of 
Virginia  Medical  School. 
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Film  Cleared  for  TV. 

Three  films  produced  by  the  Metropolitan  Life 
Insurance  Company  recently  were  cleared  for  use 
on  educational  and  public  service  television  pro- 
grams. “Once  Upon  a Time” — a 10-minute  an- 
imated cartoon  dealing  with  state  and  highway  safe- 
ty; “Proof  of  the  Pudding” — a 10-minute  dramatic 
presentation  showing  the  essentials  of  good  nutrition 


and  the  relation  between  diet  and  health;  “Be  Your 
.\ge” — an  1 1 l/^-minute  drama  depicting  middle- 
aged,  over-weight  “John’s”  recover)’  from  a heart 
attack  and  his  subsequent  adjustment  to  living  with 
a handicapped  heart.  The  films  are  available  to 
county  medical  societies  who  desire  to  co-sponsor 
these  films  on  television.  They  may  be  secured  from 
Metroplitan  Life  Insurance  Company,  1 Madison 
Avenue,  New  York  10,  N.Y. 
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TREATMENT  OF  GROIN  HERNIAS- 


Carrington  Williams,  Jr.,  M.D., 
Richmond,  Virginia 


The  previous  paj>er  on  the  treatment  of  burns  fits 
in  well  with  this  paper  on  hernias,  since  by  treating 
these  two  conditions  the  embryo  surgeon  can  learn 
the  fundamentals  of  surgery.  Management  of  infec- 
tion and  electrolyte  disturbances  is  well  exempli- 
fied by  treating  burns,  and  application  of  the  funda- 
mental principles  of  surgical  technique  and  surgical 
anatomy  are  embodied  in  the  operative  treatment  of 
inguinal  hernia. 

It  is  often  observed  that  a student  can  be  taught 
to  be  a good  surgeon  if  he  learns  to  operate  properly 
on  hernias.  Too  frequently,  however,  in  the  course 
of  a surgical  residency,  herniorrhajihies , are  turned 
over  to  the  } ounger  men  who  are  not  closely  super- 
vised in  proper  operative  correction  of  the  defect.  This 
practice  sometimes  results  in  poor  training  of  the  resi- 
dents and  unsatisfactory  results  from  operation.  Her- 
nia is  one  of  the  commonest  remediable  conditions 
encountered  in  surgical  practice,  and  the  industrial 
aspects  of  this  condition  are  obvious.  State  industrial 
commissions  recognize  the  obligations  of  employer 
toward  employee  regarding  hernia,  and  correction  of 
this  condition  is  fully  compensable. 

From  the  historical  viewpoint,  attempts  to  cure 
or  control  hernias  have  been  made  for  centuries. 
Reduction  by  taxis,  treatment  of  bubonocele,  etc., 
are  described  in  ancient  writing.  The  efficacy  of 
trusses  is  attested  by  numerous  advertisements  in 
periodicals  and  newspapers,  but  surgery  has  far  more 
promise  of  cure  of  the  defect  and  relief  of  the  symp- 
toms. The  vogue  for  injection  treatment  of  hernias 
seems  to  have  passed  almost  completely,  although  it 
is  noteworthy  that  Watson’s  textbook  on  “Hernia,” 
published  less  than  fifteen  years  ago,  contained  over 
seventy  pages  on  the  technique  of  treating  groin  her- 
nias by  injecting  sclerosing  solutions. 

The  old  saying,  “There  is  nothing  new  under  the 
sun”  probably  applies  to  this  discussion  and  yet 
reiteration  of  the  principles  of  hernia  surgery  serves 
to  keep  standard  opinions  and  modern  advances  in 
mind. 

Treatment  of  groin  hernias  by  operative  repair 
affords  the  polished  surgeon  as  well  as  the  student 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia  at  Richmond,  September  28-October  1,  1952. 


the  opportunity  to  exercise  many  cardinal  principles 
of  surgical  technique.  Galen  said,  “No  great  and 
perfect  work  is  ever  accomplished  at  a single  effort, 
or  receives  its  final  polish  from  one  instrument.” 
.Application  of  thorough  knowledge  of  anatomy,  gentle 
surgical  technique,  and  restoration  of  the  normal  ab- 
dominal support  are  combined  to  accomplish  a sat- 
isfactory result.  In  no  operation  in  general  surgery 
is  relief  of  symptoms  more  gratifying  than  in  a prop- 
erly executed  herniorrhaphy. 

The  most  important  factor  in  the  success  of  hernia 
repair  is  to  utilize  the  proper  operation  for  the  various 
t}-pes  of  groin  hernias.  Because  of  the  complicated 
regional  anatomy,  it  is  just  as  imjiortant  not  to 
transpose  muscle  planes  for  simple  hernias  as  it  is  to 
provide  adequate  supjiort  for  complicated  defects. 

Three  types  of  groin  hernias  are  ordinarily  seen — 
indirect,  direct,  and  femoral.  Medical  students  find 
differentiation  difficult,  but  on  anatomical  grounds 
these  are  separate  distinct  types.  Indirect  hernias 
are  found  when  the  processus  vaginalis  fails  to  fuse, 
and  classically  there  is  a rather  long  sac  accompany- 
ing the  spermatic  cord  in  the  inguinal  canal.  This 
type  is  usually  not  complicated  by  serious  muscular 
defects.  In  this  connection  it  is  of  interest  that  the 
etiology  of  hernias  is  not  completely  understood. 
Watson  states  that  “the  principal  cause  of  hernia  is 
undoubtedly  the  existence  of  a congenital  sac.”  On 
the  other  hand,  direct  hernias  are  characterized  by 
a weakness  in  the  abdominal  wall  through  which  ab- 
dominal contents  tend  to  protrude.  This  type  is  the 
true  “rupture”  and  is  most  often  due  to  weakening 
of  the  muscles  from  strain  or  advancing  years.  Fe- 
moral hernia  also  is  due  to  a weakness  of  the  mus- 
cular wall  but  the  sac  descends  along  the  femoral 
vessels  and  presents  in  the  thigh.  Differentiation  of 
groin  hernias  by  palpation  is  difficult,  and  careful 
attention  should  be  paid  to  physical  examination, 
using  the  index  finger  to  invaginate  the  scrotal  skin 
and  feel  the  hernia  through  the  external  inguinal  ring. 
Indirect  (or  oblique)  hernias  accompany  the  sper- 
matic cord  and  often  descend  into  the  scrotum,  while 
direct  hernias  ordinarily  present  through  a large 
external  ring  and  are  felt  through  a weakness  superior 
and  lateral  to  the  pubic  tubercle. 
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At  operation  it  is  our  feeling  that  the  indirect  va- 
riety is  best  handled  in  as  simple  a way  as  possible, 
by  high  ligation  and  removal  of  the  sac  and  by  a 
minimum  of  muscle  transposition.  In  children,  com- 
plete excision  of  the  sac  with  high  ligation  is  all  that 
is  needed  for  cure,  and  since  no  muscular  defect  is 
present,  there  is  no  need  for  reconstruction  of  the 
floor  of  the  canal.  In  adults  with  uncomplicated  in- 
direct hernias,  the  important  step  is  complete  removal 
of  the  sac,  and  when  the  floor  of  the  inguinal  canal 
needs  buttressing  the  internal  ring  should  be  snugged 
around  the  cord  and  a Ferguson  or  Bassini  type  of 
muscle  reconstruction  performed. 

Cure  of  direct  hernia  involves  a more  extensive 
operation.  Since,  in  this  condition,  there  is  in  real- 
ity a rupture  of  the  muscular  support,  accurate  ana- 
tomical restoration  of  the  muscular  floor  must  be 
achieved.  It  has  been  clearly  shown  by  .“^n'on  in 
anatomical  studies  that  the  transversalis  fascia  in- 
serts into  Cooper’s  ligament,  rather  than  into  Bou- 
part’s  ligament  as  was  usually  assumed.  Therefore, 
any  attempt  at  reconstruction  should  reinforce  this 
tissue  plane  by  the  McVay  techpique  of  Cooper’s 
ligament  repair.  Inasmuch  as  femoral  hernias  also 
involve  a weak  wall,  it  is  our  feeling  that  this  opera- 
tion is  the  procedure  of  choice  for  all  direct  and 
femoral  hernias.  The  reason  for  this  is  that  recon- 
struction of  the  inguinal  canal  by  suturing  the  mus- 
cles to  Poupart’s  ligament  leaves  a potential  weak- 
ness through  which  herniation  can  develop  between 
Poupart’s  ligament  and  the  superior  pubic  ramus. 
This  weakness  is  eliminated  by  the  Cooper’s  ligament 
tAqae  of  repair.  The  inguinal  approach  to  femoral 
hernias  rather  than  the  subinguinal  route  allows 
better  exposure  of  the  neck  of  the  femoral  hernia  sac 
and  enables  one  to  carry  out  the  Cooper’s  ligament 
repair.  In  using  this  operation,  it  is  essential  to 
expose  the  sujaerior  ramus  of  the  pubis  from  the 
pubic  tubercle  laterally  to  the  femoral  vessels  by 
separating  the  fibers  of  the  transversalis  fascia. 
Cooper’s  ligament  is  then  visualized  as  a tough  fi- 
brous structure  adherent  to  the  bone.  Conjoined 
tendon  and  transversalis  fascia  are  then  securely 
sutured  to  Cooper’s  ligament  from  the  femoral  ves- 
sels to  the  pubic  tubercle.  In  this  way  a thoroughly 
strong,  satisfactory  floor  of  the  inguinal  region  is 
restored  and  any  weakness  in  Hesselbach’s  triangle  is 
effectively  overcome. 


There  are  several  other  points  regarding  technique 
worth  mentioning.  We  prefer  a transverse  incision 
low  in  the  right  lower  quadrant  rather  than  the 
usual  oblique  herniorrhaphy  incision.  The  incision 
is  placed  in  a natural  skin  crease  and  produces  a 
good  cosmetic  result.  In  babies  this  incision  is  par- 
ticularly nice.  The  skin  can  be  closed  in  infants 
and  children  with  a continuous  subcuticular  suture 
of  fine  plain  catgut.  This  is  then  covered  with  col- 
lodion and  the  patient  may  be  discharged  at  the 
earliest  convenience.  A watertight  closure  is  thus 
provided  and  there  are  no  skin  sutures  to  be  removed. 

We  employ  cotton  sutures  throughout  except  for 
catgut  in  ligation  of  the  peritoneal  sac  and  except 
when  the  skin  is  closed  with  subcuticular  catgut. 
Strong,  pliable  wounds  are  obtained  by  cotton  tech- 
nique. 

Early  ambulation  of  herniorrhaphy  patients  has 
been  our  practice.  We  feel  that  this  encourages 
prompt  restoration  of  normal  bowel  and  bladder 
function,  helps  to  eliminate  postoperative  gas  pains, 
and  prevents  a patient  from  becoming  unnecessarily 
w’eak.  It  is  important  in  getting  a patient  up  on 
the  day  of  operation  or  on  the  following  day  to  apply 
an  abdominal  binder  for  support  and  to  raise  the 
back-rest  of  the  bed  to  a full  sitting  position  before 
assisting  the  patient  to  stand  on  the  floor.  In  this 
way  there  is  minimum  strain  on  the  muscles  and  min- 
imum discomfort. 

Repair  of  bilateral  inguinal  hernias  may  be  car- 
ried out  at  one  operation  provided  there  are  no 
complications.  It  is  our  policy  to  do  both  sides  at 
one  time  in  the  case  of  indirect  hernias,  but  usually 
to  wait  five  to  seven  days  between  operations  for 
direct  or  femoral  hernias. 

.•\nesthesia  is  ordinarily  not  a difficult  problem. 
Intravenous  pentothal — curare  supplemented  with  ni- 
trous oxide — oxygen  gives  very  satisfactory  results. 
In  poor,  risk  patients,  local  infiltration  of  novocain 
may  be  used  and  in  certain  cases  spinal  is  preferred. 
With  any  type  of  anesthesia  it  is,  of  course,  essential 
to  have  adequate  relaxation  and  minimum  tension 
during  the  course  of  the  muscle  repair. 

Results  of  the  treatment  of  groin  hernias  in  this 
way  have  been  gratifying.  Recurrences  will  always 
occur  and  more  particularly  in  large  direct  and  fe- 
moral hernias  where  the  muscular  support  is  poor. 
However,  we  have  not  seen  any  recurrences  among 
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our  patients  operated  on  by  the  Cooper’s  ligament 
technique  during  the  past  three  years.  The.se  pa- 
tients all  have  had  femoral  or  direct  hernias,  some 
in  debilitated  individuals  with  large  muscle  defects. 
\\'ith  a relatively  short  period  of  follow-up,  it  would 
be  foolish  to  claim  a ver)-  high  cure-rate,  and  yet 
the  outlook  for  successful  results  appears  good  at  this 
time. 

Complicated  hernias  are  .seen  occasionally,  and 
these  require  special  techniques.  The  most  baffling 
type  seems  to  be  the  sliding  indirect  hernia.  Cure  of 
this  type  necessitates  complete  removal  of  the  sac  with- 
out damage  to  that  portion  of  bowel  which  forms  the 
posterior  wall.  Employment  of  the  abdominal  ap- 
proach and  reconstruction  of  the  defect  in  the  meso- 
colon enable  one  to  accomplish  this,  and  then  repair 
of  the  canal  proceeds  as  in  the  ordinary  types. 

Incarcerated  hernias  are  sometimes  reducible  by 
gentle  taxis.  Reduction  en  masse  is  to  be  feared  in 
this  Upe  of  hernia,  and  as  a rule  emergency  opera- 
tion is  preferred  whenever  the  hernia  cannot  be 
reduced  after  a few  minutes  of  gentle  effort  by  the 


physician.  General  anesthetics  may  ordinarily  be 
employed  in  incarcerated  hernias,  but  in  long-stand- 
ing cases  it  may  be  necessary  because  of  the  patient’s 
poor  condition  to  use  local  anesthesia.  If  strangulated 
viscera  are  found  in  an  incarcerated  hernia,  they  must 
be  resected  or  treated  immediately  and  the  hernia 
repaired  concomitantly.  It  is  wise  to  do  the  simplest 
form  of  repair  in  the  case  of  incarcerated  or  stran- 
gulated hernias,  particularly  in  the  older  age  group. 

Summary 

Surgical  repair  of  groin  hernias  is  an  exercise  in 
technique  which  is  excellent  for  training  and  for 
review  of  fundamental  principles. 

Indirect  hernias  require  complete  removal  of  sac 
and  “standard”  type  of  repair. 

Direct  hernias  should  be  repaired  by  Cooper’s 
ligament  technique.  This  is  also  u=ed  for  femoral 
hernias. 

Employment  of  the  proper  operation  for  the  various 
t}pes  of  hernia  is  essential  for  successful  results. 

805  IT>5t  Franklin  Street. 


Describes  New  Type  of  Surgical  Needle. 

•A  new  type  of  surgical  needle,  for  use  in  suturing 
incisions  of  the  mitral  valve  of  the  heart,  w-as  de- 
scribed in  the  January  10  J..A..M..\.  by  Dr.  Gerald 
H.  Pratt,  Xew  York. 

ski-shaped  type  of  needle,  the  new'  addition  to 
the  physician’s  armamentarium,  was  made  w'ith  the 
base  of  the  ski  as  a long  square,  instead  of  a flat  sur- 
face, as  is  the  case  in  most  surgical  needles.  This 
change.  Dr.  Pratt  stated,  permits  the  needle  to  be 


held  securely  at  any  angle  and  makes  suturing  of 
the  heart  valve  less  hazardous. 

“The  use  of  such  a needle  for  other  deep  suturing 
is  also  feasible,”  he  added.  “Other  parts  of  the 
heart,  the  deep  lying  vessels  in  the  chest  or  abdomen, 
the  bronchi,  the  pelvic  bowel  and  the  bladder  at  times 
all  present  suture  problems  in  which  such  a needle 
proves  valuable.” 

Dr.  Pratt  is  associated  with  the  vascular  clinic 
of  St.  Vincent’s  Hospital  and  the  New  York  E^niver- 
sity  College  of  Medicine. 
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BENIGN  GYNECOLOGIC  BLEEDING 


James  P.  Hennessy,  M.D.,  F.A.C.S.,* 

New  York,  New  York 


Abnormal  vaginal  bleeding  is  probably  one  of  the 
most  frequent  conditions  which  the  general  prac- 
titioner as  well  as  the  gynecologist  meets  in  his  prac- 
tice. It  is  certainly  one  of  the  commonest  reasons 
for  pelvic  examination.  The  causes  may  be  func- 
tional, or  they  may  be  various  neoplastic  diseases. 
It  may  also  be  associated  with  inflammatory  con- 
ditions, certain  constitutional  diseases,  retained  ges- 
tational products,  intra-abdominal  hemorrhage  or 
uterine  bleeding  due  to  various  causes. 

During  the  past  five  years  (1947-1951)  there  were 
5955  cases  of  gynecologic  discharge  at  the  New  York 
Polyclinic  Hospital.  Of  these  hemorrhage  was  a 
predominant  symptom  in  2354  cases,  among  which 
were  752  cases  of  fibroids,  79  cases  of  adenomyosis, 
and  57  cases  of  tubal  pregnancy.  The  accompanying 
table  indicates  in  further  detail  all  cases  in  which 
hemorrhage  was  an  important  symptom.  Hemor- 
rhage also  occurred  as  a secondary  post-operative 
complication  in  9 cases,  including  both  laparotomies 
and  vaginal  plastic  repairs,  in  which  proper  ligation 
and  hemostasis  were  not  obtained.  The  commonest 
pathological  finding  associated  with  abnormal  vag- 
inal bleeding  was  leiomyoma  of  the  uterus.  Cer- 
vical and  fundal  polyps  were  the  next  most  common, 
followed  by  endometrial  hyperplasia  and  adenomy- 
osis. Pelvic  inflammatory  disease  was  established 
by  pathological  examination  in  16  cases,  and  rup- 
tured corpus  luteum  in  7 cases. 

It  is  essential  that  every  patient  presenting  a his- 
tory of  abnormal  vaginal  bleeding  should  be  cor- 
rectly diagnosed,  espvecially  with  regard  to  differen- 
tiation between  benign  and  malignant  disease.  For 
this  reason  each  case  should  be  thoroughly  exam- 
ined. The  plan  of  investigation  should  be  well 
organized,  and  fully  adequate  in  all  studies  recjuisite 
to  diagnosis  of  the  individual  case.  A very  accurate 
history  of  the  bleeding  should  be  taken,  particularly 
emphasizing  the  duration  of  bleeding  and  the  amount 
of  blood  lost.  The  patient’s  estimate  of  blood  loss 
especially  will  often  not  fit  in  with  clinical  findings 
or  laboratory  data,  but  when  it  does  agree  this 
evidence  is  a valuable  aid  in  diagnosis. 

♦From  the  Department  of  Gynecology,  New  York  Poly- 
clinic Medical  School  and  Hospital,  New  York,  N.  Y. 


Functional  Bleeding 

Abnormal  uterine  bleeding  may  be  regarded  as 
functional  when  no  general  or  local  lesions  can  be 
found.  It  may  occur  during  adolescence,  during  the 
reproductive  period,  at  the  menopause,  or  later,  but 
age  should  be  considered  in  the  diagnosis  since  other 
factors  are  more  likely  to  occur  in  some  age  groups 
than  in  others.  Excessive  flowing  in  the  adolescent 


Table  I 

Causes  of  Bleeding 

Fibromyomata  uteri  752 

Incomplete  abortion 681 

Cervical  polyps  219 

Hyperplasia  of  endometrium 198 

Threatened  abortion 99 

Adenomyosis  79 

Endocervicitis  65 

Ectopic  Pregnancy 57 

Endocrinopathies,  including  functional  uterine 

bleeding  43 

Endometrial  polyps 43 

Ovarian  cysts  33 

Endometriosis  17 

Infections  16 

Fibrosis  of  uterus 13 

Spontaneous  complete  abortion  10 

Corpus  luteum  cyst 7 

Hydatidiform  mole  6 

Bleeding  following  panhysterectomy 5 

Missed  abortion  3 

Bleeding  following  pelvic  floor  repair  2 

Bleeding  following  anterior  colporrhaphy 1 

Bleeding  following  amputation  of  cervix 1 

Laceration  of  vagina  1 

Papilloma  of  vagina 1 

Granuloma  of  vagina  (non-specific) 1 

Hypertension 1 

Total  2354 


girl  and  young  married  woman,  for  instance,  is 
usually  due  to  a functional  disturbance.  In  a mar- 
ried woman  during  her  reproductive  period  exces- 
sive flowing  may  be  of  functional  origin,  but  it  is 
more  commonly  due  to  such  other  causes  as  com- 
plications of  pregnancy,  infections  and  benign 
tumors.  In  the  premenopausal  woman  functional 
excesses  of  flowing  are  common,  but  malignancy  of 
the  cervix  and  body  of  the  uterus  must  be  ruled  out. 
Post-menopausal  bleeding  is  due  to  malignancy  in 
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about  50 of  cases,  but  it  may  also  be  due  to  over- 
treatment  of  menopausal  symptoms  with  estrogens. 
•A.  diagnostic  curettage  is  not  necessary  for  the  ado- 
lescent girl  or  the  young  unmarried  woman,  but  in 
a woman  35  years  of  age  or  older  it  should  lie  done 
to  rule  out  possible  malignant  disease.  Functional 
bleeding  in  women  of  the  child-bearing  age  should 
always  have  a diagnostic  endometrial  biopsy. 

•According  to  .Allen^  the  term  functional  bleeding 
can  be  applied  to  virtually  all  disturbances  of  ovarian 
function  in  which  abnormal  uterine  bleeding  occurs 
regardless  of  the  microscopic  appearance  of  the  en- 
dometrium. The  histologic  appearance  of  the  en- 
dometrium is  believed  to  indicate  the  type  of  hor- 
monal influence  to  which  it  has  been  subjected  only 
so  long  as  the  ovaries  are  functioning  normally.  That 
is,  a progestational  endometrium  indicates  that  the 
ovaries  are  producing  progesterone,  and  a well-de- 
veloped mid-interval  endometrium  indicates  that  they 
are  producing  estrogen.  However,  when  abnormal 
function  occurs  the  normal  sequence  of  estrogen  and 
progesterone  production  in  normal  amounts  is  dis- 
turbed and  the  endometrium  becomes  bizarre. 

Estrogens  have  been  shown  to  act  in  relation  to 
bleeding  in  two  ways.  That  is,  too  much  of  the 
hormone  used  over  too  long  a period  of  time  may 
cause  bleeding,  or  abrupt  withdrawal  may  also  cause 
bleeding.  This  has  been  established  by  investiga- 
tions which  show  that  estrogens  when  given  to 
ovarectomized  or  menopausal  women  for  a period  of 
three  or  four  weeks  produces  a growth  of  the  en- 
dometrium. But  if  the  same  dose  is  continued  for 
another  three  or  four  weeks  bleeding  is  liable  to 
occur  despite  continuation  of  the  estrogen.  Begin- 
ning about  five  to  eight  days  after  estrogen  has  been 
discontinued,  bleeding  may  also  occur,  due  to  hor- 
monal deficiency.  Hence  the  term  withdrawal  bleed- 
ing. 

The  most  commonly  used  hormones  in  the  treat- 
ment of  functional  vaginal  bleeding  are  estrogen 
and  progesterone.  The  latter  is  usually  used  ac- 
cording to  a withdrawal  plan.  It  has,  however, 
been  found  that  testosterone  does  not  control  bleeding 
any  more  rapidly  than  estrogen.  Aloreover,  testos- 
terone is  not  only  more  expensive,  but  the  large  doses 
required  to  stop  bleeding  may  lead  to  prolonged 
occurrence  of  such  unpleasant  symptoms  as  acne, 
hirsutism,  gain  in  weight,  hypertrophy  of  the  cli- 


toris, and  voice  changes.  Because  of  these  dangers 
and  because  the  same  beneficial  results  can  be  ob- 
tained by  the  use  of  larger  doses  of  estrogen,  the 
author  prefers  estrogen  to  progesterone  therapy.  In 
the  relatively  small  number  of  ovulatory  rather  than 
anovulatory  functional  bleeding  cases  the  causes  are 
unknown  and  apparently  vary  both  in  the  individual 
at  different  times,  and  between  different  individuals. 

Functional  bleeding  in  adolescent  girls  is  nearly 
always  due  to  anovulatory  behavior  of  the  ovaries. 
The  decision  of  when  to  treat  and  when  not  to  treat 
an  adolescent  girl  for  abnormal  bleeding  is  not  too 
difficult,  for  we  all  know  that  infrequent  periods 
require  no  treatment  beyond  reassurance.  Even  those 
patients  who  have  an  anovulatorj'  period  every  two 
weeks  need  no  therapy  unless  the  bleeding  is  profuse 
and  several  short  cycles  have  occurred,  since  many 
patients  will  have  a few  short  cycles  and  then  will 
spontaneously  revert  either  to  infrequent  cycles  or 
regular  cycles.  These  irregularities  are  usually  as- 
sociated with  disturbances  in  pituitary  and  ovarian 
function,  and  characterized  by  failure  of  ovulation — 
resulting  in  sterility  and  bleeding  from  interval  or 
estrogen  prepared  endometrium.  We  have  been  fol- 
lowing the  plan  suggested  by  Hamblen^  in  the  treat- 
ment of  these  cases.  Daily  doses  of  premarin  rang- 
ing from  3.75  to  7.5  mg.  are  prescribed.  The  under- 
lying disturbance  may  be  corrected  by  cyclic  estrogen- 
progestin  therapy  continued  after  hemostasis  has  been 
effected.  \\Tatever  dosage  of  premarin  was  re- 
quired for  hemostasis,  the  same  dosage  should  be 
continued  for  twenty  days  after  hemostasis.  During 
the  last  ten  days  of  this  treatment,  pranone  is  also 
given  by  mouth.  If  the  daily  dose  of  premarin  was 
7.5  mg.,  the  daily  dose  of  pranone  will  be  60  mg. 
•As  a rule  when  the  first  cycle  of  estrogen-progestin 
therapy  is  concluded  there  will  be  an  onset  of  bleed- 
ing within  a few  da}"*.  On  the  third  to  fifth  day  of 
this  episode  of  bleeding  another  cycle  of  estrogen- 
progestin  therapy  is  begun,  and  is  given  similarly 
save  for  the  fact  that  a lower  dosage  schedule  is 
used,  that  is,  a daily  dose  of  3.75  mg.  of  premarin 
and  a daily  dosage  of  30  mg.  of  pranone.  In  all, 
two  or  three  similar  c}'cles  of  treatment  are  advisable. 
This  form  of  therapy  regulates  bleeding  quite  prompt- 
ly, and  is  followed  in  the  majority  of  patients  by  a 
resumption  of  normal  ovarian  and  pituitary  functions 
which  are  evidenced  by  normal  ovulatory  cycles  com- 
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patible  with  fertility.  Such  therapy  saves  many 
young  women  from  rejieatecl  curettages,  radium, 
Roentgen  tlierapy  or  even  hysterectomy. 

In  cases  of  ovarian  deficiency  in  young  women,  the 
pituitary-gonadal  relationship  is  apparently  upset 
by  emotional  stress,  general  poor  health,  hypothy- 
roidism and  perhaps  other  factors.  General  suppor- 
tive measures  such  as  the  proper  vitamins,  iron  and 
thyroid  should  be  used,  and  are  an  important  adjunct 
to  hormonal  treatment  during  the  acute  phase.  Met- 
abolic studies  should  also  be  made,  since  it  will  ob- 
viously be  impossible  to  cure  ovarian  dysfunction 
in  a patient  in  whom  the  cause  is  thyroid  deficiency 
unless  this  deficiency  is  treated. 

In  women  35  years  of  age  or  older,  when  endocrine 
therapy  fails,  a satisfactory  treatment  is  the  intra- 
uterine application  of  radium.  A dose  of  1800  to 
2500  milligram  hours  wall  usually  stop  the  bleed- 
ing. We  recommend  this  treatment  rather  than  ir- 
radiation with  Roentgen  rays.  If  endocrine  therapy 
is  not  satisfactory  in  the  treatment  of  w'omen  of  the 
child-bearing  age,  however,  a curettage  and  intra- 
uterine application  of  radium  from  300  to  500  milli- 
gram hours  is  indicated.  A higher  dosage  is  con- 
traindicated since  it  has  been  found  that  600  milli- 
gram hours  comes  within  the  danger  zone  of  steri- 
lization. 

Neoplastic  Diseases 

.\s  will  be  seen  from  the  accompanying  table,  the 
commonest  of  the  benign  neoplasms  causing  bleeding 
were  the  myomas.  However,  it  is  essential  to  realize 
that  myomas  do  not  themselves  cause  bleeding  unless 
they  are  submucous,  and  do  not  bleed  after  the 
menopause.  We  must  therefore  look  for  polyps  or 
other  causes  for  the  bleeding  in  myomas;  failure 
to  do  so  has  caused  many  deaths.  As  Karnaky® 
has  pointed  out,  excessive  bleeding  in  a myomatous 
uterus  may  be  effectively  treated  as  dysfunctional 
bleeding  in  a fibroid  uterus.  It  must  be  emphasized 
that  unless  the  myoma  encroaches  upon  or  invades 
the  endometrium  it  will  not  cause  bleeding. 

For  women  in  the  late  thirties  or  early  forties  ir- 
radiation should  not  be  employed  since  a sterilizing 
dose  is  necessary  if  the  myoma  is  to  be  cured.  An 
inadequate,  non-sterilizing  dose  wall  temporarily  re- 
lieve the  bleeding  but  the  myoma  usually  continues 
developing.  For  w'omen  in  the  late  fifties,  however, 
radium  is  very  successful  in  controlling  bleeding 


due  to  small  intermural  growths.  A sterilizing  dose 
must,  of  course,  be  given  in  order  to  destroy  the 
ovaries.  We  have  found  radium  preferable  to 

Table  II 

Causes  of  Bleeding  During  Pregnancy 

Abortions  793  cases 

Threatened  99  cases 

Spontaneous  (complete)  10  ” 

Missed  3 ” 

Incomplete 681  ” 

Ectopic  Pregnancy  57  ” 


Total  850 

Table  III 

Causes  of  Bleeding  and  Management  of  Cases 
IN  1149  Cases  with  Benign  Pelvic  Neoplasms 


Cause  Number  of  Cases 

Fibromyomata  uteri  752 

Hysterectomy  734 

Myomectomy  17 

Radium  1 

Cervical  and  endometrial  cysts 262 

Dilatation  and  curettage 260 

Biopsy  and  polypectomy 2 

Ovarian  neoplasms  and  cysts  - 33 

Laparotomy  33 

Conservative  surgery 22 

Endometriosis  and  adenomyosis  96 

Laparotomy  96 

Hydatidiform  mole  6 

Dilatation  and  curettage 5 

Hysterectomy 1 

Total 1149 


Roentgen  ray  therapy  for  these  cases.  Surgery  is, 
however,  indicated  as  a general  rule  for  bleeding 
myomatous  uteri.  During  the  child-bearing  years 
myomectomy  should  be  considered,  but  if  the  myoma 
has  too  extensively  invaded  the  uterine  musculature 
extensive  hysterectomy  is  necessary,  conserving  the 
ovaries  in  young  women. 

Cervical  and  fundal  polyps  consist  usually  of  a 
polypoid  type  of  endometrial  hyperplasia.  These 
bleed  easily,  and  “spotting” — the  term  ordinarily 
used  by  the  patient — is  usually  noted  after  coitus, 
douches,  exercise,  or  it  may  appear  as  menorrhagia 
at  the  time  of  her  period.  The  author  has  not  found 
radium  entirely  satisfactory  in  treating  polyps,  but 
finds  them  best  handled  by  curettage  or  surgery. 

Adenomyosis  is  due  to  the  invasion  of  the  muscula- 
ture of  the  uterus  by  endometrial  glands.  The  uterus 
thus  hypertrophies,  enlarging  symmetrically,  .-^b- 
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normal  bleeding  is  the  most  important  symptom,  and 
usually  appears  as  profuse  menorrhagia  without  in- 
termenstrual  flow.  Failure  of  radiation  therapy  to 
cure  the  bleeding  is  diagnostic.  Surgery  is  indicated. 

In  general,  benign  ovarian  neoplasms  are  not 
among  the  common  causes  of  bleeding,  but  the  fol- 
lowing should  be  looked  for.  Cystic  degeneration  of 
the  ovaries  may  lead  to  either  prolonged  menstrua- 
tion or  to  spotting  due  to  imperfect  formation  of  the 
corpus  luteum,  especially  if  there  is  a corpus  luteum 
cyst.  Simple  follicular  cysts,  however,  do  not  as 
a rule  cause  menstrual  disturbance.  Granulosa  cell 
tumor,  on  the  other  hand,  is  frequently  associated 
with  bleeding,  and  should  be  suspected  in  cases  of 
post-menopausal  bleeding  with  slightly  enlarged 
uterus  and  hyperplasia  of  the  endometrium  revealed 
by  biopsy.  Only  about  12  pier  cent  of  patients  with 
dermoids  have  menstrual  disorders,  which  also  holds 
true  of  those  with  pseudomucinous  cystadenomas. 
Ninety-six  patients  with  endometriosis  or  adenomyosis 
had  excessive  or  abnormal  bleeding.  In  those  cases 
that  complained  of  pain  with  bleeding,  laparotomy 
was  done. 

One  of  the  commonest  causes  of  excessive  and 
prolonged  bleeding  is  the  retention  of  products  of 
gestation  following  labor  or  abortion.  This  should 
be  kept  in  mind  in  cases  revealing  delay  in  the 
previous  menstrual  pieriod.  Our  group  included 
684  such  cases.  The  private  cases  were  treated 
conservatively,  but  on  the  general  service  uterine 
curettage  was  performed  in  75%.  In  ectopic  ges- 
tation, spotting  and  metorrhagia  is  almost  always 
associated  with  other  characteristic  symptoms  so  that 
diagnosis  presents  no  serious  difficulties. 

Infections 

Bleeding  due  to  infections  such  as  salpingoophoritis 
or  cervicitis  usually  subsides  with  the  control  of  the 
infection.  Antibiotics  and  chemotherapeutic  agents 
have  eliminated  many  of  the  complications  which 
attended  these  conditions  in  former  days,  but  cases 
of  cervicitis  should  nonetheless  be  biopsied  because 
early  carcinoma  is  not  clinically  distinguishable  from 
benign  cervicitis.  If  no  malignancy  is  found,  treat- 
ment is  best  carried  out  by  means  of  actual  cautery 
and  douches. 

Intra-Abdominal  Hemorrhage 

Ectopic  pregnancy  is  the  commonest  cause  of  in- 
tra-abdominal hemorrhage  of  genital  origin.  Bleed- 


ing may  vary  from  slight  to  profuse.  Intra-abdom- 
inal hemorrhage  may  also  be  due  to  rupture  of  the 
pedicle  of  a pedunculated  myoma,  or  from  rupture 
of  a corpus  luteum  cyst,  as  reported  by  Sackett*  and 
Morton®.  Hemoperitoneum  from  this  cause  is  not 
uncommon,  though  it  is  most  commonly  misdiag- 
nosed as  acute  appendicitis,  ruptured  extra-uterine 
pregnancy  or  salpingitis.  Morton,  in  1931,  for 
instance,  collected  26  cases  of  ruptured  corpus 
luteum  and  found  that  in  all  of  them  the  condition 
had  been  misdiagnosed.  Follicle  rupture,  or  Mittel- 
schmertz,  is  usually  recognized,  while  corpus  luteum 
rupture  is  seldom  considered  even  as  a possibility. 
This  larger  error  in  diagnosis  is  probably  due  to 
the  lack  of  appreciation  of  the  clinical  entity  of  the 
condition. 

Rupture  of  the  corpus  luteum  may  occur  at  any 
time  during  the  child-bearing  period  from  the  onset 
of  puberty  to  the  menopause,  but  is  commonest  in 
the  young  adult.  While  rupture  of  the  Graafian  fol- 
licle occurs  characteristically  during  the  mid-interval 
period,  that  of  the  corpus  luteum  occurs  during  the 
second  half  of  the  interval  from  the  18th  to  the  24th 
day  of  the  cycle.  Pain  is  a constant  symptom  and 
varies  in  intensity  depending  on  the  amount  of  hem- 
orrhage, but  is  usually  sudden  in  onset  and  confined 
to  the  lower  part  of  the  abdomen.  Nausea  may  be 
pre.sent,  but  rarely  vomiting.  Such  sudden  onset  of 
abdominal  pain  during  the  second  half  of  the  men- 
strual cycle  in  a woman  whose  periods  have  been  reg- 
ular is  suggestive  of  ruptured  corpus  luteum.  Soft, 
flat,  non-rigid  but  tender  abdomen  with  a definite 
rebound  tenderness  strongly  suggests  free  blood  in 
the  abdominal  cavity.  Bleeding  is  seldom  extensive 
enough  to  cause  shock. 

An  acutely  inflamed  appendix,  co-existing  with 
a ruptured  corpus  luteum  has  been  reported  by 
O’Gorman®  and  by  Hoyt  and  Meigs".  Such  coin- 
cidence can,  of  course,  happen.  Surgery  is  employed 
for  ruptured  corpus  luteum  cysts,  conserving  the 
ovary  if  possible.  In  case  of  ovarian  cysts  the  cyst 
lining  is  removed  and  the  ovary  sutured. 

Miscellaneous  Causes 

Among  the  miscellaneous  causes  of  benign  gyne- 
cologic bleeding  may  be  mentioned  senile  vaginitis. 
Hypertension  producing  arteriosclerosis  of  the  uterine 
vessels  may  also  cause  bleeding.  Diseases  of  the 
thyroid  may  also  be  responsible  for  the  condition. 
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Constitutional  diseases  are,  however,  rarly  causative 
of  vaginal  bleeding,  although  pneumonia,  influenza, 
chronic  valvular  disease,  diabetes,  hemophilia,  scurvy 
and  syphilis  have  some  tendency  to  produce  menor- 
rhagia. In  all  these  conditions  the  treatment  is  to 
remove  the  cause  rather  than  to  treat  the  secondary 
symptom. 

Trauma 

Injury  of  the  external  genitalia  is  a frequent  cause 
of  hemorrhage,  especially  if  the  venous  plexus  of  the 
labia  are  lacerated.  Occasionally  a troublesome  hem- 
orrhage may  follow  a plastic  operation  on  the  cervix, 
vagina  or  pelvic  floor.  The  author  has  seen  three 
cases  of  such  severe  hemorrhage  that  suturing  and 
transfusion  were  required  on  the  tenth  day  after 
amputation  of  the  cervix. 

Summary 

1.  An  analysis  has  been  made  of  patients  with 
benign  gynecologic  bleeding  in  the  New  York 
Polyclinic  Hospital  during  the  years  1947- 
1951. 

2.  Early  complete  and  correct  diagnosis  is  impor- 
tant, and  every  patient  with  abnormal  vaginal 
bleeding  should  be  examined  thoroughly. 


3.  Biopsy  should  be  done  on  any  questionable 
cervical  or  vulvar  lesion. 

4.  Endocrine  therapy  may  be  used  in  treating 
patients  with  benign  vaginal  bleeding.  Es- 
strogen-progesterone  treatment  has  been  found 
effective. 

5.  Endometrial  curettage  is  a diagnostic  neces- 
sity in  many  cases,  and  should  be  used  thera- 
peutically before  attempting  further  treatment 
of  irregular  bleeding. 

6.  Physicians  as  well  as  women  should  be  alerted 
to  the  danger  of  irregular  bleeding  at  the 
menopause.  The  possibility  of  malignancy 
should  be  kept  in  mind  until  ruled  out. 
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Fourth  Supplement  to  Motion  Picture  Re- 
views Now  Available. 

The  Committee  on  Medical  iMotion  Pictures  of 
the  A.M.A.  has  completed  the  fourth  supplement  to 
the  booklet  entitled  “Reviews  of  Medical  Motion 
Pictures.”  It  contains  all  the  film  reviews  published 
in  The  Journal,  from  January  to  December  1952. 
The  purpose  of  the  reviews  is  to  provide  a brief 


description  and  evaluation  of  motion  pictures  which 
are  available  to  the  medical  profession.  Each  film 
is  reviewed  by  competent  authorities. 

One  copy  has  been  mailed  to  the  secretary  of  each 
state  medical  society.  Copies  are  available  to  count}’ 
medical  societies  on  request  from:  Committee  on 
^ledical  Motion  Pictures,  American  Medical  Asso- 
ciation, 535  North  Dearborn  Street,  Chicago  10. 


March,  1953 


Virginia  Medical  Monthly 


143 


CERTAIN  REPARATIVE  SURGICAL  PROCEDURES 
OF  THE  UPPER  RESPIRATORY  TRACT* * 


G.  S.  Fitz-Hugh,  M.D.,  F.A.C.S., 
F.  D.  Woodward,  M.D.,  F.A.C.S., 

and 

C.  X.  Moon,  Jr.,  M.D., 

Charlottesville,  Virginia 


The  otolaryngologist  is  being  constantly  consulted 
by  patients  whose  complaints,  among  many  others, 
are  related  to  the  respiratory  passages.  Many  of 
these  comiilaints  are  due  to  ol)Struction  to  the  upjjer 
air  passages  by  acute  inflammatory  and  allergic 
conditions,  neoplasms,  functional  disorders,  or  to 
structural  changes  due  to  congenital  abnormalities, 
accidental  trauma,  surgical  trauma,  and  cicatricial 
changes  secondary  to  disease  or  corrosives.  It  is  in 
the  group  of  structural  changes  that  we  are  interested 
at  this  time.  We  wish  to  bring  briefly  to  your  at- 
tention some  common  but  more  often  uncommon 
disorders  obstructing  the  nasal,  pharyngeal,  and 
larcmgeal  air  passages,  that  we  have  encountered. 

By  far  the  larger  number  of  cases  are  those  of 


right  vestibule,  and  almost  total  obstruction  to  the 
left  side  intranasally  because  of  displaced  septal  car- 
tilage and  bone.  This  was  not  a neglected  case; 
as  good  a primary  result  as  possible,  under  the 
existing  conditions,  was  obtained.  To  correct  the 
deformit}'  will  require  skin  grafting  and  the  removal 
and  replacement  of  various  cartilages  and  bones  of 
the  nose,  and  is  no  simple  problem.  The  correction 
of  the  deformity  as  illustrated  in  Fig.  lb  is  less 
difficult. 

A patient  who  has  experienced  adequate  intranasal 
air  space  will  suffer  considerable  discomfort  when 
deprived  of  this  rather  suddenly  by  trauma.  Satis- 
factory correction  can  be  obtained  only  by  the  more 
definitive  rhinoplastic  surg’cal  procedures.  The 


Fig.  1 a and  b. — Two  nasal  deformities  resulting  from  trauma  which  will  require  corrective 

rhinoplastic  surgical  procedures. 


trauma  to  the  nose,  resulting  in  external  and  intra- 
nasal deformities.  A badly  injured  nose  which  has 
had  unsuccessful  primary  care  can  be  unsightly  and 
result  in  much  discomfort  to  the  owner  when  the 
airway  is  obstructed  because  of  the  disorganized 
bony,  cartilaginous,  and  soft  tissue  components.  Fig- 
ure la  shows  an  example  of  such  a case  with  external 
nasal  deformity,  scarring  of  the  soft  tissues  of  the 

From  the  Department  of  Otolaryngology,  School  of 
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common  “classical  submucous  resection”  has  not  suf- 
ficed and  will  not  suffice  in  these  particular  cases. 
In  some  incidences,  septal  reconstruction  without  al- 
teration in  the  appearance  of  the  nose  is  possible,  but 
n many  cases  is  not  practical  nor  justifiable.  With 
the  increase  in  nasal  injuries  and  in  laity  conscious- 
ness of  so-called  “plastic  surgery,”  the  necessity  for 
various  rhinoplastic  procedures,  rather  than  simple 
septal  resections,  becomes  apparent.  Though  irre- 
levant to  this  paper  possibly,  we  cannot  help  but 
make  the  observation  that  nasal  bone  fractures  are 
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probably  given  less  consideration  by  the  medical 
practitioner  than  any  other  fracture. 

Congenital  atresia  of  the  posterior  choanae  is  not 
common.  The  obstruction  may  be  unilateral  or  bi- 
lateral, membranous  or  bony.  Figure  2 shows  a 
diagram  of  a unilateral  atresia,  as  visualized  from 
the  nasopharj’nx.  Bilateral  atresia  in  the  infant  is 


Fig.  2. — Diagram  of  right  posterior  choanal  atresia. 

an  emergency  problem.  Failure  in  recognition  and 
relief  may  result  in  asphyxia  neonatorum,  and,  if 
not  this,  then  malnutrition  because  of  inability  to 
feed  properly.  Unilateral  obstruction  in  the  older 
child  or  adult  is  disturbing  and  embarrassing  because 
of  the  constant  presence  of  secretion  in  the  vestibule 
and  anterior  nares,  of  which  the  patient  can  rid  him- 
self only  by  postural  changes  or  by  some  mechanical 
means.  Peculiarly  enough,  the  inability  to  breathe 
through  one  side  of  the  nose  does  not  cause  as  much 
discomfort  as  one  would  imagine.  To  establish  an 
initial  opening  in  the  obstruction  is  no  problem,  but 
to  maintain  its  patency  is  a mo;t  difficult  one.  Here, 
as  in  many  cases,  the  vexing  problem  of  circumvent- 
ing the  scar  tissue  changes  is  encountered. 

Several  different  types  of  operations,  varying  as 
to  the  surgical  approach,  have  been  proposed  and 
advocated  by  various  rhinological  surgeons.  The 
intranasal  approach,  with  perforation  of  the  obstruc- 
tion and  insertion  of  a cannulated  obturator  of  some 
type,  is  used  most  often  as  a temporary  measure  in 
infants,  to  be  followed  later,  as  necessary,  by  a pro- 
cedure designed  to  give  improved  results.  In  these 
later  operations,  the  intranasal,  transantral,  or  trans- 
palatine approach  is  utilized  to  remove  the  obstruc- 
tion plus  bone  of  the  septum  and  the  palate.  Care 
is  taken  in  the  handling  and  replacement  of  the  soft 
tissues  to  minimize  future  scarring.  The  transpala- 
tine approach  offers  the  advantage  of  attacking  the 


problem  with  more  available  space  and  under  direct 
vision.  Figure  3 illustrates  a step  in  the  trans- 
palatine  approach. 


Fig.  3. — Diagram  illustrating  transpalatine  approach  in  cor- 
rection of  choanal  atresia. 


Scarring  and  adhesions  of  the  tissues  of  the  soft 
palate,  pharyngeal  wall,  and  tongue,  resulting  to  a 
degree  in  incomplete  stenosis  and  respiratory  hin- 
drance, are  rare.  At  the  present  time  the  cause  is 
usually  secondary  to  surgery,  such  as  tonsillectomy 
and  adenoidectomy.  Caustic  burns,  syphilis,  rhino- 
scleroma,  and  other  conditions  have  been  reported  as 
other  causes.  The  symptoms  will  obviousl}'  depend 
upon  the  degree  of  the  stenosis  and  location.  Suc- 
cessful correction  of  the  condition  apparently  is  most 
difficult.  The  scar  tissue  must  be  removed  and  the 
resulting  lumen  retained  by  means  of  dilatation, 
obturators,  and  skin  or  mucous  membrane  grafts. 
We  have  had  experience  in  the  treatment  of  only 
one  case,  a child  of  five  years  of  age  with  an  in- 
complete glossopharyngeal  stenosis,  secondary  to 
tonsillectomy  and  adenoidectomy.  Fortunately,  the 
scarring  was  not  dense  and  was  corrected  by,  first, 
radial  incisions,  and,  then,  frequent  dilatation=  under 
general  anesthesia.  A tracheostomy  was  performed 
prior  to  treatment.  Figure  4 illustrates  diagrammat- 
ically  the  sites  of  the  obstructions. 

Stenosis  of  the  airway  above  the  laryngeal  level 
is  rare,  compared  to  that  at  the  level  of  the  larynx. 
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We  have  encountered  this  latter  group  of  cases  sur- 
prisingly often,  even  with  the  reduction  in  the  in- 
cidence of  diphtheria,  syphilis,  and  tuberculosis.  Vio- 
lent trauma  to  the  cervical  region  with  subsequent 
scarring  has  been  the  source  of  our  experience  in 
several  recent  cases,  and  tuberculosis  in  another.  As 
yet  we  have  had  no  cases  secondary  to  endotracheal 
or  endoesophageal  intubation  procedures,  which  have 
become  very  popular  in  recent  years  and  will  un- 


Fig.  4. — Diagram  illustrating  sites  of  pharyngopalatine  and 
pharyngoglossal  atresias. 


doubtedly  yield  material  of  the  type  in  which  we  are 
interested.  Ten  years  ago,  at  one  period,  we  had 
under  our  care,  for  rehabilitation,  four  children  with 
laryngeal  stenosis  secondary  to  diphtheria,  intuba- 
tion, and,  in  one  incidence,  misplaced  tracheostomy. 
All  were  decannulated  and  now  have  good  airways 
and  voices.  Treatment  consisted  of  repeated  pro- 
gressive dilatation  of  the  intralaryngeal  lumen.  No 
small  factor  in  the  successful  results  is  the  increase 
in  the  relative  size  of  the  laryngeal  structures  with 
the  growth  and  development  of  the  child. 

More  recently  our  efforts  have  been  directed  to 
reconstruction  of  the  badly  disorganized  laryngeal 
tissues  secondary  to  trauma.  In  addition  to  airway, 
speech  (voice)  must  be  considered  in  the  evaluation 
of  the  ultimate  result.  Again,  the  problem  of  ever 
recurring  scar  tissue  is  encountered.  In  repairing 
these  conditions,  indwelling  tubes  or  molds  of  rubber 


or  plastics,  with  and  without  grafts,  are  utilized. 
The  grafts  may  be  of  skin  or  mucous  membrane. 
When  more  space  is  necessary,  bone  and  cartilage 
(hyoid  bone  and  septal  cartilage)  have  been  used  as 
a midline  graft.  Figure  5 illustrates  this  point. 

Another  cause  of  embarrassment  in  the  size  of  the 
glottic  space  is  bilateral  abductor  paralysis  of  the 
vocal  cords.  This  usually  is  secondary  to  thyroid 
surgery  for  goiter  or  carcinoma.  As  the  result  of  the 


Hyoid  Bone 


Hyoid  Bone  Graft 
Acrylic  Resin  Mold 
Cricoid  Cartilage 
T rachea 


Fig.  5. — Diagram  illustrating  use  of  hyoid  bone  graft  and 
acrytic  mold  in  reconstructions  of  laryngeal  airway. 


injury  to  the  recurrent  laryngeal  nerves,  the  paralysed 
vocal  cords  are  immobilized  in  a position  very  near 
the  midline  of  the  larynx,  obstructing  the  airway, 
but  not  interfering  with  the  voice.  A tracheostomy  is 
generally  necessary  within  a few  hours  following  the 
thyroid  surgery.  Incidentally,  the  tracheostomy  tube 
should  not  be  removed  until  a competent  otolaryn- 
gologist has  given  an  opinion  as  to  the  motility  of  the 
vocal  cords.  If  immobility  persists  in  each  cord,  then 
obviously  the  patient  is  safer  with  the  additional  air- 
way afforded  by  the  tracheostomy. 

For  the  correction  of  this  condition,  we  have  a 
precise  and  successful  operative  procedure.  By  sub- 
mucosal dissection,  one  arytenoid  cartilage  is  re- 
moved, usually  by  an  external  approach.  Thus,  the 
glottic  space  is  increased  with  little,  if  any,  sacrifice 
of  voice.  The  patient  may  be  safely  decannulated, 
or,  in  the  event  that  a tracheostomy  has  not  been 
deemed  necessary,  can  live  a safer  and  more  effort- 
less existence.  Note  Fig.  6. 

Finally,  there  are  two  other  conditions  met  with 
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infrequently  that  cause  respiratory  effort  in  children. 
Our  experience  with  these  has  been  limited  to  one 
case  of  each  type,  hlicrognathia  or  small  lower  jaw 
with  inadequate  tongue  support  will  sometimes  se- 
riously interfere  with  respiration  and  feeding  in  in- 
fants. An  operation  (Douglas)  has  been  devised  to 


terior  one-third  of  the  vocal  cords.  Other  cases  may 
be  very  difficult  problems. 

Summary 

Several  conditions,  usually  structural  in  nature,  of 
the  larynx  and  upper  respiratory  tract,  resulting  in 
respiratory  difficulty,  are  mentioned.  It  has  been 


bilateral 
BEFORE  AND 


ABDUCTOR  PARALYSIS 
AFTER  ARYTENOIDECTOMY 


BEFORE  AFTER 

Fig.  6. — Diagram  illustrating  bilateral  abductor  paralysis  before  and  after  arytenoidectomy. 


relieve  the  obstruction  by  bringing  the  tongue  forward 
and  fixing  it  to  the  alveolar  ridge  and  lower  lip,  thus 
improving  the  airway  and  also  encouraging  the  de- 
velopment of  the  jaw.  The  second  condition  is  the 
rare  congenital  webbing  of  the  larynx.  Our  case 
required  only  dividing  a thin  web  between  the  an- 


indicated  that  reparative  surgical  procedures  are  ef- 
fectual in  the  correction  of  these  conditions.  In 
many  incidences  a beneficial  solution  of  the  problem 
is  difficult,  but  an  improved  result  may  be  expected 
in  the  majority  of  cases. 

104  East  Market  Street. 


A Manual  for  Arthritis  Clinics, 

Said  to  be  the  first  of  its  kind,  is  just  off  the  press 
from  the  Arthritis  and  Rheumatism  Foundation,  ac- 
cording to  an  announcement  by  the  national  medical 
director,  Dr.  Gideon  K.  deForest.  The  manual  was 
published  jointly  with  the  National  Institute  of  Ar- 


thritis and  Metabolic  Diseases,  and  is  a 64-page 
book. 

Priced  at  50  cents,  copies  may  be  obtained  by 
writing  to  any  of  the  32  Chapters  of  the  Foundation 
or  to  national  headquarters,  23  West  45th  Street, 
New  York  36,  N.  Y. 
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ASPIRIN  POISONING* * 

Emily  Gardner,  M.D., 
Richmond,  Virginia 


This  paper  is  written  not  so  much  with  the  ex- 
pectation of  presenting  new  material  but  with  the 
hope  of  bringing  to  the  attention  of  the  practicing 
physician  the  seriousness  of  aspirin  poisoning  in 
children.  Consideration  is  given  to  the  toxicity  due 
to  over-dosage,  taken  either  accidentally  or  thera- 
peutically, and  not  to  aspirin  hypersensitivity.  In  a 
review  of  the  more  recent  American  literature^'^^  77 
cases  of  salicylate  poisoning  were  found.  Of  these 
46  were  given  the  drug  therapeutically  and  31  took  it 
accidentally.  There  were  11  deaths. 

The  following  case  came  under  my  observation 
on  March  3,  1951. 

Case  Report 

L.  C.,  white  male  infant,  18  mo.  of  age,  weighing 
25  lbs.,  was  seen  at  3:30  A.M.  at  home.  He  was 
breathing  rapidly  in  a deep,  pauseless  manner.  He 
looked  pale  and  lethargic  but  could  be  roused  and 
appeared  conscious.  The  history  obtained  from  the 
practical  nurse  was  that  18  hours  earlier,  between 
8-9  A.M.  of  the  previous  morning,  he  had  eaten 
15-20  aspirin  tablets,  each  1^  gr.  (20-25  gr.).  He 
had  seemed  all  right  after  this,  had  had  a normal 
day,  had  taken  his  usual  meals  and  had  gone  to  bed 
in  good  condition.  During  the  early  morning  when 
the  nurse  was  taking  care  of  another  child,  she 
noticed  the  child  breathing  strangely  and  had  called 
the  physician.  The  child  was  taken  immediately  to 
the  hospital. 

On  admission  the  temperature  was  103°  F,  pulse 
150,  respiration  60.  The  skin  was  warm  and  dry 
and,  except  for  thick  saliva  in  the  pharynx,  the 
physical  examination  w’as  not  revealing.  Urine  ob- 
tained was  acid  and  showed  acetone.  The  child  was 
put  immediately  into  an  oxygen  tent  and  360  cc.  of 
1/6  molar  sodium  lactate  solution  with  the  addition 
of  alidase  was  given  by  clysis.  This  was  promptly 
absorbed.  Orange  juice  with  100  mg.  ascorbic  acid 
added  was  given  by  mouth.  Ten  milligrams  of  vi- 
tamin K was  given  parenterally.  Sponging  for  fever 
and  elixir  phenobarital  drachms  2 for  twitching  were 

From  the  Department  of  Pediatrics,  Medical  College  of 
Virginia,  Richmond,  Va. 
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administered.  At  10:30  A.M.  the  patient  began  to 
spit  up  coffee  ground  fluid  and  was  comatose.  A 
vein  was  cut  down  upon  and  an  additional  200  cc. 
1/6  molar  sodium  lactate  were  given  I.V.,  followed 
by  a transfusion.  Despite  all  measures  tried,  in- 
cluding stimulants,  the  patient  went  continuously 
down  hill  and  died  at  12:55  P.M. — approximately 
9 hours  after  admission.  His  temperature  toward 
the  end  reached  105. 8°F.  His  respirations  con- 
tinued in  the  deep,  rapid,  pauseless  manner  until 
near  the  end  when  they  became  more  gasping. 

Laboratory  Reports: 

Bl.  count:  Hgb.  14  gm.,  R.B.C.  4,440,000,  W.B.C. 
26,400,  P.M.N.  34,  Lymph.  58,  Mon.  8.  Bl.  Chlo- 
rides: 580  mg. /1 00.  CO2  combining  power  30.5 
vol.  per  cent  (done  on  Yz  cc.  hemolyzed  blood.) 
Blood  salicylate  level;  75  mg./lOO.pH  7.30  (venous 
blood)  done  1 hr.  before  death.  Prothrombin  time 
19  sec.  (control  13  sec.). 

Autopsy 

(Head  not  done)  Findings  of  significance  were: 
Grossly;  Petechial  hemorrhages  on  the  epicardial 
surface  of  the  heart  with  moderate  dilation  of  both 
ventricles;  areas  of  hemorrhagic  consolidation  in 
both  lungs;  petechial  hemorrhages  in  the  submucosa 
of  the  stomach.  Liver  yellow  in  color  and  mottled  in 
appearance. 

Microscopicly:  Diffuse  congestion  of  sinusoids 
of  liver;  diffuse  congestion  of  spleen  with  nuclear 
debris  in  germinal  centers;  focal  erosion  of  stomach 
mucosa  with  superficial  necrosis;  lymph  follicles 
of  colon  and  appendix  prominent  with  germinal 
centers  showing  nuclear  debris  and  necrosis;  some 
hemorrhage  in  periadrenal  fat  and  focal  lipoid  de- 
pletion; some  cloudy  swelling  of  convoluted  tubules 
of  kidneys  with  congestion;  prominent  follicles  with 
necrosis  of  lymph  nodes;  necrosis  and  calcification 
of  periarterial  connective  tissue  in  heart;  hemorrhagic 
areas  in  the  lung. 

In  summarizing  the  literature  at  our  disposal  cer- 
tain facts  are  evident. 

Symptoms : 

The  time  of  appearance  of  the  symptoms  of  in- 
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toxication  depends  upon  the  method  of  ingestion — 
whether  in  supposedly  therapeutic  dosage  or  in  ac- 
cidental large  amounts.  After  accidental  ingestion 
of  toxic  amounts  symptoms  do  not  appear  for  12- 
24  hours.  When  given  in  divided  doses  there  is  an 
accumulative  effect  and  sy  mptoms  appear  when  toxic 
blood  levels  are  reached,  varying  from  1 to  4 days. 
The  symptom  which  is  constantly  found  is  hyper- 
pnea.  This  at  first  is  mild  but  liecomes  increasingly 
severe  until  the  deep,  pauseless  breathing  of  the 
Kussmaul  type  is  reached.  This  continues  until  the 
causative  acidosis  is  corrected  or  until  the  patient 
dies  of  respiratory  failure.  Other  symptoms  fre- 
quently found  are:  vomiting  which  may  contain 
coffee  ground  material,  an  acetone  odor  to  the  breath, 
irritability  and  restlessness,  cyanosis  or  pallor,  semi- 
consciousness or  stupor,  profuse  sweating,  dehydra- 
tion, often  fever  of  high  degree,  not  infrequently  con- 
vulsions and  abdominal  pain.  Occasionally  there  is 
actual  bleeding  from  the  mucous  membranes  and  a 
purpuric  rash.  Scanty  urine,  progressing  to  anuria, 
occurs  as  the  intoxication  increases.  In  older  pa- 
tients the  subjective  symptoms  of  tinnitus  and  diz- 
ziness and  paresthesias  may  be  complained  of  and 
signs  of  mental  confusion  and  delirium  may  occur. 

Laboratory  Findings: 

The  laboratory  findings  vary  with  the  degree  of 
intoxication  and  the  time  of  study.  A constant  find- 
ing is  salicylate  in  the  blood  and  the  urine.  The 
amount  of  salicylate  in  the  blood  which  is  required 
to  produce  symptoms  of  poisoning  must  vary  with 
individuals.  As  small  an  amount  as  29  mg.  % has 
been  reported  producing  intoxication,  while  one  pa- 
tient with  a blood  level  of  68.4  mg.  % recovered 
after  heroic  treatment.  One  patient  who  died  had 
a level  of  86  mg.  % and  the  present  reported  case 
had  75  mg.  %.  There  may  be  a reduction  of  blood 
sugar  as  low  as  44.8  mg.  The  CO^  combining  power 
is  always  reduced  in  the  acidotic  stage.  Cases  as 
low  as  14  vol.  % are  reported.  A blood  pH  7.1  has 
been  recorded.  The  prothrombin  time  is  frequently 
increased.  The  highest  one  was  2 min.  45  seconds. 
The  longest  bleeding  time  was  10  min.  with  clotting 
time  7 54  min.  A platelet  count  of  42,000  has  been 
reported.  The  urine  may  be  alkaline  or  acid  de- 
pending upon  the  period  of  observation  after  in- 
toxication begins.  When  acidosis  has  begun  acetone 
and  frequently  diacetic  acid  are  found. 


Pathological  Physiology  : 

To  understand  these  s)’mptoms  and  laboratory 
findings,  a knowledge  of  the  underlying  disturbed 
physiology  is  necessary.  In  1937,  Dodd  et  al}  re- 
ported on  the  effects  of  salicylates  on  animals.  They 
showed  that  the  direct  effect  is  an  increase  in  met- 
abolic rate  with  increase  in  the  dissipation  of  heat, 
nausea  and  vomiting,  irritation  of  the  kidneys,  and 
more  or  less  mental  disturbance.  The  vomiting,  diu- 
resis and  sweating  produce  dehydration  with  a rise 
of  temperature  and  decrease  in  urinary  output.  An 
acidosis  develops  secondary  to  the  inadequacy  of 
the  circulation  and  the  production  and  accumulation 
of  ketone  bodies,  which  are  the  result  of  the  loss  of 
food  reserves  of  the  body  incident  to  the  rapid 
metabolic  rate.  Dodd  states  that  “no  serious  symp- 
toms are  produced  by  the  administration  of  large 
amounts  of  salicylates  to  experimental  subjects  as 
long  as  the  intake  of  fluid  is  adequate  and  there  is 
no  interference  with  the  processes  of  the  elimination 
of  heat”.  It  was  Hartman  and  his  associates^  in 
1942  and  1945  who  most  clearly  outlined  the  process 
of  salicylate  action  in  excessive  amounts  in  human 
subjects.  The  course  of  events  can  be  divided  into 
three  stages,  each  having  its  definite  characteristics 
and  each  requiring  entirely  different  procedures  to 
counteract. 

The  first  stage  is  one  of  alkalosis.  The  salicyl 
radical  acts  directly  on  the  respiratory  center,  pro- 
ducing an  hyperpnea.  There  is  a respiratory  loss 
of  CO2,  altering  the  ratio  of  carbonic  acid  to  bicar- 
bonate in  the  direction  of  alkalinity,  thus  producing 
a respiratory  alkalosis.  To  compensate  bicarbonate 
is  excreted  in  the  urine  with  a resulting  alkaline 
urine. 

The  second  stage  is  one  of  compensated  acidosis. 
The  salicylates  act  specifically  on  carbohydrate  metab- 
olism with  resulting  rapid  depletion  in  the  glycogen 
reserves  of  the  body  and  the  production  of  a met- 
abolic acidosis  with  ketosis.  The  alkaline  reserve 
is  depleted  by  the  excretion  of  bicarbonate  in  the  first 
stage  and  the  compensation  is  maintained  by  the 
continued  hyperventilation  and  the  depleted  buffers 
in  the  blood.  The  urine  is  now  acid. 

The  third  stage  is  one  of  decompensated  acidosis. 
The  alkaline  reserves  of  the  body  are  depleted,  the 
buffer  system  of  the  kidneys  begins  to  fail,  there  is 
a decrease  of  the  pH  of  the  blood — acidemia,  and 
finally  circulatory  and  respiratory  failure. 
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Another  evidence  of  disturbed  physiology  is  the 
lengthening  of  the  prothrombin  time  by  large  doses 
of  salicylates.  Stevenson®,  in  1937,  in  a review  of 
13  rejiorted  autopsies  of  salicylate  poisoning,  found 
that  one-half  showed  petechiae  on  the  epicardium  and 
almost  one-third  in  the  pleura  and  lungs.  In  ex- 
perimental studies  on  six  convalescent  patients  Fasli- 
ena  and  Walker^  showed  a marked  prolongation  of 
prothrombin  time  with  doses  of  sodium  salicylate, 
0.2  and  0.22  gm.  per  kilo  of  body  weight,  which 
occurred  within  the  first  24  hours  and  reached  its 
height  on  the  second  day.  Thereafter  there  was  a 
spontaneous  drop  in  prothrobin  time  which,  however, 
did  not  reach  the  pre-treatment  level.  They  con- 
sidered the  hemorrhagic  complications  due  to  hypo- 
prothrombinemia  and  other  factors,  such  as  vascular 
dilatation  and  vascular  injury.  In  a recent  paper 
by  Dietrick  et  al.^,  one  case  was  reported  with  a pro- 
thrombin time  of  55  seconds  and  another  of  25  sec- 
onds (control  17  seconds).  Ashworth  and  McKenie® 
surmise  that  since  the  hypoprothrombinemia  can  be 
prevented  by  vitamin  K,  it  is  not  due  to  liver  damage. 

The  effect  of  salicylates  in  toxic  doses  on  the  liver 
has  been  demonstrated  by  Lutwak — Mann'^  to  be  a 
depletion  of  the  hepatic  glycogen. 

Pathology: 

Of  the  11  deaths,  10  were  autopsied.  Only  one 
case  is  duplicated  in  the  review  of  Stevenson  in  1937, 
that  being  his  own  case.  Nine  of  the  10  cases  showed 
the  predominating  finding  of  petechial  and,  occa- 
sionally, diffuse  hemorrhage.  The  petechial  hem- 
orrhages were  wide  spread,  involving  the  brain,  the 
lungs,  the  pleura,  the  heart  and  the  gastro-intestinal 
tract,  and  in  some  instances  the  adrenals,  the  thy- 
roid, the  spleen  and  the  lymph  nodes.  The  liver 
was  described  as  showing  parenchymatous  degenera- 
tion, fatty  infiltration,  acute  inflammatory  changes, 
or  hydropic  degeneration  with  beginning  necrosis. 
In  some  of  the  autopsies  the  kidneys  were  described 
as  hyperemic,  or  showing  fatty  degeneration. 

T reatment : 

From  this  knowledge  of  the  action  of  salicylates 
in  the  body,  treatment  depends  upon  the  time  the 
patient  comes  under  observation. 

In  the  case  of  accidental  ingestion  of  toxic  amounts 
of  aspirin  immediate  gastric  lavage  with  tap  water 
is  indicated  and  hydration  forced.  It  has  been  shown 
that  salicylates  appear  in  the  blood  within  10  min- 


utes after  ingestion  and  in  the  urine  in  10  to  20  min- 
utes. The  average  time  to  reach  maximum  blood  levels 
is  about  1 hour  after  ingestion  but  variations  occur 
up  to  12  hours®.  After  hyperpnea  occurs  gavage  is 
of  no  value. 

During  the  first  stage,  the  period  of  alkalosis,  the 
patient  should  be  given  intravenous  glucose  solution 
in  normal  saline.  The  subcutaneous  route  can  be 
used  also.  The  purpose  of  this  is  to  spare  the  gly- 
cogen reserves  of  the  body  and  to  combat  alkalosis 
by  supplying  chlorides  to  unite  with  the  base  present. 
If  the  patient  is  not  able  to  take  enough  fluids  by 
mouth,  intravenous  therapy  should  be  continued  over 
a period  of  time  sufficient  to  promote  renal  excretion 
and  to  combat  relapse.  At  this  time,  also,  vitamin 
K,  10-25  mg.  should  be  given  parenterally  to  combat 
the  tendency  toward  hypoprothrombinemia  and  vita- 
min C,  100  mg.  to  help  control  bleeding.  This  stage 
can  be  diagnosed  by  CO2  determinations  and  the  al- 
kaline reaction  of  the  urine. 

In  the  second  stage,  compensated  acidosis,  treat- 
ment consists  of  the  use  of  alkalies  and  glucose 
solution.  The  alkaline  solution  most  frequently 
given  is  1 /6  molar  sodium  lactate,  although  Ringer’s 
lactate  is  a frequent  choice.  The  amount  to  be 
given  can  be  arrived  at  by  the  CO2  determination, 
and  can  be  given  intravenously  or  subcutaneously, 
by  intravenous  drip  continuously,  or  at  6 hour  in- 
tervals. If  COo  determinations  cannot  be  made 
immediately,  then  the  degree  of  acidosis  should  be 
estimated  and  the  lactate  solution  should  be  started 
at  once.  In  addition,  5%  glucose  in  distilled 
water  should  be  given  to  supply  carbohydrate  and 
to  increase  hydration  and  promote  diuresis.  If 
the  response  to  the  lactate  solution  has  not  been  sat- 
isfactory, some  writers  reported  dramatic  response 
to  sodium  bicarbonate  given  in  1.5%  solution  in- 
travenously in  estimated  amounts  to  combat  the  aci- 
dosis. If  the  patient  can  take  fluids  by  mouth,  orange 
juice  and  sodium  bicarbonate  can  be  given  orally. 
Vitamin  K and  vitamin  C should  be  given  also  sub- 
cutaneously. An  oxygen  tent  or  O2  by  funnel  may 
be  of  value  and  transfusions  are  helpful,  especially 
if  hemorrhagic  tendencies  are  noted.  Fluids  to  cause 
the  elimination  of  the  salicylates  in  the  blood  through 
the  kidney  are  of  paramount  importance.  It  has 
been  estimated  that  80%  of  the  salicylates  appear 
eventually  in  the  urine  as  salicyl  compounds  and 
20%  as  break  down  products®. 
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Clinically  it  is  hard  to  be  sure  of  the  point  at 
which  the  third  stage,  decompensated  acidosis  begins. 
From  the  laboratory  standpoint  the  pH  of  the  blood 
can  make  this  differentiation.  However,  from  the 
standpoint  of  treatment  the  same  conditions  exist  as 
in  the  second  stage  but  more  seriously  and  the  treat- 
ment should  be  increased  correspondingly.  At  no 
point  should  treatment  be  relaxed  until  the  patient 
is  well  hydrated,  conscious  and  the  kidneys  are  ex- 
creting satisfactorily. 

If  convulsions  occur  lumbar  puncture  has  been 
rep>orted  valuable  and  sodium  phenobarbital  subcu- 
taneously helps  control  the  spasms. 

Comment) 

In  cases  of  unexplained  hyperpnea  salicylate  poi- 
soning should  be  suspected,  as  it  is  a constant  finding 
in  this  Upe  of  drug  poisoning.  In  one  case  reported 
the  history  given  was  that  the  child  was  being  treated 
with  penicillin  and  benadryl  and  not  until  the  second 
day  of  hospitalization  was  it  discovered  that  the 
parents  on  their  own  authority  had  been  giving  ex- 
cessive doses  of  aspirin  to  control  the  fever.  A simple 
qualitative  test  to  determine  salicylates  in  the  urine 
is  that  of  Gerhart’s.  He  showed  that  when  ferric 
chloride  is  added  to  urine  a purple  ring  results  and 
remains  on  boiling  if  salicylates  are  present. 

The  lethal  dose  of  aspirin  for  man  is  not  exactly 
known,  but,  according  to  Greenberg’^®,  is  a matter  of 
opinion  based  on  “unavoidably  unreliable  evidence.” 
Children  seem  particularly  susceptible  to  aspirin  and 
that  is  esp)ecially  so  in  sick  children  who  are  taking 
little  food  and  fluids.  There  is  a definite  accumula- 
tive effect,  which  is  increased  by  the  dehydration  of 
fever  and  vomiting.  Because  of  this  it  is  important 
to  be  exact  in  prescribing  aspirin  for  them.  A safe 
dosage  is  1 gr.  per  year  of  age  every  4 hours  or  0.04 
gm.  per  kilo  of  body  weight  for  a 24  hour  period — 
up  to  5 years  of  age.  In  rheumatic  fever  larger  doses 
are  given — 0.125  to  0.150  gm.  per  kilo  of  body 
weight,  to  produce  high  blood  levels  but  these  cases 
should  be  under  strict  supervision. 

In  cases  of  accidental  ingestion  of  aspirin  when 
the  amount  is  not  known  it  is  a wise  precaution  to 
have  the  child  lavaged.  Today  when  preparations 
of  aspirin  are  made  attractive  to  children  it  is  of  the 
utmost  importance  to  warn  parents  of  the  danger  of 
over-dosage  and  to  caution  them  to  keep  their  supply 
in  places  out  of  reach  of  toddlers.  If  one  has  ever 


seen  the  distressing  appearance  of  a child  in  the 
stage  of  decompensated  acidosis,  he  or  she  will  not 
hesitate  to  employ  lavage  when  an  unknown  amount 
of  aspirin  has  been  taken. 

Summary 

1.  Aspirin  in  toxic  dosage  can  cause  fatal  poison- 
ing. 

2.  Infants  and  children  seem  peculiarly  suscep- 
tible to  relatively  small  amounts  of  aspirin. 

3.  Unexplained  hyperpnea  in  infants  and  chil- 
dren should  suggest  salicylate  intoxication. 

4.  Salicylate  is  always  found  in  the  blood  and 
urine  to  confirm  a diagnosis  of  aspirin  poison- 
ing. 

5.  Hydration  and  correction  of  acidosis  are  the 
two  most  important  factors  in  treatment  of  the 
acidotic  stage. 

6.  Aspirin  has  a cumulative  effect  when  given 
over  a period  of  time. 

7.  A prescribed  dose  of  aspirin  should  be  exact. 
A safe  dosage  for  children  is  1 gr.  per  year 
of  age  every  4 hours  up  to  five  years  of  age. 

8.  In  accidental  ingestion  of  an  unknown  amount 
of  aspirin  gastric  lavage  is  advocated. 

The  pathology  of  this  case  was  reported  in  more 
detail  in  the  Virginia  Medical  Monthly,  June,  1952, 
by  J.  A.  Tobin  and  G.  R.  Hennigar. 
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New  Books. 

We  list  below  some  of  the  newer  books  at  the 
Tompkins-McCaw  Library  of  the  Medical  College  of 
Virginia,  Richmond  19,  which  may  be  borrowed 
by  our  readers  under  usual  library  rules. 

Adrian! — The  pharmacology  of  anesthetic  drugs.  3rd  ed. 
1952. 

.Advances  in  carbohydrate  chemistry.  Vol.  7,  1952. 
Albritton — Standard  values  in  blood.  1951. 

Baer — Plasma  substitutes  except  those  derived  from,  human 
blood.  1940-51.  Annotated  bibliography.  1951. 
Baldwin — Dynamic  aspects  of  biochemistry.  2nd  ed.  1952. 
Brock — Lung  abscess.  1952. 

Ginger,  et  al.,  ed. — Bacterial  pyrogens.  1952. 

Hansel — Clinical  allergy.  1933. 

Herbut — Urological  pathology.  Vols.  I & II.  1952. 

Master,  et  al. — Normal  blood  pressure  and  hypertension. 
1952. 

McLester  & Darby — Nutrition  and  diet  in  health  and  dis- 
ease. 1952. 

Novak — Gynecologic  and  obstetric  pathology.  3rd  ed., 
1952. 

Rennie  & Bozeman — Vocational  service  for  psychiatric 
clinic  patients.  1952. 


U.  S.  Army  Medical  Dept. — The  physiologic  effect  of 

wounds.  1952. 

SAMA  Sets  ’53  Program  in  Motion. 

Strengthening  its  position  as  the  voice  of  its  15,- 
000  members,  the  House  of  Delegates  of  the  Student 
American  Medical  Association  set  an  accelerated 
program  in  motion  during  its  second  annual  con- 
vention in  December  in  Chicago. 

Chief  proposal  of  the  delegates  from  50  of  SAlMA’s 
59  chapters  called  for  a point  system  in  doctor  draft 
legislation  to  consider  all  previous  military  service, 
regardless  of  branch  or  rank.  Another  resolution 
asked  for  a synchronization  of  doctor  draft  calls 
with  hospital  training  programs  so  that  y’oung  doctors 
will  not  experience  unnecessary  delay  in  resumption 
of  their  training  following  military  service.  The 
House  also  urged  its  constituent  chapters  to  invite 
officers  and  staff  members  from  organized  medicine 
to  address  local  meetings  so  that  students  will  be 
kept  informed  on  current  medical  activities.  The 
next  convention  is  scheduled  for  June. 
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THE  HYPERACTIVE  CAROTID  SINUS* 

James  B.  Twyman,  M.D., 

Charlottesville,  Virginia 


In  1799,  Parry^  reported  that  pressure  over  the 
■carotid  arteries  would  retard  the  human  heart  rate. 
In  1923,  Hering^  clearly  demonstrated  that  the  caro- 
tid sinus,  located  at  the  bifurcation  of  the  common 
carotid  artery,  initiated  the  reflex  mechanism  which 
played  such  an  imp>ortant  role  in  controlling  heart 
rate  and  maintaining  arterial  blood  pressure.  More 
recently  Weiss  and  his  co-workers®  defined  three 
types  of  carotid  sinus  syndrome,  namely:  (1)  the 
vagal  type  producing  bradycardia  and  even  asystole; 
(2)  the  depressor  type  in  which  there  is  vasodilatation 
with  secondary  depression  in  blood  pressure;  (3) 
the  cerebral  type  in  which  cardiac  rate  and  blood 
pressure  are  not  appreciably  affected,  though  faint- 
ing, dizziness,  weakness,  drowsiness,  numbness  and 
tingling  of  the  extremities,  pallor  of  the  face,  hyper- 
nea,  or  even  convulsions  may  be  the  symptoms  noted. 
The  first  type,  which  can  be  blocked  by  atropinization, 
is  clearly  mediated  through  afferent  fibers  known 
to  connect  the  carotid  sinus  with  the  vagus  and  in 
turn  with  the  cardioinhibitory  center  in  the  medulla. 
The  second  type  is  mediated  primarily  by  fibers 
known  to  connect  the  carotid  sinus  with  the  superior 
cervical  ganglion  of  the  sympathetic  chain.  Small 
doses  of  adrenalin  will  abort  an  attack  of  this  type 
of  over-activity  of  the  carotid  sinus,  but  atropine  is 
without  effect.  In  the  third  t)pe,  the  exact  neuro- 
logical site  of  activity  is  not  known.  Adrenalin  and 
atropine  are  without  effect,  but  procaine  infiltration 
of  the  sinus  prevents  attacks  previously  produced  by 
local  stimulation. 

Though  the  exact  type  of  hyperactivity  of  the 
carotid  sinus  may  only  be  of  academic  interest, 
this  diagnosis  can  readily  be  made.  If  the  patient 
is  examined  in  the  sitting  position  with  the  neck 
slightly  extended,  the  bifurcation  of  the  common  caro- 
tid artery  can  readily  be  located  just  medial  and 
posterior  to  the  angle  of  the  jaw.  By  massaging  the 
sensitive  carotid  sinus  for  ten  or  fifteen  seconds,  the 
syndrome  should  be  reproduced.  Should  no  syncope 
or  other  symptoms  result  from  the  aforementioned 
procedure,  at  least  3 to  5 minutes  should  elapse 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  at  Richmond,  September  28-October  1,  1952. 


before  pressure  is  exerted  on  the  contralateral  side. 
Never  should  both  sinuses  be  massaged  simultaneous- 
ly. By  use  of  the  stethoscope  bradycardia  or  asystole 
may  be  readily  ascertained.  The  EKG,  though  not 
requisite,  may  add  pictorial  and  permanent  evidence 
to  substantiate  the  diagnosis.  Serial  blood  pressure 
readings  before,  during,  and  after  the  period  of 
digital  pressure  should  confirm  any  hypotension  as- 
sociated with  the  depressor  type.  In  the  cerebral 
type,  syncope  without  dramatic  decrease  in  heart 
rate  or  blood  pressure  should  be  reproduced.  Though 
the  three  characteristic  physical  signs  of  the  three 
types  of  carotid  sinus  hyperactivity  may  be  present 
to  some  degree  in  any  individual  case,  usually  one 
of  these  signs  will  be  found  to  predominate.  Two 
illustrative  cases  will  be  presented  in  the  following 
.paragraphs. 

Case  1*  Mrs.  P.E.K.,  a 65  year  old  widowed, 
white  woman,  was  hospitalized  on  3rd  January,  1952, 
because  of  upper  abdominal  pain  with  nausea  and 
vomiting  of  three  days  duration  due  to  cholecystitis 
with  lithiasis.  For  many  years  this  patient  had  had 
an  occasional  episode  of  fainting.  During  the  past 
six  to  eight  months,  she  had  had  weakness  and  syn- 
cope associated  with  flare-ups  of  her  gallbladder 
disease.  Twenty-seven  years  previously  she  had 
been  diagnosed  as  having  early  toxemia  of  pregnancy 
and  had  been  digitalized.  She  had  continued  her 
digitalis  since  then  and  was  on  a maintenance  dose 
of  .2  mgm.  digitoxin  daily.  For  15  to  29  years  she 
had  recurrent  bronchial  asthma  but  had  been  asymp- , 
tomatic  for  about  six  months. 

Physical  examination  on  admission  revealed  a 
poorly  developed  and  mildly  undernourished  woman, 
who  appeared  moderately  ill  and  was  somewhat  de- 
hydrated. The  heart  was  slightly  enlarged  to  the 
left  and  downward.  The  rhythm  was  regular.  The 
rate  was  60.  Blood  pressure  was  120/70.  No  mur- 
murs were  heard.  The  lung  fields  were  clear.  The 
abdomen  was  moderately  tender  in  the  right  upper 
quadrant  with  some  muscle  spasm  over  the  gall- 
bladder area.  At  the  time  of  her  admission,  carotid 
sinus  activity  was  not  tested,  and  the  remainder 

*Patient  reported  through  the  courtesy  of  Drs.  H.  L. 
Archer  and  E.  D.  Davis,  Jr. 
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of  the  physical  examination  was  normal. 

Laboratory  data:  The  Kahn  test  was  negative. 
The  hemoglobin  was  13  gms.,  the  white  cell  count 
was  5,800,  and  the  red  cell  count  was  3.9  million. 
Admission  urine  obtained  after  intravenous  glucose 
administration  revealed  a specific  gravity  of  1.018, 
with  a 4 plus  reduction  for  sugar,  4 plus  reaction  for 
acetone  and  a plus  2 albumin.  The  urinary  sediment 
was  normal.  A later  urine  examination  failed  to 
show  any  reduction  with  Benedict’s  solution  nor  was 
there  any  acetone  or  albumin  present.  The  icterus 
index  and  prothrombin  time  were  normal. 

During  the  first  five  days  of  hospitalization,  this 
lady  had  exacerbations  of  her  abdominal  pain  and 
nausea  with  vomiting  so  that  she  took  little  by 
mouth  and  required  repeated  infusions.  On  four 
occasions,  she  had  episodes  of  marked  fall  in  blood 
pressure,  weakness,  and  pallor  and  a relative  brady- 
cardia varying  between  60  and  72.  These  peculiar 
“shock  like”  episodes  lasted  from  two  to  four  hours 
and  were  relieved  by  transfusions  and/or  by  the 
intravenous  administration  of  5%  glucose  in  normal 
saline.  The  fasting  blood  sugar  was  normal,  and 
one  drawn  shortly  after  an  infusion  of  glucose  and 
during  one  of  her  syncopal  attacks  was  176  mgm. 
per  cent.  Examination  on  the  fifth  hospital  day 
with  carotid  sinus  massage  revealed  evidence  of  a 


hyperative  carotid  sinus,  primarily  of  the  depressor 
type  with  a rather  striking  drop  in  blood  pressure. 
The  electrocardiogram  as  well  as  the  laboratory  find- 
ings showed  evidence  of  hypopotassemia.  Figure  1 
demonstrates  the  fall  in  blood  pressure,  the  decrease 
in  pulse,  and  the  electro-cardiographic  changes  with 
carotid  sinus  massage.  Figure  2 presents  the  elec- 
trolytic evidence  of  hypokalemia  and  hypochloremic 
acidosis  so  often  seen  in  potassium  deficiency.  It 
also  shows  the  effect  of  potassium  on  the  electro- 
cardiographic changes.  Her  clinical  improvement 
was  quite  striking.  On  the  seventh  hospital  day, 
forty-eight  hours  after  initiating  therapy  for  her 
potassium  deficiency  and  for  her  hyperactive  carotid 
sinus,  this  lady,  who  had  previously  had  nausea  and 
vomiting,  abdominal  pain  and  discomfort,  extreme 
weakness,  and  syncopal  episodes,  was  feeling  much 
stronger  and  taking  a full  liquid  diet.  Ephedrine 
sulfate,  24  mgm.,  four  times  a day  and  the  equivalent 
of  sixty  drops  of  tincture  of  belladonna  per  day  were 
maintained  throughout  her  hospital  stay.  On  the 
eighteenth  day  after  admission,  she  had  a cholecy- 
stectomy without  difficulty. 

Follow-up  visits  to  the  office  in  April  and  June, 
1952,  revealed  that  she  had  had  no  syncopal  or  weak 
spells.  Her  medications  had  been  maintained  until 
about  ten  days  prior  to  her  last  check-up.  At  that 
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Fig.  2 


time  she  had  discontinued  her  ephedrine  and  reduced 
her  belladonna  to  the  equivalent  of  thirty-two  drops 
jier  day.  In  June,  her  resting  blood  pressure  was 
150/90,  and  massage  of  the  carotid  sinuses,  per- 
formed on  both  occasions,  resulted  only  in  a mild 
transient  drop  in  blood  pressure  and  decrease  in 
pulse  rate  without  syncope  or  evidence  of  arrest  of 
the  SA  node.  See  figure  3 comparing  her  tracing 
taken  on  12th  June  with  that  of  6th  January  1952. 

Case  2.  J.E.Q.,  a 62  year  old  white  day  laborer, 
was  hospitalized  on  5th  February,  1945,  because  of 


■‘weak,  dizzy  spells”,  occurring  two  or  three  times 
a week  during  the  previous  two  years.  Pressure  on 
c’ther  side  of  his  neck  seemed  to  reproduce  his  symp- 
toms which  rest  in  a reclining  position  relieved. 
Though  he  had  felt  as  though  he  might  pass  out, 
th  re  was  no  actual  history  of  convulsions  or  loss  of 
c'nsciousness.  Physical  examination  revealed  that 
massage  of  the  right  carotid  sinus  produced  cardiac 
a'ystole  for  a period  of  3.2  seconds.  See  Figure  4 
for  electrocardiographic  verification.  Except  for  mod- 
erate enlargement  of  the  lateral  lobe  of  the  pros- 
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Fig.  4 — Carotid  sinus  activity  (vagal  type),  with  S.  A.  node 
arrest  of  3.2  seconds  resulting  from  massage  of  right 
carotid  sinus.  (Patient  J.E.Q.,  University  of  Virginia  Hos- 
pital #210-301.) 

tate,  the  rest  of  the  physical  examination  was  not 
remarkable.  Tincture  of  belladonna,  twenty  drops 
t.i.d.,  and  ephedrine,  grains  three-eighths,  b.i.d.,  elim- 
inated clinical  and  electrocardiographic  evidence  of 
his  hyperactive  carotid  sinus. 

In  Table  1,  the  age,  sex,  duration  of  symptoms, 
treatment,  and  response  to  therapy  are  summarized 


is  not  exempt.  The  concurrence  of  idiopathic  epi- 
lepsy and  an  overactive  carotid  sinus  is  extremely 
rare.  Nevertheless,  older  persons  with  cerebral  de- 
generative disease  may  occasionally  also  be  found 
to  have  hyperactivity  of  the  carotid  sinus.  Such  was 
the  case  in  the  second  subject,  H.B.F.,  in  this  series. 

Drug  therapy  is  summarized  in  Table  1.  Glau- 
coma or  allergy  to  atropine,  belladonna,  or  banthine 
may  be  an  absolute  contraindication  in  the  vagal 
t}pe.  Small  amounts  of  sedation,  phenobarb,  etc., 
may  be  requisite  to  counteract  the  side  effect  of  ephe- 
drine, paredrine,  or  similar  medications  employed  to 
prevent  hypotension.  Mechanical  sources  of  pressure 
should  be  eliminated;  if  intrinsic,  i.e.,  calcified  or 


Six  Cases  of  the  Hyperactive  Carotid  Sinus 


Case 

Number 

Age 
and  Sex 

Duration  of 
Symptoms 

! 

j Type 

Verification 

T reatment 

Result 

1.  (P.W.K.) 

65 

Female 

1 

Six  to  eight 
months 

i 

Depressor 
primarily 
and  vagal 
secondarily 

1 Drop  in  blood  pressure, 
changes  in  pulse  and 
cardiac  pacemaker 
verified  by  EKG. 

Ephedrine  sulfate  24  mg. 
and  the  equivalent  of  15 
drops  of  tincture  belladonna, 
both  four  times  daily. 

Excellent 

2.  (H.B.F.) 

60 

Male 

15  years 

V agal 

Clinical  and  EKG 

evidence  of  cardiac 

arrest 

•Phenobarb.  16  mg. 

4 times  a day. 

Some 

improvement 

3.  (J.E.Q.) 

62 

Male 

2 years 

Vagal 

Clinical  and  EKG 
evidence  of  cardiac 

arrest 

Tincture  of  belladonna  20 
drops  three  times  daily. 
Ephedrine  sulfate  24  mg. 
three  times  daily  P.  R.  N. 

Excellent 

4.  (B.J.J.) 

60 

Female 

1 month 

Vagal 

Clinical  and  EKG 
evidence  of  cardiac 

arrest 

Tincture  of  belladonna 

15  drops,  three  times 
a day. 

Unknown. 

No  follow  up 

S.  (C.L.R.) 

59 

Male 

4 to  5 years 

Vagal 

Clinical  with  asystole 
on  palpating  neck. 

Atropine  by  hypo.  0.86 
mg.,  and  then  0.43  mg. 
ev'ery  6 hrs.  for  5 doses. 

Unknown. 

Patient  had 

advanced 

carcinomatosis 

6.  (G.T.F.) 

69 

Male 

4 months 

Vagal 

EKG  showing  cardiac 

arrest. 

Ephedrine  sulfate  24  mg. 
daily  and  atropinization 

P.  R.  N. 

1 

Probably  did 
improve  but 
follow  up  not 
adequate 

•Convulsive  seizures  possibly  associated  with  cerebral  degenerative  disease  due  to  cerebral  arteriosclerosis. 

TABLE  I 


for  the  six  cases  included  in  this  study.  In  five  out 
of  six  patients,  their  symptoms  had  been  present  from 
four  months  to  fifteen  years.  Since  the  diagnosis 
of  carotid  sinus  s}Tidrome  can  readily  be  made,  it 
should  be  considered  in  all  cases  of  unexplained 
weakness,  giddiness,  or  fainting.  Though  predom- 
inately occurring  in  persons  over  thirty-five,  youth 


enlarged  nodes,  such  should  be  alleviated  by  appro- 
priate means;  if  extrinsic,  stiff  collars,  chokers,  etc., 
their  use  should  be  scrupulously  avoided.  Digitalis 
and  hypoglycemia  due  either  to  insulin  or  functional 
derangement  of  the  autonomic  nervous  system  may 
sensitize  the  carotid  sinus.^-®^-®’"  Except  for  severe 
heart  failure,  the  digitalis  group  of  drugs  are  con- 
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traindicated.  Functional  fluctuations  of  the  blood 
sugar  can  be  avoided  by  restricting  the  carbohydrate 
intake  and  increasing  the  amount  of  protein  ingested 
at  meals.  If  medical  therapy  does  not  control  the 
sensitive  carotid  sinus,  surgical  denervation  is  indi- 
cated. 

One  other  complication  of  increased  activity  of  the 
carotid  sinus  deserves  attention,  namely:  the  occur- 
rence of  cardiac  arrest  during  anesthesia.  This 
dramatic  and  too  often  fatal  complication  is  estimated 
to  occur  once  during  the  life  time  of  an  active  surgeon 
or  about  once  in  every  ten  thousand  operations.  Two 
factors  which  play  a role  in  cardiac  arrest  are:  (1) 
Manipulation  of  the  neck  and  head  with  inadvertent 
massage  of  the  carotid  area  particularly  during  the 
induction  phase  of  anesthesia.^-*  (2)  Certain  types 
of  anesthetics  have  been  reported  to  sensitize  the 
carotid  sinus.*.  Nitrous  oxide  and  sodium  pentothal 
are  under  scrutiny  for  this  reason.  Care  on  the  part 
of  the  anesthetist  in  avoiding  the  carotid  area  would 
remedy  the  first.  Increasing  the  pre-operative  dose 
of  atropine  to  one  or  two  mgm.  would  do  a great 
deal  to  alleviate  the  second. 

Conclusion:  Hyperactivity  of  the  carotid  sinus  is 
readily  diagnosed  by  any  alert  physician.  It  should 
be  considered  in  any  case  of  unexplained  syncope, 
giddiness,  or  convulsive  seizures.  Treatment  as  out- 
lined is  usually  quite  gratifying.  Cardiac  arrest 


during  anesthesia,  though  a relatively  rare  occur- 
rence, might  in  many  cases  be  avoided  by  increasing 
the  pre-operative  dose  of  atropine  and  by  the  an- 
esthetist being  careful  not  to  inadvertly  massage  the 
carotid  sinus. 
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216  Third  Street 


Keep  Plugging  “Your  Doctor”  Film. 

Local  medical  societies  can  improve  their  “public 
relations  rating”  in  the  community  by  booking  the 
“Your  Doctor”  film  for  non-theatrical  showings  at 
society  meetings  or  to  PTAs,  schools,  churches  and 
other  groups  interested  in  health.  Sixteen  millimeter 
prints  of  this  15-minute  sound  film  now  are  avail- 
able on  loan  from  Modern  Talking  Picture  Service, 


Inc.,  45  Rockefeller  Plaza,  New  York  20,  N.Y. 
Produced  as  a documentary,  this  film  points  up 
ways  in  which  the  medical  profession  has  helped  to 
bring  better  medical  care  to  everyone.  During  1952 
more  than  12  million  Americans  viewed  the  movie 
in  over  5,000  commercial  theaters  throughout  the 
country.  It  is  hoped  that  medical  societies  will 
continue  to  promote  the  film  locally. 
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TUBERCULOSIS  IN  INFANCY  AND  CHILDHOOD* * 


Edwin  L.  Kendig,  Jr.,  M.D., 

Richmond,  Virginia 


Tuberculous  infection  in  infancy  and  early  child- 
hood is  more  common  than  is  generally  believed. 
For  example,  in  our  own  BCG  program  at  the  Med- 
ical College  of  Virginia  in  which  clinic  patients 
under  the  age  of  6 months  are  vaccinated  against 
tuberculosis,  it  has  been  found  that  about  7 per  cent 
of  the  control  group  are  already  infected  with  tuber- 
culosis. All  except  one  of  these  children  were  found 
to  be  tuberculin  positive  when  under  2 years  of  age. 

In  order  to  properly  evaluate  childhood  tubercu- 
losis, one  must  be  aware  of  the  pathogenesis.  An 
adaptation  of  Wallgren’s^  presentation  states  that, 
following  tuberculosis  infection,  which  in  over  90  per 
cent  of  the  instances  is  in  the  lung  parenchyma,  there 
is  a 2 to  8 week  incubation  period,  during  which 
tubercle  bacilli  are  conveyed  from  the  portal  of  entry 
by  way  of  the  lymphatics  to  the  regional  lymph  nodes. 
The  glands  become  hyperemic  and  edematous  and 
may  contain  areas  of  caseation.  At  the  close  of  the 
incubation  period  allergy  sets  in,  as  manifested  by 
the  positive  tuberculin  test.  Near  the  close  of  the 
incubation  period  there  is  often  a transient  bacillemia 
and  tubercle  bacilli  are  disseminated  into  the  blood 
stream  and  set  up  depots  or  foci. 

Brailey’s^  work  has  indicated  that  ( 1 ) those  chil- 
dren infected  with  tuberculosis  under  the  age  of  3 
years  bear  a more  serious  prognosis  than  those  in- 
fected after  that  time;  (2)  colored  children  infected 
with  tuberculosis  have  a worse  prognosis  than  do 
white;  (3)  those  children  who  show  a parenchymal 
lesion  at  the  time  of  the  first  chest  x-ray  (after  dem- 
onstration of  a positive  tuberculin  test)  bear  a more 
serious  prognosis  than  do  those  who  show  no  paren- 
chymal lesion,  and  (4)  the  first  year  following  the 
demonstration  of  the  presence  of  tuberculous  in- 
fection is  most  imjx)rtant.  Those  children  who  ap- 
pear to  be  well  at  the  end  of  this  time  have  a good 
chance  for  complete  recovery. 

Diagnosis  of  tuberculosis  in  childhood  is  effected 
by  means  of  the  tuberculin  test.®  This  test  should 
be  j>er formed  routinely  on  all  infants  between  the 

From  the  Department  of  Pediatrics,  Medical  College  of 
Virginia. 

*Read  before  the  annual  meeting  of  The  Medical  So- 
ciety of  Virginia,  at  Richmond,  September  28-October  1, 
1952. 


age  of  12  and  18  months  and  on  all  new  patients 
more  than  a few  months  of  age.  Since  the  vast 
majority  of  children  with  tuberculous  infection  ex- 
hibit no  physical  or  roentgenological  evidence  of  the 
disease,  the  routine  tuberculin  test  is  the  only  way 
to  bring  about  early  diagnosis  in  most  instances. 
Whenever  an  adult  is  found  to  have  active  tuber- 
culous disease,  it  is,  of  course,  necessary  that  a tu- 
berculin test  be  performed  on  all  children  who  have 
been  in  contact  with  the  diseased  individual. 

The  routine  tuberculin  test  may  be  performed  with 
the  patch  te.=t  or  by  the  intradermal  use  of  old  tuber- 
culin solution,  or  P.P.D.  When  the  patch  test  is 
used  the  skin  is  thoroughly  cleansed  with  acetone  or 
ether  and  the  patch  applied  between  the  scapulae 
The  ])arent  is  cautioned  not  to  allow  the  patch  to 
become  wet  and  to  remove  the  patch  48  hours  after 
it  has  been  applied.  Reading  is  done  48  hours  later 
and  there  must  be  either  marked  redness  and  indura- 
tion (0.5  cm.  in  diameter)  or  vesiculation  of  either 
or  both  of  the  top  and  bottom  squares  in  order  to  be 
called  positive.  If  there  is  any  doubt,  e.g.,  if  there 
is  some  induration  and  redness  of  the  above  men- 
tioned squares  with  no  demonstrable  vesiculation, 
it  would  seem  wise  to  follow  up  with  an  intradermal 
test. 

For  routine  intradermal  use,  one  may  choose  either 
old  tuberculin  solution  (0.1  mg.)  or  P.P.D.  solution 
(1st  strength).  Reading  is  done  48  hours  after  the 
test  is  performed  and  the  area  of  redness  and  indura- 
tion must  be  at  least  0.5  cm.  in  diameter  in  order  to 
be  adjudged  positive.  In  reading  the  test  in  the 
deeply  pigmented  skin  of  Negroes,  one  must  rely 
largely  on  the  area  of  induration. 

If  tuberculosis  is  suspected,  one  must  either  use 
the  patch  test  or  begin  with  an  intradermal  test  of 
a much  higher  dilution  (lower  strength)  of  old  tu- 
berculin. 

Whenever  routine  skin  testing  reveals  tuberculous 
infection  in  a child  all  adult  contacts  must  have  a 
chest  x-ray.  The  routine  tuberculin  test  in  children 
has  been  found  to  be  a definite  aid  in  adult  tuber- 
culosis case  finding.^ 

When  tuberculous  infection  is  diagnosed  in  a child, 
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prompt  search  for  and  removal  of  the  adult  contact 
is  the  first  requisite  for  satisfactory  treatment.  The 
next  requirement  is  careful  study  of  the  infected  child 
with  subsequent  close  follow-up.  The  child  who  has 
a positive  tuberculin  test,  but  who  has  no  other  de- 
monstable sign  of  the  disease  either  on  physical 
examination  or  roentgenogram,  must  be  classed  in 
the  same  group  as  those  which  show  roentgenographic 
evidence  of  mediastinal  tuberculosis,  with  or  with- 
out a demonstrable  primary  parenchymal  focus. 
Adequate  diet,  added  vitamins  and  plenty  of  rest  are 
necessary.  Further,  these  children  must  be  rechecked 
at  frequent  intervals  during  the  first  few  months 
after  the  disease  has  been  diagnosed  and  at  increasing- 
ly longer  intervals  thereafter.  For  example,  a 2 year 
old  child  with  mediastinal  tuberculosis  should  have 
either  fluoroscopic  or  roentgenographic  chest  exami- 
nations every  month  for  the  first  3 months,  then  again 
after  3 months  and  6 months,  .\fter  1 year  has 
passed  an  annual  chest  x-ray  will  be  sufficient  unless 
there  is  clinical  evidence  of  activation  of  the  disease 
process. 

The  child  who  has  so-called  “progessive  primary 
tuberculosis”  should  have  a therapeutic  trial  with 
isonicotinic  acid  hydrazide.  If  this  is  unsuccessful, 
streptomycin  may  be  used,  although  most  clinicians 
prefer  to  save  the  latter  for  such  complications  as 
miliary  tuberculosis  and  tuberculous  miningitis. 

Today  some  cases  of  tuberculous  meningitis  ap- 
parently can  be  cured.  .\t  the  Medical  College  of 
Virginia  the  first  case  of  tuberculous  meningitis 
treated  with  streptomycin  was  admitted  in  October, 
1947.  Of  the  first  twenty  cases®  treated  with  strep- 
tomycin and  promizole,  9 are  living  more  than  two 
and  one-half  years  later.  There  have  been  many 
more  cases  since  that  time,  of  course,  but  there  has 
been  no  significant  change  in  therapeutic  results. 

Our  own  schedule  of  therapy,  a modification  of 
that  suggested  by  Lincoln,®-''’*  is  as  follows. 

(1)  40  intrathecal  injections  of  streptomycin,  25 
to  100  mg.  each,  over  a 9 week  period. 

(2)  Intramuscular  streptomycin,  20  to  40  mg.  per 
pound  of  body  weight  per  day  over  a 6 
months  period. 


(3)  Promizole  in  quantity  sufficient  to  maintain 
a blood  level  of  1 to  3 mg.  per  cent  over  a 3 
year  period. 

We  have  made  many  modifications  of  the  above 
schedule.  Para-amino-salicylic  acid  has  sometimes 
been  substituted  for  promizole  and  now  we  are  adding 
isonicotinic  acid  hydrazide  to  our  routine  treatment. 

In  closing,  then,  it  is  our  feeling  that  the  approach 
to  tuberculosis  in  childhood  is  threefold:  (1)  case 
finding,  with  removal  of  the  adult  contact  and  care- 
ful follow-up  of  the  infected  child;  (2)  prompt  and 
judicious  use  of  the  accepted  chemotherapeutic 
agents  in  the  treatment  of  the  severe  forms  of  the 
disease,  and  (3)  a BCG  program  in  the  infants  of 
population  groups  with  high  tuberculosis  morbidity 
and  mortality  rates. 
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PATHOLOGICAL  PHYSIOLOGY  OF  CHRONIC  LUNG  DISEASE 


John  L.  Guerrant,  M.D.* 

Charlottesville,  Virginia 


Introduction 

The  purpose  of  this  report  is  to  describe  briefly 
the  abnormalities  in  respiratory  physiology  that  ac- 
company chronic  lung  disease.  Pulmonary  emphy- 
sema and  jiulmonary  fibrosis  are  the  usual  causes. 
For  that  reason,  this  discussion  will  be  limited  to 
these  two  conditions,  and  to  the  pulmonary  hyper- 
tension that  often  accompanies  them.  There  are 
other  important  and  interesting  conditions,  but  space 
does  not  permit  their  consideration.  A short  descrip- 
tion of  normal  lung  functions  will  serve  to  introduce 
the  subject.  There  are  no  original  observations  in 
this  report.  Most  of  the  material  covered  can  be 
found  in  reports  by  the  Cournand  and  Richards 
group^-^  and  by  Wright  and  Filley^.  IMany  of  the 
physiological  observations  have  been  repeated  in 
the  Cardio-Pulmonary  Laboratory  at  the  University 
of  Virginia  Hospital. 

It  is  the  purpose  of  the  respiratory  apparatus  to 
introduce  oxygen  into,  and  remove  carbon  dioxide 
from  the  blood.  In  doing  this,  it  also  helps  to  reg- 
ulate the  acidity  of  the  body  fluids.  Lung  function 
may  be  divided  into  two  main  parts:  Ventilatory 
Function  and  Respiratory  Function. 

Ventilation  includes  all  processes  concerned  with 
the  transport  of  air  through  the  respiratory  passages 
and  its  distribution  to  the  alveoli.  It  requires  an 
intact  thoracic  cage  and  diaphragm  with  adequate 
respiratory  muscles,  patent  airway,  and  reasonable 
lung  elasticity  and  volume.  Respiratory  function 
includes  the  processes  concerned  with  the  passage  of 
oxygen  and  carbon  dioxide  across  the  alveolar-capil- 
lary membrane.  It  requires  a permeable  membrane 
as  well  as  adequate  pulmonary  circulation. 

Pulmonary  Emphysema 

The  disability  of  pulmonary  emphysema  can  be 
explained  by  the  physical,  pathological  and  physio- 
logical abnormalities  found  in  this  disease.  The 
most  obvious  abnormality  is  the  over  inflation  of  the 
lungs.  Inspection  reveals  the  relatively  immobile 

♦From  the  Department  of  Internal  Medicine,  and  the 
Cardio-Pulmonary  Laboratory,  University  of  Virginia 
Hospital  and  Medical  School,  Charlottesville,  Virginia. 

Read  as  a part  of  the  Symposium  on  Chest  Conditions 
before  the  annual  meeting  of  The  Medical  Society  of 
Virginia  at  Richmond,  September  28-October  1,  1952. 


chest  held  in  the  inspiratory  position.  Fluoroscopy 
shows  the  depressed  and  poorly  moving  diaphragm. 
The  decrease  in  pulmonary  markings  as  seen  in  the 
chest  x-ray  is  further  evidence  of  abnormal  lung 
distention. 

The  excessive  lung  inflation  is  due  to  two  factors. 
First,  there  is  the  loss  of  the  pulmonary  elastic  tissue 
that  normally  causes  contraction  of  the  lung.  The 
second  factor  is  the  narrowing  of  the  lumen  of  the 
smaller  bronchi  and  bronchioles.  The  presence  of 
this  bronchial  narrowing  may  be  hard  to  demonstrate. 
Wheezing,  when  present,  indicates  partial  bronchial 
obstruction.  The  very  prolonged  expiration  time  so 
characteristic  of  emphysema  must  be  due  to  narrow- 
ing of  the  bronchial  lumina.  Finally,  the  powerful 
effort  required  by  the  patient  to  force  air  out  of  the 
emphysematous  lung  must  be  due  to  obstruction. 

Poor  respiratory  mechanics  further  impair  venti- 
lation. The  chest  that  is  held  permanently  in  an 
inspiratory  position  with  a diaphragm  that  is  per- 
manently depressed  cannot  function  well  as  a bel- 
lows. 

The  physiological  effects  of  these  changes  are  im- 
portant. The  vital  capacity  is  reduced.  The  amount 
of  air  that  can  be  moved  in  and  out  of  the  lungs 
per  minute,  that  is,  the  maximum  breathing  capacity, 
is  reduced.  The  amount  of  air  remaining  in  the 
lung  at  the  end  of  expiration,  that  is,  residual  air, 
is  increased. 

The  bronchial  narrowing  and  loss  of  elastic  tissue 
are  not  uniform  throughout  the  lung.  The  result  is 
that  there  is  unequal  distribution  of  the  inspired 
gases  within  the  lung.  There  is  poor  ventilation 
of  some  areas,  and  good  ventilation  of  others.  If 
the  poorly  ventilated  areas  are  well  perfused  with 
blood,  and  this  seems  to  happen  at  times,  this  blood 
will  come  through  poorly  aerated.  If  the  ventilatory 
deficiency  and  the  imbalance  between  alveolar  ven- 
tilation and  perfusion  are  well  developed,  the  arterial 
blood  will  have  less  oxygen  and  more  carbon  dioxide 
than  normal.  If  there  is  much  retention  of  carbon 
dioxide,  respiratory  acidosis  will  develop. 

Pulmonary  Fibrosis 

The  physiological  abnormalities  associated  with 
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the  proliferation  of  fibrous  connective  tissue,  within 
the  lung  will  depend  on  its  location,  amount,  and 
histological  characteristics.  If  the  fibrosis  is  local- 
ized, there  may  be  no  demonstrable  physiological 
changes.  If,  on  the  other  hand,  it  is  e.xtensive,  or, 
as  so  often  happens,  the  fibrosis  is  complicated  by 
emphysema,  the  physiological  changes  may  be  pro- 
found. 

Fibrosis  may  alter  pulmonary  function  in  the 
following  ways: 

1.  It  may  destroy  or  replace  functioning  lung  tissue. 
Its  very  e.xistence  means  that  a certain  amount  of 
lung  tissue  must  be  lost. 

2.  It  restricts  motion  of  the  lungs.  Not  only  may 
there  be  large  blocks  of  fibrous  tissue  that  cannot 
expand,  but,  if  there  are  strands  of  fibrosis  run- 
ning through  the  lung,  they  may  restrict  expan- 
sion of  normal  alveoli. 

3.  Growth  of  fibrous  tissue  within  the  lumen  of  the 
bronchi  or  its  growth  and  contraction  in  bronchial 
walls  and  adjacent  tissue  will  cause  obstruction 
and  interfere  with  air  flow. 

4.  The  alveolar  walls  may  be  thickened  so  that  there 
is  increased  resistance  to  the  flow  of  oxygen  and 
carbon  dioxide  between  the  interior  of  the  alveoli 
and  the  pulmonary  capillaries. 

5.  In  addition  to  these  rather  clear  cut  factors.  Dr. 
Wright  has  discussed  the  importance  of  abnormal 
stimuli  arising  from  the  diseased  tissues  of  the 
respiratory  apparatus.  In  the  normal  lung  there 
are  specialized  nerve  endings  that  are  sensitive 
to  changes  of  tension  in  the  surrounding  tissue. 
They  initiate  reflexes  that  control  respiratory  rate 
and  depth.  It  seems  likely  that  the  abnormal 
elasticity  of  the  scarred  lung  would  set  up  ab- 
normal reflexes.  These  may  explain  the  abnormal 
breathing  patterns,  such  as  excessive  hyperven- 
tilation from  minor  exercise,  that  sometimes  occur. 

The  degree  of  anoxemia  resulting  from  the  struc- 
tural changes  will  depend  to  a large  extent  on  the 
amount  of  fibrosis.  It  will  also  depend  on  the 
amount  of  blood  flowing  through  the  fibrotic  areas. 
If  the  blood  vessels  through  the  diseased  tissue  are 
obliterated  by  the  process  or  obstructed  by  vaso- 
spasm, all  the  blood  will  go  through  good  lung  tissue 
and  there  will  be  little  or  no  decrease  in  arterial 
oxygen  saturation.  If,  however,  the  vessels  through 
the  diseased  and  non-functioning  lung  remain  op)en. 


the  perfused  blood  will  not  be  well  aerated  and  ar- 
terial oxygen  levels  will  be  low.  Fortunately,  the 
blood  vessels  through  areas  of  fibrosis  are  usually 
obstructed. 

The  abnormalities  found  in  pulmonary  fibrosis 
are  likely  to  cause  a reduction  in  the  vital  capacity, 
a decrease  in  maximum  breathing  capacity,  a reduc- 
tion in  arterial  oxygen,  saturation,  and  abnormal 
breathing  patterns. 

Cardlvc  Complications 

Pulmonary  hypertension  often  accompanies  chronic 
lung  disease.  In  emphysema  the  chief  cause  is 
chronic  anoxemia  while  in  pulmonary  fibrosis  the 
chief  cause  is  obliteration  of  the  pulmonary  vascular 
bed. 

The  effects  of  anoxemia  itself  are  remarkable.  It 
causes  local  vasoconstriction  of  the  pulmonary  ar- 
teries, and  an  increase  in  the  cardiac  out-put.  When 
chronic,  it  causes  polycythemia  and  an  increase  in 
blood  volume,  leading  to  engorgement  of  the  pul- 
monary vessels.  The  result  is  an  increased  amount 
of  blood  flowing  through  vessels  already  filled  to  the 
limit  of  their  distensibility.  The  pulmonary  blood 
pressure  has  to  rise. 

Sustained  pulmonary  hypertension  leads  to  hyper- 
trophy and  finally  dilatation  and  failure  of  the  right 
ventricle.  That  is,  cor  pulmonale  develops.  The 
clinical  implications  are  great.  The  patient  now 
has  the  manifestations  of  heart  failure  as  well  as 
those  of  his  original  pulmonary  disease. 

Alterations  in  function  that  may  be  found  with 
cor  pulmonale  include  pulmonary  hypertension,  nor- 
mal, decreased  or  increased  cardiac  output,  increased 
venous  pressure,  and  increased  circulation  time. 

Summary 

Pulmonary  emphysema  and  pulmonary  fibrosis 
lead  to  serious  alterations  in  respiratory  function. 
Pulmonary  ventilation  is  decreased.  Inspired  air 
is  poorly  mixed  and  poorly  distributed  to  functioning 
alveoli.  There  may  be  defective  perfusion  through 
the  alveolar-capillary  membrane.  As  a result  of 
these  abnormalities  there  may  be  deficient  oxygen 
and  excess  carbon  dioxide  in  arterial  blood.  Chronic 
anoxemia  plus  obliteration  of  the  pulmonary  vas- 
cular bed  leads  to  pulmonary  hypertension  and  cor 
pulmonale. 

The  dyspnea  of  chronic  lung  disease  is  largely  due 
to  the  increased  respiratory  effort  needed  to  overcome 


March,  1953 


Virginia  Medical  Monthly 


161 


the  partial  bronchial  obstruction,  loss  of  lung  elas- 
ticity, and  poor  respiratory  mechanics. 
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Report  Brain  Operation  Aids  Chronically 

Mentally  111. 

Bilateral  prefrontal  lobotomy  is  capable  of  aiding 
the  return  of  chronically  mentally  ill  patients  to  the 
community,  it  was  reported  in  the  January  17 
J..\.M..\.,  by  Dr.  Milton  Greenblatt,  E.  Emily  Rob- 
ertson, M.S.,  and  Dr.  Harry  C.  Solomon,  Boston, 
following  a five-year  study  of  the  first  100  patients 
on  whom  the  operation  was  performed  at  the  Boston 
Psychopathic  Hospital.  The  authors  are  associated 
with  the  hospital,  and  with  the  department  of  psy- 
chiatry, Harvard  Medical  School. 

Bilateral  prefrontal  lobotomy  is  an  operation  which 
severs  nerve  fibers  of  the  front  part  of  the  brain  to 
keep  certain  nerve  impulses  from  reaching  the  brain. 
At  the  end  of  five  years,  40  of  the  100  patients  were 
residing  in  the  community,  45  were  in  hospitals,  12 
had  died,  and  three  could  not  be  traced,  according  to 
the  authors.  Onl}'  two  of  the  deaths  were  related  to 
the  operation,  they  added. 

Twenty-nine  per  cent  of  the  patients  on  whom 
information  was  available  were  considered  to  be 
making  good  work  adjustment  at  the  end  of  the  five- 
year  period,  as  compared  to  two  per  cent  prior  to 
the  operation.  This  meant  that  they  were  earning 
a salary  and  that  their  performance  satisfied  their 
employers  if  engaged  in  labor;  if  engaged  as  house- 
wives, they  were  working  full  time  and  satisfactorily, 
as  far  as  their  relatives  were  concerned. 


Thirty-four  per  cent  of  the  patients  were  con- 
sidered by  the  doctors  to  have  made  fair  adjustments 
following  the  operation.  This  consisted  of  partial 
remission  of  most  if  not  all  symptoms,  or  complete 
remission  of  at  least  a few  important  symptoms.  The 
condition  of  37  per  cent  of  the  patients  remained 
essentially  unchanged. 

The  authors  stated:  “The  results  indicate  that 
bilateral  prefrontal  lobotomy  is  capable  of  effecting 
a rise  in  the  level  of  adaptation  of  chronically  men- 
tally ill  patients  and  that  this  rise  is  generally  sus- 
tained over  a five  year  period.” 

“Improvement  in  these  patients  is  striking  when 
their  condition  is  compared  to  their  preoperative 
state  of  deterioration;  however,  in  most  cases,  im- 
provement is  not  sufficient  to  reach  the  preillness  level 
of  adaptation.” 

They  said  that  convulsive  seizures  occurred  in  12 
per  cent  of  the  patients,  but  that  these  were  usually 
few  in  number  and  readily  controlled  by  anticonvul- 
sive  therapy. 

The  operations  were  performed  between  October, 
1943,  and  April,  1946.  All  the  patients  had  suf- 
fered from  chronic  mental  illness  for  an  average 
duration  of  si.x  years;  the  prognosis  of  the  disease 
was  considered  hopeless.  Most  of  the  patients  were 
skilled  laborers,  clerical  employees  and  housekeepers; 
about  half  had  graduated  from  high  school. 


162 


Virginia  Medical  Monthly 


Volume,  80, 


SPONTANEOUS  HEMOPNEUMOTHORAX 
OCCURRING  IN  A FEMALE 

Jack  Freund,  M.D., 

and 

Horace  R.  Hicks,  M.D., 

Highland  Springs,  Virginia 


A sizable  literature  on  spontaneous  hemopneu- 
mothorax  has  accumulated  despite  its  infrequent  oc- 
currence. The  rarity,  difficult  problems  encountered 
clinically  and  changing  concepts  of  therapy,  have  all 
contributed  towards  this  interest.  Up  to  1951,  there 
were  62  cases  of  this  entity  described  in  the  litera- 
ture. In  two  of  these  cases  the  patients  were  females. 
It  is  the  purpose  of  this  paper  to  describe  the  third 
case  of  spontaneous  hemopneumothorax  occurring  in 
a female,  and  to  comment  upon  the  interesting  aspects 
of  this  condition. 

Spontaneous  hemopneumothorax  was  first  reported 
by  Pitt^  in  1900.  Up  to  1942,  HartzelF,  in  a review 
of  the  literature,  collected  40  cases  and  added  3 of 
his  own.  In  1951,  Moser^  reported  4 cases  and 
noted  that  there  were  58  cases  recorded  up  to  that 
time. 

Spontaneous  hemopneumothorax  is  a complication 
of  spontaneous  pneumothorax  and  is  best  understood 
by  considering  the  pathogenesis  of  the  parent  con- 
dition. The  evolution  of  the  latter  entity  is  still 
in  dispute  though  several  theories  have  been  ad- 
vocated. There  is  general  agreement  that  spontaneous 
pneumothorax  is  caused  by  rupture  of  an  emphy- 
sematous bleb,  but  where  such  authors  as  Macklin^ 
and  Ornstein®  differ,  is  on  the  formation  of  the  bleb 
itself. 

In  animal  experiments  Macklin^  attempted  to 
prove  that  the  precursor  to  spontaneous  pneumothorax 
was  air  dissecting  along  the  pulmonary  interstitial 
tissues  subpleurally.  Ornstein-^,  on  the  other  hand, 
ascribed  bleb  formation  to  a check  valve  mechanism 
in  the  distal  bronchioles.  The  complication  of  hemo- 
thorax is  fortuitous  and  depends  on  the  presence 
of  a blood  vessel  either  in  the  bleb,  or  in  an  adjacent 
pleural  adhesion.  The  extent  of  the  hemopneumo- 
thorax then  depends  on  the  size  of  the  bleb  and  the 
elasticity  of  the  adjacent  lung  tissue. 

Case  Report 

This  24  year  old  white  single  sales  girl  was  en- 
tirely well  until  October  17,  1951,  when  she  noted 


aching  precordial  and  left  lateral  chest  pain.  This 
pain  was  fleeting  for  the  first  three  days,  and  then 
became  severe  and  persistent.  There  was  no  cough, 
fever  or  antecedent  illness.  At  onset  of  the  illness  and 
for  2 days  thereafter  only  a rectal  temperature  of  ^ 

100°  and  a slightly  injected  pharynx  were  noted  on  j 

physical  examination.  On  the  third  day,  the  patient  1 

became  acutely  ill,  moderately  dyspneic,  a friction  rub  ; 

was  heard  at  Erb’s  point  and  there  was  splinting  of  i 

the  left  chest.  Later  that  day  there  was  cough,  ex-  r 

pectoration  of  thick  yellow  sputum  and  left  pleural  ^ 

effusion  extending  up  to  the  8th  rib  posteriorly.  As  J 

the  effusion  extended,  the  pain  subsided  and  the  pulse 
rate  increased  to  120.  At  no  time  was  the  blood 
pressure  recorded  below  110/70.  Hyperresonance, 
absent  breath  sounds  and  a succussion  splash  were 
then  noted.  Prior  to  hospitalization  the  patient  was 
placed  on  antibiotics  and  Demerol  for  relief  of  pain. 

The  patient  was  hospitalized  one  week  after  onset 


Fig.  1.  The  initial  chest  film  reveals  a fluid  level  in  the  left 
pleural  cavity  extending  up  to  the  6th  posterior  rib.  The 
small  density  above  the  fluid  (blood)  is  a portion  of  the 
collapsed  left  lung. 
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of  her  illness.  There,  the  physical  findings  were  as 
above;  left  pleural  effusion  now  up  to  the  6th  rib 
posteriorly  with  air  above  the  fluid,  tachycardia  and 
B.  P.  117/70.  Pertinent  laboratory  findings  were: 
Hb  of  50%,  RBC  2.4  million,  WBC  8,800  with  81  % 
polys.  The  initial  X-ray  (Fig.  1)  revealed  pleural 
fluid  up  to  the  6th  rib  posteriorly,  a collapsed  left 
lung  and  air  above  the  fluid.  The  right  lung  was 
normal.  Thoracentesis  was  performed  the  day  fol- 
lowing hospitalization  and  800  cc.  of  blood  were 
removed  from  the  left  pleural  cavity  with  appreciable 
relief  of  dyspnea.  A 500  cc.  blood  transfusion  was 
given  at  this  time.  The  following  day  900  cc.  of 
blood  were  removed  from  the  left  chest.  The  dysp- 
nea then  disappeared.  X-ray  of  the  chest  after  as- 
piration of  1700  cc.  of  blood  (Fig.  2)  revealed  a 


Fig.  2.  A considerable  re-expansion  of  the  left  lung  is  seen 
after  the  removal  of  1700  c.c.  from  the  left  pleural  cavity. 
The  fluid  level  is  now  at  the  8th  posterior  rib. 


decrease  in  the  fluid  level  and  some  expansion  of 
the  collapsed  lung.  The  patient’s  subsequent  course 
in  the  hospital  was  uphill.  In  all,  4 thoracenteses 
were  performed  with  the  removal  of  2600  cc.  of  blood 
from  the  left  pleural  cavity.  X-ray  of  the  chest  at 
this  time  (Fig.  3)  revealed  almost  complete  expan- 
sion of  the  left  lung,  and  blunting  of  the  left  costo- 
phrenic  angle.  At  no  time  was  the  patient’s  tem- 
perature above  100  degrees.  Her  blood  pressure 


Fig.  3.  Complete  expansion  of  the  left  lung  is  seen  after  re- 
moval of  2600  c.c.  of  blood  from  the  left  pleural  cavity. 


remained  stable  throughout.  By  the  end  of  her 
hospital  stay  and  following  two  blood  transfusions 
the  Hb  was  88%,  RBC  4.5  millions.  The  duration 
of  her  illness  was  six  weeks  in  all.  Since  her  return 
home  she  has  gone  back  to  her  job  as  sales  girl.  A 
follow-up  chest  film  on  December  15  revealed  only 
blunting  at  the  left  costophrenic  angle. 

Discussion 

The  onset  of  spontaneous  hemopneumothorax  is 
not  necessarily  a sudden  one,  as  is  generally  believed. 
Leach,®  in  his  review  of  126  cases  of  spontaneous 
pneumothorax,  noted  an  insidious  onset  in  35  of 
his  cases.  This  is  in  keeping  with  the  events  which 
took  place  in  our  case.  The  patient  had  malaise 
for  3 -days,  then  noted  increasing  degrees  of  left 
lateral  chest  pain,  and  finally  with  probable  diaphrag- 
matic involvement,  left  shoulder  and  scapular  pain. 

The  majority  of  the  cases  in  the  literature,  in  ap- 
proximately 80%,  are  on  the  right  side.  In  our 
case  the  episode  occurred  on  the  left  side.  There 
has  been  no  adequate  explanation  for  the  predilection 
of  this  entity  for  the  right  pleural  cavity.  Nor  has 
any  reason  been  put  forth  as  to  the  predominance  of 
males  with  this  condition.  The  patient  with  spon- 
taneous pneumothorax  is  usually  a healthy  robust 
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individual.  On  the  other  hand,  spontaneous  hemo- 
pneumothorax  occurs  in  an  individual  who  is  healthy, 
but  somewhat  underweight.  It  is  the  accepted  view, 
that  there  is  no  history  of  previous  disease  or  trauma. 

W hen  hemopneumothorax  occurs  in  an  individual 
with  tuberculosis,  the  episode  is  not  called  spon- 
taneous, and  there  is  usually  widespread  evidence 
of  tuberculous  pulmonary  involvement. 

In  our  case,  the  purulent  sputum  was  secondary  to 
a superimposed  infection  in  the  collapsed  lung.  By 
the  time  the  patient  was  hospitalized,  the  sputum  be- 
came mucoid  and  culture  of  both  sputum  and  pleural 
blood  were  negative. 

W'e  believe  that  this  patient  did  so  well  because 
of  prompt  pleural  aspiration,  replacement  of  whole 
blood,  and  the  liberal  use  of  antibiotics.  Until  very 
recently  these  concepts  were  much  disputed  in  the 
literature.  Certain  authors  have  been  opposed  to 
prompt  and  rapid  removal  of  blood  from  the  pleural 
space.  Their  arguments  have  been  that  the  production 
of  a negative  pleural  pressure  would  stimulate  in- 
creasing hemorrhage.  Furthermore,  there  have  been 
some  advocates  of  cautious  removal  of  blood  and 
replacement  with  air  into  the  pleural  cavity.  Recent 
observations  by  Johnson"  have  demonstrated  that 
prompt  aspiration  of  all  possible  blood  consistent 
-with  the  welfare  of  the  patient,  is  the  treatment  of 
■choice.  There  is  usually  no  difficulty  in  the  thor- 
acentesis of  blood  because,  as  Cosgriff®  has  demon- 
strated, it  has  lost  its  coagulability.  This  absence 
of  clotting  is  believed  to  occur  approximately  two 
hours  after  the  onset  of  the  hemopneumothorax,  and  is 
most  likely  due  to  the  whipping  action  of  the  dia- 
phragm, mediastinal  shift  and  the  resultant  deposi- 
tion of  fibrin  on  the  pleural  layers. 

Replacement  of  blood  volume  has  been  interdicted 
by  Head®  because  of  the  possibility  of  increased 
blood  pressure  with  disturbance  of  clot  formation  at 
the  bleeding  site.  This  has  not  been  the  experience 
of  Johnson^,  and  was  not  true  in  the  case  being 
reported. 

Until  recently,  empyema  and  subsequent  surgerj’ 
in  spontaneous  hemopneumothorax  was  a common  oc- 
currence. This  was  true  in  almost  one-half  of  the 
cases  reported.  With  the  advent  of  antibiotics,  if 
the  entity  is  recognized  in  time,  this  complication  can 
be  avoided.  The  liberal  use  of  chemotherapy  is  ad- 


vocated because  of  the  ability  of  blood  to  act  as  an 
excellent  bacterial  culture  medium.  In  our  case 
500  grams  of  chloroamphenicol  were  used. 

The  drug  of  choice  for  control  of  pain  is,  in  our 
opinion,  Demerol.  The  excessive  suppression  of  the 
cough  reflex  and  depression  of  the  respiratory  center 
can  thus  be  avoided. 

It  is  important  that  the  diagnosis  of  spontaneous 
hemopneumothorax  be  made  as  earl)-  as  possible  and 
treatment  as  outlined  be  instituted.  This  can  not 
be  emphasized  too  strongly.  The  diagnosis  is  not 
difficult  if  the  clinical  entit}^  is  kept  in  mind.  Cer- 
tainly the  simple  procedure  of  shaking  the  patient 
and  eliciting  the  succussion  splash,  will  make  the 
diagnosis  in  a young  healthy  adult  male,  and  rarely, 
adult  female.  The  later  complications  of  empyema 
and  fibrothorax  can  be  avoided  by  prompt  and  vig- 
orous treatment. 

Conclusion 

A case  of  spontaneous  hemopneumothorax  in  a 
young  previously  healthy  female  is  reported. 

The  literature  and  interesting  aspects  of  this 
clinical  entity  have  been  commented  upon. 
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TRICHINOSIS 
A CASE  REPORT'^ 
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and 

Julian  R.  Beckwith,  M.D. 
Clifton  Forge,  Virginia 


The  incidence  of  trichinella  spiralis  infestation 
seems  to  be  decreasing,  as  would  be  indicated  by  a 
report  from  San  Francisco^  that  24%  in  1936  and 
8%  in  1949-50  of  diaphragms  of  unselected  autopsy 
material  contained  parasites.  However,  many  of 
these  cases  were  unrecognized  and  untreated  during 
life,  and  for  that  reason  it  remains  important  that 
one  be  familiar  with  the  clinical  features  of  trichi- 
nosis, even  though  at  times  bizarre,  in  order  that  the 
diagnosis  may  be  established,  therapy  begun,  and 
preventive  measures  undertaken. 

The  following  patient  was  seen  recently  at  the 
Chesapeake  and  Ohio  Hospital,  and  is  believed  to 
represent  a rather  typical  acute,  moderately  severe, 
but  uncomplicated  case  of  trichinosis. 

Case  Report 

^Irs.  G.  T.,  a 25  year  old  white  German  war 
bride,  having  lived  in  this  country  three  years,  was 
admitted  to  the  hospital  on  February  10,  1952, 
complaining  of  “aching  all  over.” 

The  patient  had  been  well  until  12  to  14  days 
before  admission  when  she  noticed  the  onset  of  gen- 
eralized malaise,  nausea,  abdominal  cramps,  and 
watery  diarrhea.  She  was  treated  with  “sulfa” 
drugs  and  penicillin  without  improvement.  The  diar- 
rhea subsided  4 days  prior  to  admission,  but  the 
following  day  chilly  sensations,  fever,  and  swelling 
around  the  eyes  appeared.  Two  days  prior  to  ad- 
mission the  patient  noticed  aching  in  her  shoulders, 
forearms,  and  calves.  The  systems  review  was  neg- 
ative except  for  amenorrhea  of  approximately  two 
months  duration. 

Physical  examination  revealed  a well  developed 
and  well  nourished  female  with  an  oral  temperature 
of  100°F.,  pulse  74,  respiration  20,  and  blood  pres- 
sure 110/70.  There  was  minimal  periorbital  edema, 
and  flushing  of  the  face,  and  several  small  bilateral 
cervical  nodes  were  palpable.  Marked  tenderness 

From  the  Department  of  Internal  Medicine,  Chesapeake 
and  Ohio  Hospital. 

*Read  before  the  meeting  of  the  Medical  Society  of  the 
Valley  of  Virginia  at  Winchester,  Virginia,  May  22,  1952. 


of  both  deltoid  regions,  forearms,  and  calves  was 
present,  as  was  tenderness  of  the  lower  abdomen. 
Pelvic  examination  revealed  a soft  uterus  of  twice 
normal  size. 

The  initial  impression  was  trichinosis  with  preg- 
nancy. The  patient  was  questioned  further  with 
particular  emphasis  on  possible  ingestion  of  raw  or 
poorly  cooked  pork  products.  She  stated  that  she 
frequently  ate  raw  hamburger  sandwiches,  and  had 
done  so  within  the  week  preceding  onset  of  symptoms. 

Laboratory  studies  revealed  a normal  hemoglobin, 
urinalysis,  stool  and  serology.  The  white  count  was 
21,400,  and  the  differential  count  revealed  7%  lym- 
phocytes, 9%  monocytes,  72%  neutrophil  segmented 
cells,  and  12%  eosinophils.  Blood  urea,  sugar, 
sedimentation  rate,  and  agglutinations  for  typhoid, 
paratyphoid,  and  brucella  abortus  were  normal  or 
negative.  A chest  x-ray  was  normal,  as  was  an 
electrocardiogram. 

Repeated  differential  counts  revealed  eosinophils 
of  26%,  41%,  and  25%  respectively.  All  attempts 
to  demon.strate  trichinella  spiralis  larvae  in  the 
peripheral  blood  failed,  as  did  attempts  to  demon- 
strate them  in  bone  marrow  and  spinal  fluid.  A 
biopsy  of  the  left  deltoid  muscle  on  the  twelfth  day, 
however,  was  reported  to  reveal  several  foci  of  in- 
flammation containing  the  larvae. 

The  patient’s  hospital  course  was  characterized  by 
daily  elevations  of  temperature  to  101°,  103°,  or 
105 °F.,  and  she  complained  frequently  of  muscular 
aching.  Medication  consisted  of  aspirin,  ten  grains, 
four  or  five  times  daily.  On  the  eighth  hospital 
day  the  patient  had  a complete  abortion. 

On  the  thirteenth  hospital  day,  the  patient’s  mus- 
cular aching  had  decreased,  and  her  daily  spikes 
of  temperature  w'ere  less  marked.  She  was  discharged 
with  instructions  to  restrict  her  activities,  and  to 
return  in  four  days  for  a follow-up  examination. 

On  return,  her  symptoms  had  subsided  and  she 
was  afebrile.  A trichinella  skin  test  at  that  time 
was  negative;  however,  five  days  later  this  was  re- 
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peated  and  was  strongly  positive  within  twenty 
minutes. 

The  patient  was  contacted  recently,  two  and  one- 
half  months  after  her  hospitalization,  and  stated  that 
she  was  asymptomatic  and  performing  her  usual 
household  duties. 

Life  Cycle  or  Trichinella  Spiralis  and 
Associated  Clinical  Features 

A knowledge  of  the  life  cycle  of  trichinella  spiralis 
is  necessary  for  an  understanding  of  the  course  of 
the  disease  and  for  the  methods  of  treatment  and  of 
prevention.  The  cycle  begins  with  the  ingestion  of 
uncooked  or  poorly  cooked  pork  or  pork  products 
containing  live  encysted  trichinella  larvae.  These 
are  liberated  by  protein  digestion,  in  the  small  in- 
testine, and  within  two  to  four  days  mature,  mate, 
and  burrow  deep  into  the  mucosa.  During  this  phase 
of  the  cycle  the  patient  is  prone  to  develop  many 
symptoms  referable  to  the  gastro-intestinal  tract, 
depending  on  the  length  of  time  the  adult  worms 
remain  in  the  intestine.  This,  in  turn,  is  thought^ 
to  depend  on  (a)  the  state  of  host  immunity  and  (b) 
the  heaviness  of  the  infestation. 

Usually  within  seven  days  the  adult  female  has 
begun  discharging  larvae  into  the-  thoracic  duct  via 
the  lacteals,  and  then  into  the  general  circulation. 
Within  the  four  to  six  weeks  of  life,  the  female  may 
discharge  from  1,000  to  1,500  larvae.  The  male 
of  the  species  dies  and  is  excreted. 

.\s  trichinellae  circulate  in  the  blood,  all  tissues 
may  be  invaded  including:  serous  cavities,  skeletal 
musculature,  heart,  lungs,  gallbladder,  pancreas, 
small  bowel,  peritonsillar  tissue,  brain  and  cerebro- 
spinal fluid.  It  is  during  this  phase  of  the  cycle  that 
one  observes  periorbital  edema,  spiking  temperature, 
and  the  various  symptoms  referable  to  the  particular 
tissue  involved. 

Within  ten  days  to  three  weeks  the  larvae  concen- 
trate within  the  skeletal  muscle,  encystment  begins, 
and  the  symptoms  are  for  the  most  part  referable  to 
the  musculoskeletal  system. 

Diagnosis 

The  diagnosis  of  trichinosis  is  usually  not  difficult, 
especially  when  a history  of  ingestion  of  raw  or 
poorly  cooked  pork,  followed  by  gastro-intestinal 
complaints,  periorbital  edema,  fever,  and  muscular 
aching  is  elicited.  However,  with  or  without  this 


rather  typical  history,  the  laboratory  is  most  helpful 
in  confirming  the  diagnosis. 

Eosinophilia  present  in  88.7%  of  a recent  series® 
of  250  cases,  is  the  most  constant  finding.  The 
eosinophils  usually  range  from  25%  to  40%,  but 
may  reach  90%  within  seven  to  fourteen  days;  how- 
ever, it  should  be  noted  that  there  is  no  correlation 
between  the  percentage  of  eosinophils  and  the  degree 
of  infestation,^  and  other  diseases  causing  significant 
eosinophilia,  such  as  allergies,  periarteritis  nodosa, 
and  other  parasitic  infestations  and  Hodgkin’s  dis- 
ease should  be  excluded. 

Muscle  biopsies  are  diagnostic  when  uncoiled, 
unencysted,  or  recently  encysted  trichinae  larvae  are 
demonstrated.  This  is  usually  possible  after  the 
tenth  day  of  infestation.  Heaviest  infestation  is 
usually  found  near  the  tendinous  portions  of  the 
diaphragm,  gluteus,  pectoral,  deltoid,  gastrocnemius, 
or  intercostal  muscles,  in  that  order  of  frequency. 

The  intradermal  skin  test  becomes  positive  between 
the  second  and  third  week  of  infestation,  and  is  very 
useful  as  a bedside  test  because  of  the  fact  that  posi- 
tive reactions  occur  within  fifteen  to  twenty  minutes. 
False  positive  reactions  do  occur,  however,  in  a 
few  instances. 

Complement  fixation,  precipitin,  and  flocculation 
tests  may  be  helpful;  however,  these  involve  special- 
ized procedures  not  often  available.  Occasionally 
larvae  may  be  demonstrated  in  the  peripheral  blood, 
stools,  or  spinal  fluid,  and  should  be  searched  for 
when  practicable. 

Prognosis 

The  prognosis  is  good  in  light  isolated  infestations; 
however,  in  epidemics,  there  may  be  a mortality  of 
from  5%  to  30%.®  Death,  when  it  occurs,  is  usual- 
ly within  four  to  six  weeks  from  the  onset,  and  is  due 
to  secondary  pneumonia  or  myocardial  failure.  Some 
people  have  ascribed  it  to  “toxemia.” 

Treatment 

Treatment  is  non-specific  and  confined  to  suppor- 
tive measures  and  control  of  symptoms.  Supportive 
measures  include  maintenance  of  hydration  and 
proper  fluid  balance,  particularly  during  the  stage 
of  gastro-intestinal  involvement,  and  the  use  of  an- 
tibiotics and  digitalis  if  necessary.  Analgesics, 
though,  may  be  the  only  medication  necessary. 

Recently,®  however,  ACTH  has  been  used  in  the 
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treatment  of  trichinosis,  with  beneficial  effects, 
thought  to  be  non-specific  in  nature. 

Prevention 

The  most  frequent  and  important  reservoir  of 
human  infestation  is  the  hog,  which  has  become 
infested  with  trichinellae  from  feeding  on  garbage 
containing  uncooked  pork  scraps.  Rats  harbor  the 
larvae,  and  thus  may  be  another  source  of  infesta- 
tion in  hogs. 

Prevention  of  human  trichinosis,  then,  can  only  be 
accomplished  by  public  education  to  the  necessity 
of  thoroughly  cooking  or  freezing  pork.  Freezing 
at  minus  15°C.  for  twenty  days  or  minus  18°C. 
for  twenty-four  hours  will  readily  kill  the  larvae.^ 

Animal  infestation  can  be  reduced  l)y  cooking 
garbage  used  as  feed,  and  by  proper  rodent  control. 

Discussion 

The  case  presented  represents  the  typical  picture 
of  trichinosis.  Within  a week  following  the  ingestion 
of  a product  assumed  to  contain  raw  pork,  the  patient 
noticed  symptoms  of  gastro-enteritis,  characteristic 
of  the  stage  of  invasion  of  the  intestinal  mucosa  by 
adult  trichinellae.  A few  days  later  she  noticed 
fever,  periorbital  edema,  and  generalized  aching, 
characteristic  of  the  stage  of  migration  of  the  larvae 
in  the  blood.  Spiking  fever  and  musculo-skeletal 
symptoms  continued  for  approximately  one  month 
after  infestation,  and  gradually  subsided,  presumably 
as  circulating  larvae  began  encystment  in  the  muscles. 

Eosinophilia,  up  to  41%,  was  present  during  the 
third  week,  a muscle  biopsy  was  positive  during  the 
fourth  (Figure  I),  and  a skin  test  became  positive 
during  the  fifth  week  after  infestation. 

Treatment  was  entirely  supportive,  and  the  patient 
made  an  uneventful  recovery  within  five  weeks,  except 
for  having  a complete  abortion  during  the  height 
of  her  illness.  It  is  unfortunate  that  the  fetus  was 
not  examined  for  the  presence  of  trichinellae  larvae; 
however,  placental  tissue  examined,  failed  to  reveal 
the  presence  of  the  larvae. 


I 


Fig.  1. — Recently  encysted  trichinella  larva  demonstrated 
in  a biopsy  of  deltoid  muscle. 

Summary 

A proved  case  of  trichinosis  is  presented.  A brief 
resume  of  the  clinical  features,  aids  in  diagnosis,, 
treatment,  and  prevention  is  outlined  and  discussed. 
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THE  EFFECTS  OF  INSULIN  HYPOGLYCEMIA  ON 
THE  DIABETIC  HEART* 

W.  R.  Chitwood,  M.D., 

Wytheville,  Virginia 


The  high  incidence  of  heart  disease  in  the  diabetic 
population  is  a well  known  and  a well  documented 
fact.  This  was  clearly  shown  in  Dr.  R.  L.  Bailey’s 
e.xcellent  paper^  several  years  ago  in  which  he  point- 
ed out  that  in  a series  of  five  hundred  unselected  dia- 
betic patients  thirty-five  per  cent  could  be  classified 
as  having  arteriosclerotic  heart  disease.  Other  series 
bear  out  this  high  incidence  of  heart  disease  in  dia- 
betes. In  a study^  at  Western  Reserve  University 
of  two  hundred  and  fifty  diabetic  patients,  fift)'  per 
cent  had  heart  disease  caused  by  coronary  ar- 
teriosclerosis and  hypertension,  alone  or  combined. 
Blotner^  found  in  seventy-five  fatal  cases  of  diabetes 
mellitus  autopsied  at  Peter  Bent  Brigham  Hospital 
forty-five  per  cent  showed  marked  coronary  vessel 
disease  and  ten  per  cent  had  died  of  myocardial  in- 
farction. 

Thus  in  a disease  in  which  heart  disease  is  such 
a frequent  complication,  it  is  of  interest  as  to  what 
effect  the  treatment  of  the  diabetes — namely,  the  use 
of  insulin — has  on  the  heart.  In  reviewing  the  lit- 
erature concerning  this  subject  one  finds  that  many 
experimental  and  clinical  studies  have  been  made 
on  the  effects  of  insulin  on  the  normal  diabetic  heart 
and  on  the  heart  of  man  and  animal  without  diabetes. 
Although  there  appears  to  be  a general  concensus  of 
opinion  that  the  elderly  diabetic  with  coronary  dis- 
ease should  be  treated  with  caution,  a careful  and 
detailed  study  of  the  effects  of  insulin  on  the  heart 
in  a large  group  of  elderly  diabetics  is  wanting. 
Therefore,  in  discussing  this  subject  one  must  rely 
a great  deal  on  what  has  been  learned  from  its  effects 
on  the  normal  heart  and  the  normal  diabetic  heart, 
and  fill  in  with  the  impressions  and  case  reports  that 
have  been  given  concerning  the  effects  of  insulin  on 
the  diseased  diabetic  heart.  It  is  hoped  that  more 
studies  will  be  made  in  the  future  concerning  this 
subject. 

There  is  good  evidence  that  insulin  has  no  dele- 
terious effect  on  the  normal  diabetic  heart.  Cruick- 
shank^  has  shown  in  the  isolated  heart  that  under 
hyperglycemic  conditions  insulin  increases  oxidation 

*Presented  in  part  at  the  clinical  session  of  the  Virginia 
Diabetes  Association,  Richmond,  November  7,  1952. 


of  sugar  and  the  deposition  of  glycogen  in  heart 
muscle.  During  severe  hypoglycemia  the  heart  gly- 
cogen is  used,  hut  still  falls  only  to  normal.  If 
hypoglycemia  persists,  the  heart  is  able  to  carry  on 
and  insulin  continues  to  protect  the  heart. 

Insulin  hypoglycemia  does  not  cause  important 
electrocardiogra])hic  changes  in  the  normal  heart, 
nor  does  repeated  periods  of  insulin  h3q)Oglycemia 
jiroduce  persistent  changes  in  the  electrocardiograph. 
Root,®  in  his  study  of  young  diabetics,  found  changes 
in  conduction  time  to  be  very  rare  and  ventricular 
extrasystoles  very  infrequent.  T-wave  changes  were 
found,  but  were  of  only  slight  degree.  His  studies 
were  conducted  when  blood  sugars  were  elevated 
and  low,  but  not  when  the  patients  were  in  insulin 
shock.  Goodrich®  has  found  that  the  most  frequent 
electrocardiographic  change  in  hypoglycemia  to  be 
the  lengthening  of  the  electrical  systole.  Otherwise, 
he  found  no  important  electrocardiographic  changes. 
ISIiddleton  and  Oatway^  found  in  addition  to  de- 
crease in  amplitude  of  T-waves  in  diabetics  in  insulin 
shock  that  there  is  a tendency  for  P-waves  to  be  de- 
creased also.  They  found  that  about  half  of  their 
tracings  showed  an  increase  in  the  auriculo-ventric- 
ular  conduction  time.  Of  course,  i.solated  cases  of 
various  arrhythmias  and  perhaps  sudden  death  can 
be  cited  in  such  patients,  but,  by  and  large,  these 
are  few  in  patients  with  normal  hearts  and  should 
not  be  considered  as  occurring  often  enough  to  deny 
close  control  to  diabetic  patients  without  heart  dis- 
ease. The  staying  off  of  coronary  sclerosis  and  the 
prolongation  of  life  in  the  diabetic  by  close  control 
with  insulin  certainly  offsets  any  fear  of  injury  that 
insulin  may  cause  the  normal  diabetic  heart. 

On  the  other  hand,  the  diabetic  patient  who  has 
developed  coronary  disease  should  not  be  subjected 
to  hypoglycemia  and  it  is  felt  by  many  that  it  is 
safer  to  allow  them  to  remain  slightly  hyperglycemic 
as  insulin  angina  and  myocardial  infarction  frequent- 
ly occur  following  shifts  to  hypoglycemia. 

The  cause  of  insulin  angina  has  not  been  ex- 
plained clearly,  although  the  electrocardiographic 
changes  during  hyp>oglycemia  have  recently  been 
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given  a reasonable  explanation  by  Parrish  and  his 
co-workers*.  They  have  postulated  that  the  elec- 
trocardiographic changes  in  hypoglycemia  are  due  to 
intracellular  shifts  of  the  potassium  ion  secondary  to 
the  effect  of  insulin  and  to  epinephrine  liberation. 
In  their  study  of  fourteen  patients  in  whom  they  had 
induced  hyjxiglycemia  by  insulin,  all  showed  elec- 
trocardiographic changes  and  a fall  in  serum  potas- 
sium levels.  Electrocardiographic  changes  consisted 
of  flattening  of  T-waves,  ST  segment  depressions, 
and  prolongation  of  Q - T intervals.  The  serum 
potassium  fell  an  average  of  1.89  meq.  per  liter. 
Those  patients  who  received  potassium  chloride  had 
a reversion  of  the  T-waves  toward  normal.  Pris- 
coline  was  also  given  some  of  these  patients  and 
they  also  had  a reversion  of  the  T-waves  toward 
normal.  It  was  apparent  in  their  study  that  the 
electrocardiographic  changes  were  not  necessarily  due 
to  hypMDglycemia,  as  some  of  the  electrocardiographic 
changes  reverted  to  normal  while  the  blood  sugar 
level  was  still  low.  In  those  patients  whose  elec- 
trocardiograms reverted  to  normal  with  priscoline 
it  would  seem  that  by  blocking  the  epinephrine  with 
a return  of  the  electrocardiogram  to  normal  that  the 
epinephrine  is  also  a cause  of  the  changes. 

Insulin  has  been  proven  not  to  cause  coronary 
constriction  per  se.  On  the  contrary,  studies*  re- 
veal that  it  causes  coronary  dilatation.  However, 
some  feel  that  the  electrocardiographic  changes  and 
the  clinical  anginal  s>'mptoms  following  insulin  are 
actually  due  to  myocardial  ischemia  caused  in  an 
indirect  way.  It  is  thought  that  the  low  blood  sugar 
causes  an  outpouring  of  epinephrine  and  this  by 
causing  an  increased  heart  rate  and  output,  the  extra 
work  brings  about  the  myocardial  ischemia.  Cannon, 
^Mclver  and  Bliss^*  have  shown  in  cats  that  if  the 
adrenals  are  removed  insulin  hypoglycemia  does 
not  cause  tachycardia.  They  feel  that  the  pallor, 
tachycardia,  pupillary  dilatation  and  symptoms  of 
insulin  shock  may  be  due  to  sympathetic  stimula- 
tion. Other  workers^^  have  found  that  the  circulator}- 
changes  found  with  insulin  hypoglycemia  which  re- 
semble epinephrine  like  signs  do  not  occur  if  pro- 
stigmine  has  been  administered.  This  also  seems 
to  bear  out  that  some  of  the  changes  are  due  to 
epinephrine.  It  is  interesting  to  note  along  this 
line  that  Harrison^^  has  found  in  many  individuals 
who  supposedly  had  cardiac  neuroses  with  symptoms 


of  palpatation,  weakness,  pain  in  the  chest,  and 
dizziness,  often  have  relative  hypoglycemia.  These 
are  symptoms  associated  with  the  injection  of  epi- 
nephrine and  may  bear  out  Cannon’s  theory.  Greene^* 
in  England  has  also  made  a similar  report  of  pa- 
tients who  had  been  diagnosed  as  cardiac  neurotics 
and  were  found  to  have  hypoglycemia. 

Soskin  and  Katz^^  believe  that  insulin  causes 
electrocardiographic  changes  that  are  due  in  part  to 
insulin  per  se,  since  these  changes  are  only  partially 
reversed  by  carbohydrate  administration  and  are 
then  not  all  due  to  the  hypoglycemia.  This  has  been 
borne  out  by  the  study  of  Parrish  which  has  already 
been  mentioned. 

^lessinger^*  has  made  a rather  interesting  study. 
X-rays  made  during  and  after  hypoglycemic  shock 
treatment  revealed  the  aortic  bulb  and  ascending 
aorta  to  be  widened.  This  certainly  might  be  im- 
portant in  causing  cardiac  pain  as  these  changes 
occur  to  such  a degree  that  signs  of  aortic  insuf- 
ficiency developed.  These  changes  were  reversible 
in  his  patients  and  were  considered  physiological 
changes  rather  than  pathological. 

There  seems  to  be  a variance  of  opinion  concern- 
ing the  effects  of  insulin  on  the  blood  pressure. 
Goodrich®  found  the  blood  pressure  increased  in 
84%  of  his  non-diabetic  patients  with  insulin  shock, 
averaging  a rise  of  23  mm.  systolic. 

Middleton,  in  his  study  of  diabetic  patients  with 
insulin  shock,  found  that  the  systolic  blood  pressure 
of  sixty  per  cent  of  his  cases  fell,  and  seven  per  cent 
of  the  diastolic  readings.  Some  of  the  cases  of  myo- 
cardial infarction  wEich  occur  in  elderly  diabetics 
with  insulin  hypoglycemia  may  well  be  due  to  the 
fall  in  blood  pressure  with  resulting  coronary  in- 
sufficiency. 

Whatever  may  be  the  mechanism  causing  cardiac 
pain  and  myocardial  infarcation  in  elderly  diabetic 
patients  receiving  insulin,  it  certainly  does  occur,  as 
has  been  shown  by  various  reports.  Gignon^®  as 
early  as  1923  reported  a case  in  which  the  patient 
died  after  three  doses  of  insulin.  Turner^”  in  1930 
and  Modern^*  in  1931  pointed  out  that  insulin  could 
cause  cardiac  pain.  There  are  many  other  such 
reports,  but,  as  has  been  stated,  they  are  mostly  iso- 
lated case  histories  and  many  of  the  other  writers 
in  warning  against  the  use  of  insulin  in  elderly  dia- 
betics are  impressions  and  are  not  detailed  statistical 
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reports.  Goskin^®  felt  that  insulin  was  responsible 
for  a number  of  cardiac  deaths  in  diabetes.  In  his 
study  of  diabetics  with  evidence  of  coronary  sclerosis 
or  angina  whose  blood  sugar  levels  were  kept  at  a 
low  normal  level  every  case  develojjed  a fall  in  blood 
pressure,  a rapid  heart,  irregularity,  or  paroxysmal 
tachycardia.  The  electrocardiograms  usually  showed 
an  intraventicular  block.  On  these  patients  intra- 
venous glucose  usually  reversed  these  changes.  He 
postulated  that  patients  with  arteriosclerotic  heart 
disease  required  higher  blood  sugar  levels  than  others. 
Blotner*  gives  a history  of  three  diabetics  who  de- 
veloped myocardial  infarction  which  he  thought 
resulted  from  insulin. 

Liebow^  recently  pointed  out  that  over-dosage  of 
insulin  may  result  in  cardiac  complications.  He 
cited  hypoglycemia  as  causing  angina  pectoris,  my- 
ocardial infarction,  congestive  heart  failure,  the  de- 
velopment of  abnormal  heart  murmurs,  and  an 
increase  in  heart  size.  He  concluded  that  “insulin 
reactions  are  associated  with  cardiac  complications 
particularly  in  the  older  age  group.  Complete  agly- 
cosuric  control  of  elderly  diabetics  by  the  use  of 
insulin  is  not  desirable.”  Duncan^®  in  his  book  also 
feels  the  same  concerning  close  control  of  the  elderly 
diabetic.  Marble,^^  however,  feels  that,  with  careful 
control,  these  patients  can  be  kept  free  of  glycosuria. 

Smith®^  has  pointed  out  that  sudden  changes  in 
the  blood  sugar  levels  are  harmful  in  arteriosclerotic 
diabetics.  He  cites  an  example  of  insulin  angina 
when  the  blood  sugar  became  elevated  or  when  re- 
duced. However,  he  felt  that  it  was  better  to  leave 
these  patients  in  hyperglycemia. 

Thus,  it  can  be  generally  stated,  in  treating  dia- 
betic patients,  first,  that  young  diabetics  should  be 
controlled  closely  with  insulin,  as  evidence  points 
to  no  serious  myocardial  effects.  Second,  that  those 
diabetics  who  do  have  coronary  disease  already  pres- 
ent should  not  be  allowed  sudden  changes  in  blood 
sugar  levels,  especially  toward  hypoglycemia. 
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Influenza 

This  year,  as  last,  Virginia  has  experienced  an 
epidemic  of  influenza-like  infection  that  has  been 
widespread  over  the  State.  Based  on  reports  from 
the  National  Office  of  Vital  Statistics,  it  is  evident 
that  the  Virginia  experience  is  part  of  a widespread 
prevalence  over  the  United  States,  particularly  the 
Eastern  part.  Confirmation  of  diagnosis  of  A-Prime 
influenza  by  virus  isolations  or  serologic  tests  have 
been  made  in  persons  living  or  stationed  in  twelve 
Central  States  and  four  along  the  Eastern  Seaboard. 

The  typical  clinical  picture  as  given  by  attending 
physicians  is  that  of  sudden  onset  with  headache, 
usually  frontal,  and  generalized  body  aches.  There 
may  be  sore  throat  and  usually  non-productive  cough. 
In  uncomplicated  cases,  the  respiratory  syTnptoms  are 
reported  to  be  minimal.  It  has  been  pointed  out 
that  there  may  be  two  temperature  patterns.  After 
a sudden  onset  with  high  temperature,  the  course  is 
usually  2-3  days;  while  with  low  fever  at  onset,  the 
course  is  usually  longer. 

Although  gastro-intestinal  symptoms  have  occurred 
in  some  cases,  they  have  not  been  the  rule.  F ollowing 
a drop  in  temjjerature,  most  victims  of  the  disease 
have  felt  profoundly  exhausted.  There  has  been  no 
significant  rise  in  the  number  of  deaths  from  influenza 
and  pneumonia. 

According  to  reports  from  physicians,  the  anti- 
biotics appear  to  be  of  little  value  at  the  time  of 
onset.  When  the  course  is  prolonged  or  a relapse  has 
occurred,  some  physicians  feel  that  the  antibiotics 


are  of  value  in  preventing  or  lessening  the  severity 
of  complications. 

Each  year  at  the  season  of  high  incidence  of  in- 
fluenza-like infections,  physicians  have  been  alert 
to  the  possibility  that  the  country  might  be  in  for 
another  pandemic  of  influenza  similar  to  that  of 
1918.  In  the  comparatively  mild  epidemics  of  recent 
years  various  strains  of  the  influenza  virus  have  been 
implicated  as  causative  factors. 

Some  of  the  suggested  reasons  for  the  mildness  of 
recent  epidemics  are: 

1.  The  possible  development  of  a degree  of  pop- 
ulation immunity  by  repeated  contact  with 
the  infective  agent 

2.  Milder  strains  of  the  virus 

3.  More  effective  treatment  with  the  antibiotics. 


Monthly  Report  of  the  Bureau  of  Communicable 
Disease  Control 


January 

January 

1953 

1952 

Brucellosis 

6 

1 

Diarrhea  and  Dysentery 

201 

405 

Diphtheria 

20 

10 

Hepatitis  .. 

244 

55 

Measles 

280 

944 

Meningitis  (Meningococcic) 

29 

19 

Poliomyelitis  _ . 

5 

4 

Rocky  Mt.  Spotted  Fever 

0 

1 

Scarlet  fever 

121 

81 

Tularemia 

8 

12 

Typhoid  and  Paratyphoid 

7 

3 

Rabies  in  Animals  .. 

50 

48 

AMA  Conference  on  Special  Health  Serv- 
ices in  Industry. 

Current  trends  in  direct  service  plans  (health 
services  in  industry  provided  through  salaried  or 
panel  physicians)  . . . w’ays  and  means  of  maintain- 
ing high  standards  of  medical  service  directly  to 
certain  groups  of  industrial  workers  . . . were  aired 
at  an  informal  conference  on  Direct  Service  Plans, 
by  a joint  committee  of  the  AMA’s  Council  on  Med- 
ical Service  and  the  Council  on  Industrial  Health 


in  January  during  the  Annual  Congress  on  Industrial 
Health. 

Viewpoints  of  labor,  management  and  the  medical 
profession  were  expressed  as  more  than  50  represent- 
atives of  plans  sponsored  by  labor  and  industry  sat 
down  with  representatives  of  state  and  county  med- 
ical societies.  Many  suggestions  regarding  future 
developments  in  programs  designed  to  render  medical 
care  through  voluntary  methods  were  presented  for 
study  and  future  discussion. 
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MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D., 

Commissioner,  Department  of  Mental  Hygiene  and  Hospitals 


A Statistical  Story  of  the  Manic-Depres- 
sive Psychoses.* 

Individual  statistical  studies  of  various  diagnoses 
of  mental  diseases  indicate  that  each  has  its  own 
story.  Some  types  remain  fairly  static  as  to  the  in- 
cidence of  the  disease  and  others  vary,  affected 
largely  by  situations.  The  story  of  the  manic-de- 
pressive psychoses  is  a varying  one. 

The  general  trend  of  the  number  of  admissions, 
those  remaining  in  hospital  and  the  rate  to  general 
population  has  been  downward.  There  have  been 
slight  increases,  which  have  coincided  with  changes 
in  economic,  war  conditions,  etc. 

In  1943  those  diagnosed  as  manic-depressive  psy- 
tho.ses  constituted  17.8%  of  all  first  admissions.  In 
1951  this  had  dropped  to  7.2%.  The  readmissions 
followed  almost  the  same  pattern  as  to  trend,  but 
with  a larger  percentage  of  the  readmissions  being 
diagnosed  as  manic-depressive  psychoses.  The  high 
point  was  in  1943  with  34.9%  as  compared  with 
18.8%  in  1951  at  the  close  of  the  period.  However, 
the  low  point  for  this  12  year  period  was  in  1949 
with  17.7%. 

The  number  of  first  admissions  diagnosed  as 
manic-depressive  psychoses  ranged  from  347  in  1942 
to  130  in  1951  and  readmissions  from  243  in  1942 
to  206  in  1949,  closing  the  12  year  period  with 
212  in  1951. 

The  number  of  manic-depressive  psychoses  resi- 
dent in  hospital  diminished  gradually  for  the  12 
year  period  from  2,408  in  1940  to  1,789  in  1951. 
The  percentage  of  this  disease  to  all  residents  was 
26.3%  in  1940  with  a gradual  decline  to  18.0%  in 
1951.  This  was  a reduction  of  31.6%  for  this 
particular  disease. 

The  following  chart  gives  a graphic  picture  of 
the  number  of  admissions  and  resident  patients  dur- 
ing the  12  year  period  of  1940  through  1951. 

The  ratio  of  first  admissions,  diagnosed  as  manic- 
depressive  psychoses,  to  general  population  reduced 
at  a much  greater  rate  than  the  actual  number.  The 
high  point  was  in  1942  with  13.0  per  100,000  of 

*Article  by  Edna  M.  Lantz,  Statistician,  Department  of 
Mental  Hygiene  and  Hospitals. 


general  population  and  in  1951  the  ratio  was  3.9. 
This  is  a large  decrease  in  the  incidence  of  this  typ>e 
of  mental  disorder.  Those  resident  in  hospital 


showed  a similar  trend  from  89.4  per  100,000  of 
general  population  in  1942  to  54.7  in  1951.  This 
is  a reduction  of  38.8%. 

In  a special  study  in  1950  of  the  number  of 
patients  with  manic-depressive  psychoses  released 
from  the  hospital  within  a year  of  their  admission 
date,  74.6%  of  the  first  admissions  had  been  released 
and  70.7%  of  the  readmissions.  The  deaths  were 
4.4%  and  3.9%  respectively.  Thus  only  21.0% 
of  the  first  admissions  and  25.4%  of  the  readmissions 
were  still  in  hospital  at  the  end  of  the  year  from 
their  date  of  admission. 

A similar  study  was  made  for  a six  months  period 
for  those  admitted  in  the  fiscal  year  of  1951.  At 
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the  end  of  the  six  months  from  the  date  of  admis- 
sions, 64.9%  of  the  first  admissions  had  been  re- 
leased and  52.9%  of  the  readmissions.  Deaths 
were  6.1%  and  4.2%  respectively.  This  strongly 
suggests  that  a more  intensive  effort  during  the  first 
six  months  would  pay  dividends  by  way  of  reduced 


Chart  No.  2.  .Status  of  First  Admissions  and  Readmissions 
to  State  Hospitals  diagnosed  as  manic- 
depressive  psychoses  one  year  from  date  of 
admission  for  1950  and  six  months  from  date 
of  admission  for  1951 


hospital  stay.  The  following  chart  shows  this 
graphically. 

The  average  age  of  admission  for  the  manic-de- 
pressive group  for  the  12  year  period  was  37.8  years 
and  the  readmissions  47.3  years.  The  average  age 
of  discharges  was  43.1  years  and  deaths  52.9  years. 

For  the  year  ending  June  30,  1950,  of  those 
remaining  in  hospital  diagnosed  as  manic-depressive 
psychoses,  32.8%  of  the  first  and  15.4%  of  the 
readmissions  had  been  on  the  records  20  years  or 
longer.  This  is  again  strongly  suggestive  that  early 
intensive  treatment  would  prevent  many  from  be- 
coming chronic  cases  and  eventually  requiring  not 
much  more  than  custodial  care. 

Even  though  the  manic-depressive  problem  has 
been  a decreasing  one,  especially  for  the  past  10  years, 
they  require  an  intensive  treatment  before  release. 
The  recovery  rate  is  high,  but  the  possibility  of 
recurrence  of  this  type  of  mental  disorder  is  also 
high  when  the  stress  becomes  great. 

From  past  records  the  economic  situation  has  a 
large  part  to  play  in  the  rate  of  admissions  of  manic- 
depressive  psychoses.  Therefore,  it  is  difficult  to 
show  the  trend  to  plan  for  hospitalization  of  this 
type  of  disease  without  also  taking  into  consideration 
the  economic  trends.  Of  course,  the  increase  in  gen- 
eral population  will  always  have  some  effect  on  the 
number  of  actual  admissions  even  if  the  rate  to  pop- 
ulation does  not  increase. 


The  Richmond-Henrico-Chesterfield  Chapters  of 
the  American  National  Red  Cross  helped  6,361  serv- 
icemen, veterans  or  their  dependents  solve  personal 
problems  caused  by  their  military  service  during  the 
past  year. 

Free  Red  Cross  home  nursing  or  first  aid  training 
was  completed  by  4,726  Richmond  area  citizens  in 
1952.  Civil  defense  officials  urge  at  least  one  mem- 
ber of  each  family  to  become  trained  in  first  aid — 
a necessary  skill  in  time  of  disaster. 

More  than  12,000  citizens  of  the  Richmond  area 


gave  some  of  their  time  and  skill  as  volunteers 
through  the  Richmond,  Henrico  or  Chesterfield  Red 
Cross  Chapters,  to  help  their  fellow'  citizens  during 
the  past  year. 

Blood  donors  of  Richmond-Henrico-Chesterfield 
Red  Cross  Chapters  rolled  up  their  sleeves  and  gave 
7,315  pints  of  blood  in  the  past  year  to  help  save 
the  lives  of  man}’  wounded  servicemen  in  Korea. 

A goal  of  $331,445  has  been  set  for  the  Richmond- 
Henrico-Chesterfield  Red  Cross  campaign  March 
5-24. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Annual  Public  Relations  Conference 


I'he  Annual  Public  Relations  Conference  of  The 
iMedical  Society  of  ^Trginia  was  held  on  Thursday, 
January  29,  1953,  at  the  Hotel  Roanoke.  A gather- 
ing of  fifty,  including  representatives  of  fifteen  com- 
ponent societies,  was  on  hand  to  participate  in  the 
work-shop  type  program.  Six  PR  projects  were  of- 
fered for  the  consideration  of  those  attending,  with 
the  hope  that  they  might  be  sjionsored  by  the  com- 
ponent societies. 

Dr.  James  L.  Hamner,  President  of  the  Society, 
opened  the  Conference  with  a word  of  welcome,  and 
then  introduced  the  presiding  officer.  Dr.  John  T.  T. 
Hundley. 

In  presenting  the  1953  Public  Relations  program 
of  The  Medical  Society  of  Virginia,  Dr.  James  P. 
King,  PR  Chairman,  stated  that  the  medical  pro- 
fession is  becoming  increasingly  PR  minded  and 
no  longer  is  on  the  defensive.  Dr.  King  went  on 
to  outline  the  objectives  for  the  year,  and  placed 
special  emphasis  upon  the  six  projects  on  the  Con- 
ference program. 

The  success  story  of  the  West  Virginia  State 
IMedical  Association  in  the  field  of  Press-Radio 
Relations  was  told  by  Dr.  Frank  J.  Holroyd,  member 
of  the  West  Virginia  Council,  and  a pioneer  in  PR 
work  in  that  state.  Dr.  Holroyd  pointed  out  that 
things  were  not  always  so  good  in  West  Virginia, 
and  the  necessity  of  getting  the  physician’s  story  told 
brought  about  dinner  meetings  with  representatives 
of  the  press  and  radio. 

The  result  was  the  adoption  of  a code  of  ethics 
and  cooperation,  which  was  approved  by  the  State 
Press  Association  and  the  State  Radio  Association. 
The  code  listed  the  types  of  information  available, 
treated  editorial  judgment,  and  arranged  for  medical 
societies  and  hospitals  to  designate  spokesmen. 

The  part  good  public  speaking  plays  in  public 
relations  was  explained  by  Mr.  Harry  Green,  Pres- 
ident, Phillips  Business  College,  Lynchburg.  Mr. 
Green  stated  that  there  exists  today  no  force  which 
can  compare  with  the  live,  human  force.  The  im- 
pact of  a message  delivered  personally  is  tremendous. 

According  to  iMr.  Green,  some  large  corporations 


are  spending  millions  training  their  employees  in  the 
art  of  speaking.  The  trend  today  is  for  as  many 
people  as  possible  to  carry  a message  to  the  public 
— not  leaving  the  task  to  just  one  or  two.  The  better 
the  participation — the  better  the  public  relations. 

The  value  of  sponsoring  a health  exhibit  was 
emphasized  by  Mrs.  Maynard  R.  Emlaw  and  Mrs. 
Hawes  Campliell,  members  of  the  Woman’s  Aux- 
iliary of  the  Richmond  Academy  of  Medicine.  Mr-'. 
Emlaw  described  many  of  the  exhibits  available 
from  A.M.A.  and  explained  that  the  only  real 
expense  was  the  payment  of  shipping  charges.  Order 
blanks,  she  said,  may  be  secured  from  the  state 
office  of  The  Medical  Society  of  Virginia. 

Mrs.  Campbell  descrilied  the  work  of  the  Aux- 
iliary in  making  possible  an  obesity  exhibit  at  the 
1952  Atlantic  Rural  Exposition.  She  pointed  out 
that  such  an  exhibit  is  a wonderful  project  for  the 
Auxiliary  and  explained  how  the  work  of  the  Aux- 
iliary members  made  it  a real  success.  Mrs.  Camp- 
bell stressed  the  fact  that  besides  being  mo-t  worth- 
while, sponsoring  an  exhibit  can  also  be  a lot  of  fun! 

The  Conference  luncheon  featured  a talk  by  Mr. 
W.  H.  Radebaugh,  PR  Adviser,  Textile  Eibers  Dept., 
E.  I.  du  Pont  de  Nemours  & Co,,  W’ilmington,  Del- 
aware, concerning  “The  Importance  of  Public  Re- 
lations.” Mr.  Radebaugh  told  of  how  the  activities 
of  very  small  groups  had  resulted  in  decisions  of 
national  importance,  and  he  spoke  strongly  for  sound, 
active  PR  programs  on  the  local  level. 

A demonstration  of  the  PR  Course  for  Office 
Personnel,  now  being  offered  by  the  Public  Rela- 
tions Committee  of  the  State  Society,  opened  the 
afternoon  session.  Highlighting  the  demonstration 
was  a playlet  featuring  Miss  Marie  Earris  and  Miss 
Helen  Pugh  of  Lynchburg.  The  playlet  depicted 
the  right  and  wrong  ways  of  talking  with  patients 
on  the  telephone,  and  emphasized  the  important  role 
played  by  the  physician’s  secretary  in  the  conduct 
of  his  office  activities. 

Any  component  society  can  arrange  to  have  the 
course  presented  in  their  locale  simjily  by  contacting 
the  State  Office.  It  was  brought  out  that  arranging 
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Mrs.  Hawes  Campbell  explains  the  value  of  health  exhibits.  Others  are  (1  to  r)  Dr.  John  T.  T. 
Hundley,  Mrs.  Mavnard  R.  Emlaw,  Dr.  Frank  J.  Holroyd,  and  Mr.  Harry  G.  Green. 


Talking  It  Over 


March,  1953 


Virginia  Medical  Monthly 


177 


for  the  course  is  an  excellent  project  for  the  Woman’s 
Auxiliary.  The  course  is  presented  in  two  evenings, 
and  involves  no  expense  to  those  attending. 

Tips  on  sponsoring  a radio  series  were  given  by 
Mr.  Alden  Aaroe,  well  known  announcer  of  Rich- 
mond station  WRVA.  Mr.  Aaroe  stressed  the  fact 
that  there  are  over  105  million  radio  sets  in  use  at 
the  present  time,  and  that  radio  will  always  flourish. 

Radio  stations,  according  to  Mr.  Aaroe,  are  always 
looking  for  good  programs  with  listener  appeal,  but 
it  must  also  be  remembered  that  radio  is  a business 
and  must  show  a profit.  Therefore,  anything  pre- 
sented as  public  service  (time  donated  by  station) 
must  be  especially  good. 

^Ir.  Aaroe  mentioned  the  importance  of  programs 
directed  to  our  youth,  and  recommended  the  “Dr. 
Tim,  Detectiv'e”  series  for  this  purpose.  Such  a 
series  is  excellent  when  given  good  promotion  and 
publicity.  In  this  connection,  he  listed  posters,  news- 
paper notices,  stuffers  in  statements,  talks  before 
school  groups,  etc. 

The  importance  of  “W'orking  with  Other  Groups” 
was  considered  by  the  audience,  which  divided  into 
three  groups  under  Mr.  M.  A.  Hubbard,  Virginia 
Farm  Bureau,  Mr.  J.  Robert  Anderson,  State  De- 
partment of  Health,  and  Mr.  Earl  J.  Shiflet,  State 
Grange. 

Each  group  had  similar  suggestions  regarding  the 


best  way  to  work  and  cooperate  with  other  groups, 
although  Mr.  Shiflet’s  report  was  accepted  as  the 
most  practical.  It  was  recommended  that  each 
group  or  profession  first  focus  its  attention  on  its 
particular  problem  before  approaching  other  groups 
for  assistance.  Then,  have  a repesentative  meet  with 
representatives  of  the  other  group  (or  groups)  and 
talk  the  matter  over.  Once  a well  thought  out  plan 
of  presentation  is  agreed  upon,  the  matter  can  be 
put  before  the  public  in  the  form  of  an  educational 
program,  etc. 

In  his  summary.  Dr.  Holroyd  had  but  one  criti- 
cism of  the  PR  program  in  Virginia,  and  that  was 
the  failure  of  the  Society  to  make  maximum  use  of 
the  Auxiliary,  which  undoubtedly  is  one  of  the  very 
best  public  relations  mediums. 


A CHECK  LIST 
FOR  YOUR  PR  WORKSHOP 

(how  many  will  your  society  check  in  ’53) 

CHECK  here 


1.  Work  for  better  press-radio  relationship^^  Q 

2.  Organize  a speaker’s  bureau Q 

3.  Sponsor  a health  exhibit [[] 

4.  Sponsor  a PR  course  for  office  personnel  □ 

5.  Sponsor  a radio  series  for  better  PR 

{“Dr.  Tim,  Detective”) Q 

6.  Work  with  other  groups Q 


When  Writing  Your  Congressman,  Observe  These  Ten  Good  Tips 
From  the  Chamber  of  Commerce 


1.  Address  him  as  Representative  John  Doe,  or 
Senator  John  Doe. 

2.  Be  Local;  tell  him  how  a National  question 
affects  your  profession,  your  community. 

3.  Be  Business-like;  brief  but  not  terse. 

4.  Be  Specific;  if  you’re  for  something,  say  so.  If 
not,  don’t  hedge. 

5.  Be  Polite;  Members  of  Congress  deserve  dig- 
nified treatment. 


6.  Re  Reasonable;  seek  only  possible  things. 

7.  Be  Yourself;  use  your  own  letterhead  and  letter 
style. 

8.  Request  Action;  your  man  is  elected  to  do  some- 
thing. 

9.  Ask  For  An  Answer;  you’ve  told  him  where  you 
stand,  now  ask  him  w'here  he  stands. 

10.  Be  Appreciative;  thank  him  for  good  votes, 
compliment  his  better  speeches,  and  praise  his 
staff,  too. 
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Attention,  General  Practitioners  and  Inter- 
nists 

On  April  9,  1953,  there  will  be  held  in  ^^■ash- 
ington,  D.  C.,  a conference  of  the  Metropolitan  Wash- 
ington Tuberculosis  Association  (“Metropolitan 
Washington'’  is  comprised  of  the  District  itself  and 
contiguous  counties  in  Maryland  and  Virginia). 
Discussion  will  center  on  “The  Role  of  the  Private 
Physician  in  Tuberculosis,"  a topic  much  neglected 
in  most  official  and  voluntary  control  programs. 

The  program  is  si)onsored  by  the  Virginia  Chapter, 
.Academy  of  General  Practitioners.  .Attendance  of 
general  practitioners  in  all  three  metropolitan  areas 
is  urged  by  current  and  past  presidents  of  the  Vir- 
ginia .Academy,  as  well  as  by  the  president  of  The 
Aledical  Society  of  Adrginia.  .An  e.xcellent  oppor- 
tunity will  be  afforded  the  profession  to  further 
strengthen  good  public  relations,  albeit  also  an 
occasion  “to  talk  and  be  talked  about’’  with  reference 
to  yet  another  facet  of  its  responsibility  in  the  com- 
munity, a challenge  physicians  can  ill  afford  to  ig- 
nore these  days  and  times.  Following  an  introduc- 
tory address,  conferees  will  temporarily  disperse  into 
smaller  selected  groups  (one  composed  of  physicians 
only)  to  permit  uninhibited  expression  of  opinion. 
Conclusions  reached  by  each  session  will  later  be 
summarized  and  submitted  to  the  conference  as  a 
whole  for  general  discussion. 

The  opening  paper  of  the  conference  will  be  pre- 
sented by  Dr.  William  F.  V’agner,  Director  of  the 
Division  of  Tuberculosis  Control,  Adrginia  State 
Health  Department,  who  will  elaborate  briefly  upon 
the  following  contentions  as  a focal  point  for  dis- 
cussion. 

10,000  active  cases  are  thought  to  exist  in  A'ir- 
ginia  alone,  most  of  whom  await  identification  in 
a presently  comparatively  innocuous  stage.  .As  it 
becomes  generally  known  that  diagnosis  of  active 
tuberculosis  no  longer  implies  categorical  need  for 
hospital  care,  either  for  the  patient’s  sake  or  to  pro- 
tect others,  the  public  will  be  even  more  eager  to  par- 
ticipate en  masse  in  community  x-ray  surveys.  Many 
private  physicians  will  be  called  upon  to  help  meet 
this  community  problem.  They  can’t  all  be  “con- 
sultants”. 

Completion  of  diagnostic  studies  for  tuberculosis 


is  neither  mysterious  nor  complicated  when  carried 
out  according  to  protocol. 

Repeated  visits  to  a doctor's  office  may  be  required 
for  months — but  this  is  no  more  than  is  regularly 
accorded  the  prenatal  case,  as  her  due! 

It  is  no  more  necessary  for  a general  practitioner 
to  be  able  to  interpret  a chest  x-ray  with  any  degree 
of  finality  than  it  is  for  a chest  specialist  to  per- 
sonally perform  his  own  sputum  examinations,  if  he 
has  a certified  laboratory  to  do  it  for  him. 

It  takes  less  skill  to  do  a tuberculin  test  or  collect 
a gastric  lavage  specimen  than  it  does  to  deliver  a 
baby. 

By  and  large,  treatment  of  run-of-the-mill  tuber- 
culosis is  simple — the  real  problem  is  treating  the 
people  who  have  it,  their  friends  and  relatives.  The 
Health  Department  can  help  in  these  fields. 

Specific  drug  therap)’  must  not  be  looked  upon  as  a 
substitute  for  sanatorium  care,  where  the  latter  is  in- 
dicated. Unless  a physician  is  prepared,  as  of  now, 
to  treat  tuberculosis  without  the  newer  drugs,  he 
should  not  attempt  to  treat  tuberculosis  by  simple 
resort  to  them. 

Some  general  practitioners  will  be  surprised,  it 
is  hoped  all  will  be  pleased,  to  learn  that  not  only 
diagnosis,  but  treatment  of  the  average  case  of  pul- 
monary tuberculosis,  as  found  today,  requires  no 
more,  if  as  much,  training  and  skill,  as  they  must 
apply  daily  in  their  management  of  many  other  t}’pes 
of  disease. 

There  should  be  no  class  of  patients  who  will  pay 
better,  take  less  of  the  doctor’s  time,  give  him  greater 
personal  and  professional  satisfaction,  than  should 
the  average  tuberculosis  patient  of  the  next  10  years, 
who  will  appreciate  relatively  inexpensive  medical 
supervision  by  his  own  family  physician  whose  func- 
tion it  is  to  make  as  nearly  unlikely  as  possible  his 
ever  having  to  quit  his  job  to  go  to  a sanatorium. 

Now,  as  never  before,  is  the  time  for  all  phy- 
sicians, particularly  those  whose  practices  are  not 
strictly  limited  to  fields  other  than  chest,  to  enlist 
personally  and  professionally  in  this  potential  cru- 
sade for  improved  community  health;  ecjually  im- 
portant, physicians  should,  through  regular  channels, 
j)rej)are  to  solicit  real  support  from  appropriating 
bodies  who  serve  localities,  and  state,  in  order  that 
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their  own  efforts  mu}-  lx;  implemented  l)y  such  facilities 
and  services  as  may  be  required  to  do  a Job,  locally, 
and  lx.'  supjdemented  by  sufficient  sanatorium  beds 
to  care  for  all  in  need  of  same. 

Request  for  Reprints  Concerning  Stress  and 

the  Adaptive  Hormones. 

From  current  literature,  we  note  that  an  ever 
increasing  numirer  of  its  articles  deals  with  problems 
pertaining  to  re  earch  on  “stress”  and  the  so-called 
“adaptive  hormones”  (.A.C'I'H,  STH,  corticoids,  adre- 
nergic substances,  etc.).  In  our  opinion,  tbe  success 
of  research  in  this  complex  and  rapidly  developing 
field  largely  depends  upon  the  prompt  availability 
and  evaluation  of  relevant  publications,  a task  for 
which  we  should  like  to  solicit  the  assistance  of  your 
readers. 

In  1950,  our  Institute  has  initiated  the  publication 
of  a series  of  reference  volumes  entitled  “Annual 
Reports  on  Stress”  (Acta  Medical  Publishers,  Jilon- 
treal)  in  which  the  entire  current  world  literature 
is  surveyed  ever}’  year  (usually  between  2000  and 
4000  publications).  Up  to  now,  we  had  to  compile 
the  pertinent  literature  partly  from  medical  periodi- 
cals, monographs,  abstract  journals  and  partly  from 


rejjrints  sent  to  us  l)y  the  authors  themselves.  Of 
all  these,  rejrrints  j)roved  to  be  the  best  source  of 
data  which  we  felt  deserved  prompt  attention  in 
our  annual  re[)orts.  Hence,  in  the  past,  we  have 
sent  out  several  thousand  individual  reprint  reque.sts 
to  authors  of  whom  we  knew  that  they  are  currently 
engaged  in  research  on  stress  and  allied  topics.  Even 
this  jwocedure  did  not  give  us  the  wide  coverage 
which  would  be  desirable,  because  it  is  materially 
impossible  to  contact  all  these  authors  individually 
and  it  often  takes  too  much  time  to  get  the  requested 
re])rint'. 

It  is  evident  that  in  order  to  insure  prom])t  in- 
clusion of  publications  in  the  annual  reports,  these 
surve}’s  must  develop  into  a cooperative  effort  be- 
tween the  authors  of  original  papers  and  the  re- 
viewers. This  cooperation  was  greatly  enhanced 
of  late  by  the  publication  of  announcements,  in  sev- 
eral medical  journals,  encouraging  investigators  in- 
terested in  Stress  Research  to  send  us  their  reprints 
for  this  jjurpose  as  soon  as  they  become  available. 

^^’e  should  be  grateful  if  your  readers  would  advise 
of  publication  of  articles  on  this  subject  to  Hans 
Selye,  M.D.,  Ph.D.,  D.Sc.,  F.R.S.(C),  Professor 
and  Director  of  the  Institute  of  E.xperimental  Med- 
icine and  Surgery,  Montreal,  Canada. 


BOOKS 


Thomas  Jefferson;  Scientist  by  EDWIN  T.  MARTIN. 

New  York.  Henry  Schuman.  289  p.  illustrated. 

Price  $4.00. 

In  the  references  in  the  back  of  the  book  the  author 
states  that  in  this  book  he  has  used  the  term  science 
to  mean  all  knowledge.  It  is  regrettable  that  this 
statement  was  not  made  in  the  first  chapter  so  that 
the  reader  would  read  the  book  with  a different  stand- 
ard. As  it  is,  he  gets  a poor  opinion  of  the  science 
of  the  time  and  of  Jefferson  as  a scientist.  As  a 
matter  of  fact,  he  was  an  encyclopedist  rather  than 
a scientist.  All  knowledge  was  his  province  rather 
than  one  particular  field.  His  Notes  on  the  State  of 
Virginia,  which  is  cited  as  a great  scientific  work, 
would  scarcely  be  considered  a book  of  science  by 


today’s  standards.  His  interests  ranged  from  pa- 
leontology to  modern  agriculture.  He  described  and 
measured  accurately  a fossil  with  a claw  6'/2  inches 
long  but  diagnosed  it  incorrectly.  He  improved  the 
plow  and  was  awarded  a gold  medal  from  a French 
agricultural  Society. 

The  most  fascinating  part  of  the  work  is  the 
controversy  between  Jefferson  and  European  scien- 
tists such  as  Buffon,  DePauw,  and  Raynal  over  their 
errors  about  the  effect  of  American  climate  on  the 
fauna,  especially  the  number  of  species  and  their 
size.  Some  60  pages  are  taken  up  with  this  discus- 
sion. 


m.p.r. 
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The  Toxemias  of  Pregnancy.  By  WILLIAM  J.  DIECK- 
MANN,  S.B.,  M.D.,  Mary  Campau  Ryerson,  Pro- 
fessor and  Chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology  of  the  University  of  Chi- 
cago; Chief  of  Service  of  The  Chicago  Lying-in 
Hospital  and  Dispensary,  etc.  Second  Edition.  St. 
Louis,  The  C.  V.  Mosby  Company.  1952.  710  pages 
with  85  text  illustrations  and  1 color  plate.  Cloth. 
Price  $14.50. 

This  book  is  born  of  the  author’s  knowledge  and 
research  on  the  toxemias  of  pregnancy.  As  he  re- 
views the  literature  having  to  do  with  the  physiology 
and  pharmacodynamics  of  pregnancy  in  their  rela- 
tionship to  preeclampsia,  eclampsia,  nephritis,  and 
the  edemas,  his  comments  flow  out  of  a wide  clinical 
and  laboratory  experience. 

It  was  to  be  hoped  that  the  interval  between  his 
first  edition  in  1940  and  this  one  would  see  the  dis- 
covery of  the  etiology  of  the  toxemias.  Unfortunate- 
ly such  is  not  the  case.  This  edition  actually  con- 
tains little  fundamental  knowledge  not  previously 
presented.  However,  it  serves  a most  useful  purpose 
if  for  no  other  reason  than  to  review  the  literature 
on  the  toxemias  of  pregnancy  published  during  the 
last  ten  years  and  to  present  a critical  appraisal  of 
it  in  the  light  of  the  author’s  personal  experience. 

The  organization  and  arrangement  of  material  of 
this  edition  is  superior  to  that  of  the  first  one.  The 
physico-chemical  determinations  in  pregnancy  are 
succinctly  covered  in  75  pages  of  Chapter  IV.  Here 
are  discussed  all  of  the  important  biological  and 
biochemical  changes  in  blood  chemistry,  blood  and 
plasma  volume,  hemoconcentration  and  hemodilution, 
hemoglobin  and  hematocrit  during  pregnancy.  Blood 
oxygen  saturation,  leukocytes,  blood  platelets  and 
blood  coagulation,  the  serum  and  plasma  proteins, 
and  the  colloid  osmatic  and  oncotic  pressures,  fi- 
brinogen metabolism,  the  acid  base  balance,  and  the 
diffusible  and  nondiffusible  ions,  venous  and  tissue 
pressures,  and  finally  the  complex  changes  in  body 
water  are  reviewed. 

The  chapter  on  obstetric  treatment  of  eclampsia  is 
one  which  should  be  close  at  hand  to  everyone  prac- 
tising obstetrics.  It  is  an  excellent  clinical  outline 
of  proper  management  of  eclampsia  and  the  toxemias 
reduced  to  the  simplest  form  without  sacrifice  of 
essentials.  The  various  complications  of  eclampsia 
and  preeclampsia,  such  as  pulmonary  edema,  vas- 
cular collapse,  and  uremia,  are  presented  in  the 


most  scholarly  and  practical  manner. 

The  only  criticism  that  might  be  leveled  is  the 
author’s  presumption  that  all  of  his  readers  are 
prepared  to  understand  such  statements  as  “the  cal- 
culated intracellular  water  compartment  as  the  dif- 
ference between  the  total  body  water  and  the  bromide 
space”,  or  “he  noticed  that  the  rhythmic  gradient  was 
markedly  flattened  by  an  increase  in  the  rate  of  the 
ileum”.  Occasionally  a loose  statement  appears 
which  might  be  challenged,  such  as  “the  avoidance  of 
normal  work  during  pregnancy  is  thus  desirable  as 
a means  of  preventing  overwork  of  the  heart”. 

Everyone  who  practices  obstetrics  should  have 
this  “toxemia  bible”.  For  the  laboratory  worker  and 
clinician  interested  in  research  the  book  is  invaluable 
as  a reference  source.  The  bibliography  is  exhaus- 
tive. w.  B. 

The  Human  Pelvis.  By  CARL  C.  FRANCIS,  A.B., 
M.D.,  Assistant  Professor  of  Anatomy,  Department 
of  Anatomy  Western  Reserve  University,  Cleve- 
land, Ohio.  St.  Louis,  The  C.  V.  Mosby  Company. 
1952.  210  pages  with  61  illustrations,  including  3 In 
color.  Cloth.  Price  $5.00. 

If  the  other  chapters  are  as  reliable  and  compre- 
hensive as  Chapters  1,  3,  5,  and  7 (and  there  is  no 
reason  to  doubt  that  an  author  of  the  standing  and 
experience  of  Dr.  Francis  would  be  consistently  me- 
ticulous and  thorough  throughout)  this  book.  The 
Human  Pelvis,  should  be  a welcome  addition  to  the 
orthopedic  literature.  The  author’s  knowledge  of  the 
subject  and  of  the  research  done  in  the  field  is  exten- 
sive. His  experience  as  a teacher  and  a researcher  is 
shown  by  the  clarity  of  description  and  the  coherence 
of  individual  sections  of  the  book  and  their  relation- 
ship to  each  other.  The  illustrations  are  excellent 
and  complete  and  it  is  a pleasure  to  report  ability 
to  read  the  identification  of  the  structures  shown. 
In  the  table  presenting  the  segments  of  the  cord 
which  innervate  the  striated  muscles  of  the  pelvic 
region  the  author  is  not  in  complete  accord  with  some 
of  the  anatomists  and  neuroanatomists.  However, 
this  need  not  be  considered  a serious  deviation  since 
there  are  wide  variations  in  the  combinations  of 
spinal  nerve  fibers  within  the  plexuses  and  the  muscle 
fibers  which  they  innervate. 

The  book  as  a whole,  both  in  arrangement  and  in 
format,  is  excellent.  e.  d. 
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EDITORIAL 

William  Baynham  (1749-1814) 

JUST  above  Loretto  in  Essex  County,  almost  opposite  the  fork  in  the  road  to 
Hustle,  stood  the  home  of  Dr.  William  Baynham,  a country  surgeon  who,  next  to 
Philip  Syng  Physick,  did  more  for  the  advancement  of  surgery  than  any  one  in  the 
early  history  of  America.  He  probably  had  the  best  medical  education  of  anyone  of 
his  time. 

William  Baynham  was  the  son  of  Dr.  John  Baynham  of  Essex  County.  His  school- 
ing began  at  Donald  Robertson’s  famous  boarding  school  on  the  Mattaponi  River  in 
King  and  Queen  County.  Among  his  schoolmates  were  James  Madison,  afterwards 
President  of  the  U.S.,  Johnny  Taylor,  Edmund  Pendleton  “Jr.”,  Henry  and  James 
Innes,  John  Penn,  two  Lomax  boys,  and  a son  of  John  Hoomes.  He  studied  medicine 
under  his  father  and  was  apprenticed  to  Dr.  Thomas  Walker  for  five  years.  He  then 
went  to  England  for  a stay  of  sixteen  years. 

In  1769  at  the  age  of  twenty,  he  entered  St.  Thomas’  Hospital  as  a student.  Here 
he  became  particularly  interested  in  anatomy  and  won  the  respect  and  friendship  of 
the  professor,  Joseph  Else.  In  1772  he  was  employed  as  prosector  at  Cambridge 
University  and  at  the  same  time  he  practiced  surgery  in  Margate  in  partnership  with 
Mr.  Slater.  Concerning  his  work  in  the  University,  Charles  Collignon,  wrote  Mr.  Else 
as  follows:  “Sir — I beg  leave  to  return  you  thanks  for  being  instrumental  in  pre- 
vailing on  Mr.  Baynham  to  assist  me,  as  his  services  have  been  entirely  satisfactor}', 
and  his  private  behaviour  very  amiable  and  engaging.  I am,  sir,  your  very  humble 
servant,  Charles  Collignon,  Professor  of  Anatomy  in  the  University  of  Cambridge.” 
It  was  not  long  before  Mr.  Else  wanted  the  young  anatomist  back  in  London  with 
him.  He  wrote  to  Mr.  Ba}-nham:  “Dear  Sir — I am  not  well  satisfied  with  Mr. 
Cline’s  manner  of  managing  the  dissections,  and  as  he  either  will  not,  or  cannot,  make 
any  considerable  number  of  preparations — and  as  he  is  just  married,  I apprehend  he 
will  be  less  assiduous  in  future.  There  are  several  who  are  very  expert  in  dissec- 
tions, and  would  be  willingly  employed  in  his  office,  but  there  is  none  of  whom  I 
have  so  good  an  opinion  as  you.  If,  therefore,  it  could  be  contrived  that  you  could 
be  with  me  in  the  winter,  for  this  purpose,  to  our  mutual  advantage,  I should  be  glad. 
Hearing  that  you  are  shortly  to  be  in  town,  I write  to  you,  that  if  this  matter  is 
palatable  to  you,  you  may  revolve  it  in  your  mind.  I am.  Sir,  your  most  obedient 
servant.  Joseph  Else.” 

.“Arrangements  were  completed  between  the  two  which  were  very  flattering  to  Bayn- 
ham. “He  was  to  superintend  the  anatomical  theatre  and  dissecting  room,  prepare 
the  bodies  for  his  public  demonstrations,  make  preparations  for  the  museum,  and  to 
instruct  his  pupils  in  the  art  of  dissecting,  injecting,  making  anatomical  preparations, 
&,  with  a salary  of  eighty  and  ninety  pounds  the  first  two  years,  and  one  hundred 
pounds  a year  for  five  succeeding  years — at  the  expiration  of  which  (having  qualified 
himself  in  the  interim  for  the  office)  Mr.  Else  was  to  relinquish  to  him  the  professor’s 
chair,  or  to  take  him  as  joint  professor,  on  equal  terms,  as  he  (Mr.  Baynham)  might 
choose.”  Unfortunately  Mr.  Else  died  of  apoplexy  five  years  later  without  making  his 
plans  known  to  the  Board  of  Governors.  In  the  election  that  followed  Mr.  Baynham  lost 
to  Mr.  Cline  by  one  vote.  The  museum  which  had  been  left  him  by  Mr.  Else  he  sold  to 
Mr.  Cline  for  800  pounds.  Some  unfinished  specimens  in  the  museum  he  sold  to 
Mr.  Blizard,  professor  of  anatomy  at  the  London  Hospital,  for  100  guineas. 

Baynham  was  regarded  as  the  most  skillful  anatomist  in  Great  Britain.  He  had 
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mastered  the  technic  of  fine  injection  of  blood  vessels.  His  injection  of  the  female 
breast  was  for  a great  many  years  regarded  as  a masterjnece.  He  discovered  the 
rete  mucosum  and  with  his  injection  method  settled  many  clinical  problems.  \Mien 
shown  one  of  Baynham’s  injection  specimens  Dr.  William  Hunter,  who  had  been  his 
teacher,  is  said  to  have  remarked,  “What  have  we  been  doing  so  long  that  we  have 
never  observed  this  before?” 

The  failure  to  succeed  Mr.  Else  upset  Baynham’s  plans.  The  anatomist  now  turned 
surgeon  and  on  June  7,  1781  he  became  a member  of  the  Royal  College  of  Surgeons. 
For  the  next  four  years  he  practiced  on  equal  terms  with  Pott,  Abernathy,  and  John 
Hunter.  W’hy  he  decided  to  return  home  and  become  a country  surgeon  is  not  ex- 
plained by  Anderson,  Thacher  or  Slaughter.  Blanton  suggests  that  it  may  have  been 
due  to  the  ill  feeling  towards  Americans  after  the  British  surrender  at  Yorktown  in 
1781,  but  there  is  no  evidence  of  such  animosity  against  William  Baynham.  If  that 
were  a factor  it  was  a long  time  in  taking  effect.  The  irresistible  lure  of  Virginia  is 
a more  likely  reason,  or  it  may  have  been  that  he  had  become  tired  of  a big  city.  Such 
things  do  happen.  Some  years  ago  a young  obstetrician  came  to  see  us  about  a location 
in  which  to  practice  in  the  South.  He  had  just  finished  a residency  in  the  largest 
lying-in  hospital  in  New  York  City  and  he  brought  with  him  excellent  letters  of 
recommendation.  In  addition  he  had  been  offered  a partnership  with  an  excellent 
obstetrician  who  was  known  to  have  the  most  lucrative  private  practice  in  the 
metropolis,  \^'hen  we  showed  surprise  that  he  did  not  take  such  an  offer,  he  replied 
that  there  was  not  enough  money  in  the  world  to  make  him  stay  another  year  in  New 
York. 

So  in  1785,  when  he  was  thirty-six  years  of  age,  William  Baynham  returned  to  the 
land  of  his  birth.  His  ability  was  quickly  recognized  and  patients  came  from  far 
and  near.  He  performed  all  the  operations  of  his  day — cataract,  stone  and  ectopic 
pregnancy.  His  two  most  famous  ones  were  reported  in  the  second  number  of  the  first 
volume  of  the  Medical  and  Philosophical  Journal  and  Review,  “An  Account  of  two 
cases  of  Extra-Uterine  Conception;  in  each  of  which  the  Fetus  was  extracted  by  an 
operation  with  success.”  These  cases  give  such  a good  picture  of  eighteenth  century 
=urgery  that  we  give  the  second  case  in  Dr.  Baynham’s  own  words.  He  attributes  his 
success  to  his  keeping  the  operation  entirely  within  the  gestation  sac. 

“On  the  24th  day  of  January,  1799,  I was  sent  for  by  Mrs.  Washington,  of  Hayfield,  in 
the  county  of  Fairfax,  Virginia,  to  a servant  of  her’s,  a young  woman  who  had  been  with 
child,  as  she  asserted,  eighteen  months;  she  had  heard  that  I delivered  a woman 
who  had  been  with  child  for  ten  years,  and  was  willing  to  submit  to  any  operation  that 
I might  think  necessary  for  her  relief. 

“She  was  taken  in  labour  last  March,  as  she  thought;  the  midwife  was  sent  for;  but 
after  being  a few  hours  in  great  pain,  the  pains  left  her;  she  was  at  the  same  time 
taken  with  the  menses,  ivhich  continued  with  her  for  nine  weeks,  when  they  left  her, 
and  she  has  had  them  regularly  every  month  until  the  last  period.  She  grew  less 
every  day,  yet  kept  tolerably  well,  though  oftentimes  in  a great  deal  of  pain.  About 
six  weeks  ago  she  was  taken  worse  than  usual,  and  has  been  wearing  away  ever  since, 
hav.'ng  no  stomach  to  eat  any  thing,  always  complaining  of  so  heavy  a load  at  the 
bottom  of  her  belly,  that  when  she  stands  up  she  is  obliged  to  hold  it  up  with  her 
hands.  I found  her  labouring  under  a hectic  fever;  she  was  much  emaciated,  and 
confined  to  her  bed. 

“The  abdominal  tumour  was  equal  and  uniform,  reaching  half  way  from  the  umbilicus 
to  the  scrobiculus  cordis,  but  more  prominent  in  the  umbilical  region,  where  the  head 
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of  the  foetus  was  i)lainly  to  be  distinguished  by  the  hardness  of  the  feel. 

“I  performed  the  operation  on  the  6th  of  February,  1799.  I carefully  made  an  incision 
through  the  integuments  and  muscles  in  the  most  {)rcminent  part  of  the  tumor,  thereby 
exposing  the  head  of  the  child,  and  cautiously  extended  it  upwards  and  downwards 
by  the  direction  of  the  finger  introduced  into  the  cavity,  so  as  to  reach  from  a little 
above  the  umbilicus  nearly  to  the  pulies,  on  the  left  side,  close  to  and  in  the  direction 
of  the  linea  alba;  by  which  a sufficient  opening  was  made  to  extract  the  child  with 
ease.  It  was  of  the  common  size,  and  sound,  excej)t  on  the  head,  where  a small  portion 
of  the  scalp  was  in  an  incipient  state  of  putrefaction.  large  Iwanch  of  the  internal 
mammary  artery  was  divided;  but  it  was  readd}-  secured  b}’  the  needle  and  ligature. 
Xo  liquor  amnii  or  other  fluid  was  found  in  the  cavity,  which  closely  embraced  the 
foetus,  and  to  which  it  was  attached  and  glued,  as  it  were,  by  a sort  of  cement  of  a 
greyish  cast,  of  the  nature  of  that  kind  of  mucus  which  is  found  on  the  surface  of 
the  bodies  of  new-born  infants;  so  that  I was  obliged  to  insinuate  my  hand,  and  with 
my  fingers  carefully  separate  the  head,  body,  and  arms  from  their  attachments.  The 
funis  was  small  and  short,  connecting  the  child  with  the  mother  by  three  or  four 
ramifications,  inserted  low  down  in  the  anterior  part  of  the  cavity  in  which  it  was 
lodged.  The  adhesion  was  so  strong  that  I did  not  think  it  advisable  to  use  any 
force  to  separate  it;  choosing  rather  to  leave  it  to  nature  to  dislodge  it.  Seme  pieces 
were  thrown  off  at  almost  every  dressing;  but  it  was  upwards  of  a fortnight  before 
the  string  came  away;  some  days  after  which  I left  the  patient  to  the  management  of 
the  family,  as  the  wound  was  by  that  time  healing,  the  cavity  filling  up  and  closing 
fast.  The  same  dressings  were  used  in  this  case  as  in  the  first.  An  anodyne  was 
given  immediately  after  the  operation,  repeated  again  that  evening,  and  for  three  or 
four  nights  afterwards;  it  was  then  discontinued,  and  the  Peruvian  bark  given  three 
or  four  times  a day.  The  bowels  were  carefully  kept  open  from  the  second  day  after 
the  operation,  first  by  emollient  injections,  afterwards  by  the  occasional  use  of  an 
infusion  of  senna,  manna,  and  salts.  The  diet  was  at  first  light  and  slender,  but 
afterwards  changed  for  one  more  generous  and  liberal.  She  soon  got  perfectly  well, 
and  is  now  alive  and  in  good  health.  I believe  she  has  not  been  again  pregnant.” 

Dr.  Baynham  was  a man  of  excellent  judgment.  A contemporary  described  him  as 
being  “not  a ready  man  but  a full  and  accurate  one.”  His  enunciation  was  indistinct 
and  he  spoke  slowly.  He  seldom  made  a favorable  impression  on  strangers.  He  had 
formed  very  rigid  notions  with  respect  to  almost  every  social  obligation  and  was 
scrupulously  exact  in  adhering  to  them.  Although  his  exterior  was  gloomy  and 
austere,  his  heart  was  warm  and  generous.  In  him  the  poor  ever  found  a friend  and 
benefactor  ready  by  the  humane  offices  of  his  skill  to  assuage  the  pangs  of  bodily 
disease  or  by  his  beneficient  liberality,  which  sometimes  bordered  even  on  the  munificent, 
to  relieve  them  from  the  equal  pangs  of  poverty. 

Little  is  known  of  the  Baynham  family  in  Mid-Tidewater,  Virginia,  today.  It 
seems  to  have  completely  died  out.  Edmund  Pendleton  mentions  Baynham  in  his 
will  “to  my  physician  five  guineas  to  buy  a rug  or  such  other  memorial.” 

Dr.  Baynham  married  a daughter  of  the  Rev.  John  IMathews.  Their  son,  ^^’illiam 
Armistead  Baynham,  graduated  in  medicine  but  practiced  only  a few  months.  He 
became  a celebrated  Baptist  preacher  and  did  much  good  with  his  inherited  fortune, 
besides  giving  Enon  Church  in  Essex  County  its  brick  building. 

X'othing  remains  to  remind  us  of  this  great  XIX  century  Virginia  surgeon.  One 
wonders  if  any  of  the  magnificent  anatomical  preparations  he  made  for  London 
museums  are  still  in  existence. 


184 


Virginia  Medical  Monthly 


Volume  80, 


SOCIETIES 


The  Alexandria  Medical  Society 

Was  host  at  a joint  meeting  of  the  Arlington,  Fair- 
fax and  Alexandria  Societies  in  Carter  Hall,  Alex- 
andria Hospital,  on  January  15,  at  8 p.m.  Many 
problems  of  local  interest  were  discussed.  It  was 
proposed  and  approved  by  all  present  that  a joint 
committee  be  set  up  as  a 10th  Medical  District  co- 
ordinating group,  for  the  purpose  of  liaison  in  han- 
dling conditions  of  interest  to  the  entire  area. 

For  several  years  the  Alexandria  Society  has  held 
an  annual  Clinic  Day  in  the  Spring.  This  year  it 
will  be  sponsored  jointly  with  the  other  societies 
in  the  10th  District.  Many  able  speakers  are  invited 
and  much  worthwhile  material  is  presented.  It  is 
hoped  to  have  a large  attendance. 

Fourth  District  Medical  Society. 

At  the  annual  meeting  of  this  Society,  Dr.  Edith 
iMiller  of  Petersburg  was  elected  president;  Dr.  H. 
B.  Showalter,  Kenbridge,  and  Dr.  Lee  Scott  Barks- 
dale, Hopewell  (Dr.  Barksdale  has  since  died)  as 
vice-presidents;  Dr.  James  A.  Thweatt  of  Petersburg 
was  re-elected  secretary-treasurer;  and  Dr.  Tyree 
Finch  of  Farmville  was  named  chairman  of  the 
Steering  Committee.  Several  counties  turned  in  names 
of  their  delegates  and  alternates  to  The  State  So- 
ciety meeting  to  be  in  Roanoke. 

The  Societ}’  has  a Grievance  Committee  of  the 
Petersburg  Medical  Faculty  and  is  in  process  of 
setting  up  an  Emergency  Call  Service  in  Petersburg. 

The  James  River  Medical  Society 

Held  the  election  of  officers  at  a meeting  on  Jan- 
uary 14  at  the  Hotel  William  Erank  at  Eork  Union. 
Those  elected  are:  President,  Dr.  William  S.  Lloyd, 
Goochland;  vice-president,  Dr.  A.  C.  Whitley,  Pal- 
myra; and  secretary-treasurer,  Dr.  J.  H.  Yeatman, 
Fork  Union. 

Albemarle  County  Medical  Society. 

.^t  the  meeting  of  this  Society  on  January  8,  Dr. 
E.  D.  Davis  of  Crozet  was  elected  president  for  the 
current  year  and  Dr.  Armistead  P.  Booker  was  re- 
elected secretary-treasurer.  Dr.  Byrd  S.  Leavell  of 


the  University  of  Virginia  was  named  vice-president. 
Dr.  J.  G.  Bruce,  Jr.,  of  Gordonsville,  and  the  presi- 
dent, Dr.  Davis,  were  named  as  representatives  to 
attend  the  Rural  Health  Conference,  sponsored  by 
the  Council  on  Rural  Health  of  the  American  Med- 
ical Association,  to  be  held  in  Roanoke,  Eebruary 
27-28.  Dr.  Vincent  W.  Archer  of  the  University  and 
Dr.  Thomas  S.  Edwards  of  Charlottesville  were 
named  as  the  Society’s  representatives  to  the  annual 
Public  Relations  Conference  of  the  State  Society 
to  be  held  at  Hotel  Roanoke,  January  29. 

Warwick-Newport  News  Medical  Society. 

At  the  regular  monthly  meeting  of  this  society  at 
the  Warwick  Hotel,  Newport  News,  on  January  13, 
the  speaker  was  Dr.  Ed.  Levy,  clinical  pathologist 
at  the  Norfolk  General  Hospital.  His  topic  was 
“Recent  Advances  in  Diagnosis  and  Management  of 
the  Blood  Dyscrasias”. 

Dr.  O.  Watts  Booth  is  president  of  this  society, 
and  Dr.  O.  Ward  Anderson,  Jr.,  secretary-treasurer. 

Lynchburg  Academy  of  Medicine. 

At  the  regular  monthly  meeting  of  the  Academy 
on  January  12,  at  the  Lynchburg  General  Hospital, 
Dr.  J.  H.  Allan,  professor  of  Orthopedics,  at  the 
University  of  Virginia  was  the  guest  speaker,  his 
subject  being  “Cervico-brachial  Pain.”  Dr.  P.  G. 
Hundley  was  elected  to  honorary  membership.  The 
secretary  named  for  1953  is  Dr.  Frank  N.  Buck, 
and  assistant  secretary  is  Dr.  Richard  Hawkins. 
Both  are  of  Lynchburg. 

Richmond  Academy  of  Medicine. 

At  the  meeting  on  February  10,  the  Section  on  the 
History  of  Medicine  was  host  to  the  general  mem- 
bership of  the  Academy,  and  the  members  and  their 
wives  were  guests.  The  program  included  a paper 
on  “Osier  and  Welch — Founders  of  Modern  Amer- 
ican Public  Health”  by  Dr.  Huntington  Williams, 
Commissioner  of  Health  from  Baltimore,  and  “The 
Exodus  of  Southern  Medical  Students  from  Philadel- 
phia in  December  1859”  by  Dr.  Thomas  W.  Murrell, 
Sr.,  of  Richmond. 
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NEWS 


Dr.  H.  C.  Rucker,  Virginia’s  Representative. 

Dr.  H.  Cowles  Rucker  of  Mattoax  has  been  ap- 
pointed by  Governor  Battle  as  Virginia’s  guest  of 
honor  at  the  Western  Hemisphere  Conference  to  be 
held  in  conjunction  with  the  World  Medical  Asso- 
ciation in  Richmond,  April  23-25.  This  meeting  is 
to  mark  the  diamond  anniversary  of  the  progress 
of  medicine,  and  each  State  has  been  invited  to  desig- 
nate some  doctor  now  in  practice  who  is  approxi- 
mately seventy-five  years  of  age.  Dr.  Rucker  will 
be  just  seventy-five  and  was  several  years  ago  honored 
by  the  people  in  his  section  for  his  services  in  that 
community. 

Recently  Governor  Battle  asked  each  of  his  fel- 
low-Governors  to  appoint  a physician  who  will  reach 
the  age  of  75  during  1953  to  visit  Virginia  for  this 
meeting  and  tell  of  medical  advances  that  have 
taken  place  during  his  lifetime.  The  invitation  in- 
cluded the  physician’s  wife. 

At  the  Richmond  conference,  guests  will  be  greeted 
by  Dr.  Louis  H.  Bauer,  president  of  the  American 
iMedical  Association,  and  by  leaders  of  Latin  Amer- 
ican medical  societies.  Besides  scientific  sessions,  there 
will  be  opportunities  for  visiting  historic  sites  in 
^hrginia,  including  the  18th  century  Williamsburg 
restoration.  Expenses  of  the  conference,  and  of  guests 
and  delegates,  are  covered  through  a grant  by  A.  H. 
Robins  Co.,  Inc.,  ethical  pharmaceutical  house  found- 
ed in  Richmond  75  years  ago  this  year. 

With  the  appointment  of  Dr.  Rucker,  36  Governors 
have  designated  guests  of  honor  to  the  coming  con- 
ference. 

Some  Objectives  for  1953 

As  recommended  by  Dr.  Louis  A.  Bauer,  Presi- 
dent, A.M.A.  are; 

1.  Work  with  rural  communities  to  establish  fa- 
cilities for  physicians,  so  that  we  shall  have  a 
better  distribution  of  physicians. 

2.  See  that  good  medical  care  for  the  indigent 
is  available  everywhere  just  as  it  is  in  some 
states. 

3.  Extend  public  health  coverage  to  areas  lack- 
ing it. 

4.  Develop  plans  for  the  care  of  the  chronic  in- 
valid. 

5.  Expand  our  voluntary  insurance  program,  not 


only  to  cover  more  persons,  but  to  cover  those 
over  age  65  and  those  suffering  from  illness 
of  long  duration. 

6.  Clean  our  own  house,  by  disciplining  those 
physicians  who  are  tarnishing  the  reputation 
of  the  whole  profession  by  their  unethical  acts 
of  overcharging,  accepting  kick-backs,  and 
making  commercial  arrangements  with  phar- 
macists. 

7.  See  that  the  public  is  protected  so  that  they 
can  always  obtain  the  services  of  physicians. 

8.  Revitalize  our  county  societies  and  make  them 
leaders  in  their  communities  in  all  health  mat- 
ters. 

9.  Inculcate  the  newly  trained  physicians  in  the 
tradition  and  ethics  of  medicine. 

The  Virginia  Radiological  Society 

Will  hold  its  mid-year  meeting  on  Friday  and  Sat- 
urday, April  24  and  25  at  the  Hotel  Roanoke,  Roa- 
noke, Virginia.  The  meeting  will  begin  with  a film 
interpretation  session  Friday  at  8 p.m.  and  will 
continue  through  Saturday  afternoon.  The  feature 
of  the  meeting  Saturday  will  be  an  address  by  Dr. 
Ernest  H.  Wood,  Professor  of  Radiology,  University 
of  North  Carolina,  at  a luncheon  meeting.  There 
will  be  a dinner  Saturday  evening. 

TB  Symposium  for  GP’s  in  Saranac  Lake 

Next  Summer. 

The  Second  Annual  Tuberculosis  Symposium  for 
General  Practitioners  will  be  held  in  Saranac  Lake, 
New  York  from  July  13  through  17,  1953.  It  is 
approved  by  the  American  Academy  of  General 
Practice  for  26  hours  of  formal  credit  for  its  mem- 
bers. The  Symposium  is  sponsored  by  the  Saranac 
Lake  Medical  Society  and  the  Adirondack  Counties 
Chapter  of  the  New  York  State  Academy  of  General 
Practice.  The  registration  fee  is  $40  for  A.  A.  G.  P. 
members  and  $50  for  non-members.  Registration  is 
limited  to  100  doctors. 

Many  physicians  who  attended  last  year’s  sym- 
posium brought  their  families  to  Saranac  Lake.  So 
that  families  might  have  use  of  the  car  to  enjoy 
the  many  recreational  facilities  of  the  Adirondack 
Mountains,  free  bus  transportation  was  provided  for 
physicians  from  Saranac  Lake  to  the  various  meeting 
places.  This  practice  will  be  followed  again  this 
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year.  The  1953  S}mposium  has  been  planned  to 
cover  all  important  aspects  of  pulmonary  tuberculosis 
from  the  General  Practitioner’s  point  of  view. 

Many  of  the  sessions  are  informal  panel  discus- 
sions with  ample  opportunities  for  questions  from  the 
audience. 

The  Symposium  will  be  held  in  various  sanatoria 
and  laboratories  in  the  Saranac  Lake  area.  On 
Monda}',  July  13th  there  will  be  a dinner  for  phy- 
sicians attending  the  course,  their  families  and  the 
faculty.  The  speakers  and  ])anel  members  at  the 
Tuberculosis  SAanposium  will  include  physicians, 
surgeons  and  scientists  from  Saranac  Lake  and  sur- 
rounding areas. 

Complete  information  concerning  this  program  can 
be  obtained  by  writing:  Richard  P.  Bellaire,  IM.D., 
Tuberculosis  Symposium  for  General  Practitioners, 
P.  O.  Box  707,  Saranac  Lake,  New  York. 

“The  Role  of  the  Private  Physician  in  Tu- 
berculosis”. 

This  topic  is  to  be  discu  sed  on  April  9,  at  a con- 
ference to  be  held  in  Washington.  The  program  is 
prepared  especially  for  doctors  in  the  District  of 
Columbia  and  adjoining  counties  in  Virginia  and 
iMarj’land.  Attention  is  called  to  the  program  elab- 
borated  on  page  178,  in  the  article  “Attention,  Gen- 
eral Practitioners  and  Internists”. 

Spring  Congress  in  Ophthalmology.  Otology 
and  Allied  Specialties. 

The  Gill  Memorial  Hospital  of  Roanoke  an- 
nounces its  twenty-sixth  Annual  Spring  Congress  in 
Ophthalmology,  Otology.  Rhinology,  Laryngology, 
Facio-maxillary  Surgery,  Bronchoscopy  and  Esopha- 
goscopy  to  lie  held  in  that  city  April  6 to  11.  The 
lectures  will  be  given  at  the  Patrick  Henry  Hotel 
and  the  ojierations  and  clinical  demonstrations  will  be 
at  the  Gill  Memorial  Hospital.  The  faculty  includes 
between  twenty  and  twent}'-five  specialists  of  prom- 
inence from  various  parts  of  the  L^nited  States, 
with  one  doctor  from  London,  in  addition  to  mem- 
bers of  the  hospital  staff.  There  will  be  a number 
of  commercial  exhibits.  Entertainment  and  trips 
to  points  of  interest  are  to  be  enjoyed  by  the  doctors 
and  ladies  accompanying  them. 

Appointments  to  Medical  Services  in  Peters- 
burg Hospital. 

Eight  physicians  have  been  appointed  chiefs  of 


medical  services  in  the  Petersburg  (Va.)  General 
Hosiptal.  These  were  ajjpointed  according  to  reg- 
ulations of  a joint  commission  for  accreditation  of 
hospitals  and  each  chief  will  be  responsible  for  his 
particular  service.  Those  appointed  are: 

]3r.  William  S.  Grizzard,  obstetrics 
Dr.  Nelson  M.  Smith,  general  surgery 
Dr.  Wm.  B.  Mcllwaine,  III,  pediatrics 
Dr.  Joseph  P.  Whittle,  medicine 
Dr.  Meade  Edmunds,  surgical  specialties 
Dr.  James  H.  Powell,  general  practice 
Dr.  Carroll  A.  Peabody,  radiology 
Dr.  Joseph  R.  McCormick,  pathology 

The  hospital  was  ojtened  on  January  the  16th 
and  has  been  practically  filled  ever  since. 

Medical  Orientation  Conferences,  Second 
Army  Area. 

Following  previous  jjolicy,  the  ISledical  Section, 
Second  .Army,  is  taking  the  Medical  Orientation 
Conferences  to  the  field  so  as  not  to  infringe  on  the 
professional  time  of  Reserve  Medical  Officers.  They 
will  lie  conducted  on  weekends  with  a starting  time 
at  1 :30  p.m.  at 

Cleveland March  14 

Cincinnati  March  15 

Philadelphia  March  21 

Pittsburgh  March  22 

Richmond March  28 

Baltimore  March  29 

Dr.  Clyde  H.  Dougherty, 

Hopewell,  has  been  made  medical  advisor  to  the 
Hopewell  Emergency  Crew,  succeeding  Dr.  Lee 
Scott  Barksdale,  deceased. 

Dr.  Forrest  M.  Swisher, 

Of  the  Anderson  Clinic,  .Arlington,  has  success- 
fully passed  the  examination  for  certification  by  the 
American  Board  of  Orthopedic  Surgery  and  is  now 
a diplomate  of  that  Board. 

Dr.  S.  G.  Miller, 

Formerly  of  Nelson  County,  Virginia,  but  who 
had  practiced  in  Covington  since  1940,  has  accepted 
a position  on  the  staff  of  Grace  Hospital  Banner 
Elk,  N.C.,  and  entered  upon  his  duties  there  on 
February  1. 

Dr.  William  Meyer, 

Herndon,  has  been  elected  illustrious  potentate 
of  Kena  Temple,  .Ancient  .Arabic  Order  of  the  Nobles 
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of  the  Mystic  Shrine  of  Nortliern  Virginia,  to  serve 
for  the  year  1953. 

Richmond  Eye  Hospital. 

Dr.  Rudolph  C.  Thomason  has  been  re-elected 
president  of  the  Board  of  Directors  of  this  hospital. 
Other  officers  of  the  Board  are  Dr.  B.  Randolph  Well- 
ford  and  Dr.  L.  Benjamin  Sheppard  vice-presidents, 
and  Mr.  Nathan  Bushnell,  III  as  secretary-treasurer. 
Other  Board  members  are:  H.  Harry  -Augustine,  Dr. 
John  Burke  of  Washington,  George  E.  Haw,  Dr.  S. 
M.  Cottrell,  Dr.  W.  Wallace  Gill,  Dr.  E.  Trible  Gate- 
wood  and  Dr.  Edwin  D.  Vaughan  (new  member). 
During  the  meeting  the  Board  confirmed  the  elections 
of  the  Hospital’s  medical  staff:  Dr.  Edwin  Vaughan, 
chairman;  Dr.  Edgar  Childrey,  Jr.,  chairman-elect; 
Dr.  Edmund  LaPrade,  recording  secretary;  and  Mr. 
Bushnell  corresponding  secretary. 

The  American  Congress  of  Physical  Med- 
icine and  Rehabilitation 

Will  hold  its  annual  scientific  and  clinical  session 
-August  31,  September  1,  2,  3 and  4,  1953  inclusive, 
at  the  Palmer  House,  Chicago,  111.  -All  sessions 
will  be  open  to  members  of  the  medical  profession 
in  good  standing  with  the  American  Aledical  -Asso- 
ciation. 

In  addition  to  the  scientific  sessions,  annual  in- 
struction seminars  will  be  held.  These  lectures  will 
be  open  to  physicians  as  well  as  to  therapists,  who 
are  registered  with  the  -American  Registry  of  Physical 
Therapists  or  the  American  Occupational  Therajiy 
-Association. 

Full  information  may  be  obtained  by  writing  to  the 
executive  offices,  American  Congress  of  Physical 
IMedicine  and  Rehabilitation,  30  North  Michigan 
-Avenue.  Chicago  2,  Illinois. 

Mr.  Don  E.  Gilliland, 

W’yeth  district  sales  manager  of  the  St.  Louis 
territory  for  the  past  five  years,  has  been  appointed 
division  sales  manager  of  that  Company  at  Cleveland. 
He  has  been  with  Wyeth  eight  years,  starting  as  a 
special  representative  in  the  biological  and  allergen 
promotion  field. 

The  Postgraduate  Course  in  Diseases  of 
the  Chest, 

Sponsored  by  tbe  American  College  of  Chest  Phy- 
sicians, Pennsylvania  Chapter  and  the  Laennec  So- 
ciety of  Philadelphia,  will  be  presented  at  the  Belle- 


vue-Stratford Hotel,  Philadelphia,  March  23-27, 
1953.  This  course  will  emphasize  the  recent  devel- 
opments in  all  aspects  of  the  diagnosis  and  treatment 
of  cliest  disease,  and  is  open  to  all  physicians;  how- 
ever, the  numl)er  of  registrants  will  be  limited. 

Tlie  tuition  fee  is  $50  and  applications  will  be 
accejfied  in  the  order  in  which  they  are  received. 
This  course  has  been  approved  for  credits  ljy  the 
-American  Academ}-  of  General  Practice.  Applica- 
tions should  be  sent  to  the  Executive  Director,  Amer- 
ican College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  1 1 , Illinois. 

Have  You  Contributed? 

Referring  to  the  National  Fund  for  Medical  Ed- 
ucation, to  which  the  American  Aledical  Education 
Foundation  of  the  A.M.-A.  is  contributing.  President 
Eisenhower,  one  of  the  founders  of  the  Fund,  re- 
cently said : 

“Private  support  of  higher  education  in  America 
is  fundamental  to  the  democratic  tradition.  Amer- 
ican business  must  assume  a greater  share  of  the 
operating  costs  of  our  institutions  or  they  shall  have 
no  recourse  but  to  Federal  subsidy — a perilous  alter- 
native. 

“The  nation’s  79  medical  schools  are  the  keystones 
of  national  health  and  prime  factors  in  our  ability 
to  maintain  production  levels  and  man  our  armed 
.services. 

“They  must  not  be  prevented,  because  of  financial 
stress,  from  meeting  these  responsibilities.” 

Remember  these  words,  and  get  your  contribution 
in  to  the  American  Medical  Education  Foundation. 

Symposium  on  Stress. 

The  Division  of  Medical  Sciences  of  the  National 
Research  Council  and  the  Army  Medical  Service 
Graduate  School,  Walter  Reed  Army  Medical  Center, 
will  sponsor  jointly  a Symposium  on  Stress  on  March 
16-18,  at  the  Sternberg  Auditorium,  of  the  -Army 
Medical  Service  Graduate  School,  Washington,  D.C. 

The  American  Goiter  Association 

W'ill  hold  its  1953  meeting  in  the  Drake  Hotel, 
Chicago,  May  7,  8 and  9.  The  program  will  consist 
of  papers  and  discussions  dealing  with  goiter  and 
other  diseases  of  the  thyroid  gland.  Dr.  Claude  J. 
Hunt  of  Kansas  City,  Mo.,  is  president.  Otlier  in- 
formation may  be  obtained  from  Dr.  George  C.  Shi- 
vers, corresponding  secretary,  100  East  Saint  A'rain 
Street,  Colorado  Springs,  Colorado. 
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For  Sale  to  Settle  an  Estate. 

Mobile  X-Ray  Department.  Sacrificed  at  $1,500.00 
1 — G.E.  Model  D X-Ray  Unit  like  new;  1 — 14x17 
Cassette  good  par  speed  screens;  1 — 8x10  Cassette 
good  par  speed  screens;  1 — Portable  Buck;  1 — Flu- 
orescent Illuminator;  1 — Kodak  safe  light;  1 — 3-gal. 
three  compartment  Developing  tank,  and  interval 
timer. 


Also  1- — Scanlan-Morris  Battery  Sterilizer  con- 
sisting of;  Autoclave  12x24;  Water  Sterilizers  (Hot 
and  cold)  5-gal.  capacity;  Instrument  & Utensil 
Sterilizer  20x24;  Electrically  operated  on  230  v. 
Power.  Good  condition — approximately  twelve  to 
fifteen  years  old.  $500.00.  Write  Mrs.  R.  C.  Fravel, 
Woodstock,  Va. 


OBITUARIES 


Dr.  Lee  Scott  Barksdale, 

Prominent  physician  of  Hopewell,  died  January 
28  in  a Richmond  Hospital.  He  was  a native  of 
Petersburg  and  forty  years  of  age.  He  graduated 
in  medicine  from  the  Medical  College  of  Virginia 
in  1937,  later  taking  up  post-graduate  work.  He 
served  as  health  officer  in  Hopewell  in  1939  and 
after  a time  entered  private  practice.  Dr.  Barksdale 
served  in  the  Navy  Medical  Corps  for  three  and  a 
half  years  and  was  discharged  witli  the  rank  of 
lieutenant-commander.  He  was  a member  of  The 
Medical  Society  of  Virginia  and  interested  in  med- 
ical affairs  of  his  section.  He  is  survived  by  his 
wife  and  a son. 

Dr.  John  Gibson  Davis, 

Oldest  practicing  physician  of  Roanoke,  died  Feb- 
ruary 1,  at  the  age  of  89.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  the  class  of  1885 
and  was  a member  of  the  first  class  to  take  the  State 
Board  of  Medical  Examiners.  After  practicing  in 
West  Point  and  at  Boones  Mill,  Dr.  Davis  located 
in  Roanoke  in  1905  where  he  had  since  made  his 
home.  He  had  five  sons,  a granddaughter,  a grand- 
son and  a brother  who  were  all  graduates  of  the 
Medical  College  of  Virginia.  He  had  been  a member 
of  The  IMedical  Society  of  Virginia  since  1914. 

Dr.  William  Walker  Robertson, 

Danville,  believed  to  be  the  oldest  physician  in 
that  section,  died  January  19,  at  a local  hospital, 
where  he  had  been  a patient  for  three  years.  He 
graduated  from  the  former  College  of  Physicians 
and  Surgeons  of  Baltimore  in  1890  and  practiced  for 
a number  of  years  in  Pittsylvania  County  before 
locating  in  Danville  in  1921,  where  he  practiced  for 
some  years  before  retiring.  He  had  been  a member 
of  The  iMedical  Society  of  Virginia  since  1891.  A 


son,  Dr.  E.  B.  Robertson  of  Danville,  survives  him. 

Dr.  John  Marion  Love. 

The  following  resolutions  were  presented  at  the 
regular  business  meeting  of  the  Norfolk  County 
Medical  Societx'  January  5,  1953; 

Dr.  John  M.  Love  was  born  in  Petersburg,  Virginia, 
and  died  at  his  home  in  Norfolk,  December  6,  1952,  74 
years  of  age,  following  a short  illness.  After  his  grad- 
uation from  Hampden-Sydney  College  and  Johns  Hopkins 
University  he  spent  considerable  time  studying  in  the 
European  Clinics  and  post  graduate  work  in  eye  pathology 
at  Harvard  University.  He  began  his  practice  in  Nor- 
folk and  later  volunteered  his  services  in  World  War  I 
and  was  sent  overseas  with  the  United  States  Army.  After 
his  discharge  from  the  Army  he  continued  the  practice  of 
his  specialty  with  the  Veterans’  Administration  until  he 
retired  a few  years  ago  because  of  age  requirements. 

He  was  a member  of  the  American  Medical  Association, 
The  Medical  Society  of  Virginia,  the  Norfolk  County  Med- 
ical Society  and  the  Tidewater  Ophthalmological  and  Oto- 
laryngological  Society. 

He  will  be  remembered  by  the  members  of  the  profession 
for  his  high  sense  of  honor,  integrity  and  ethical  stand- 
ing. 

We  ask  that  this  memorial  be  inscribed  in  the  minutes 
of  the  Society  and  a copy  sent  to  the  Virginia  Medical 
Monthly  and  to  the  family. 

(Signed)  J.  Warren  White,  Chairman 
W.  L.  Harris, 

F.  O.  Fay. 

Dr.  George  Howard  Salomonsky, 

Retired  Veterans  Administration  physician,  died 
February  5 at  a hospital  in  Roanoke.  He  was  forty- 
nine  years  of  age  and  a graduate  from  the  (Medical 
College  of  Virginia  in  1931.  He  was  chief  of  the 
professional  section  Roanoke  regional  office  of  the 
VA  from  March  1948  until  his  retirement  last  June. 
He  was  recently  awarded  the  Citizens  Salute  of  the 
Disabled  American  Veterans  for  his  services  to  vet- 
erans. He  is  survived  by  his  wife  and  two  children. 


TIPS 


Serving  The  Medical  Profession  of  Virginia 

RICHMOND  SURGICAL  SUPPLY  COMPANY 


10  WEST  GRACE  STREET 


RICHMOND,  VIRGINIA 


It’s  a true  tilt  table  unit... no 
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The  uncomplicated  nutritional  progress*  of 
infants  fed  Lactum®  speaks  for  its  sound  ration- 
ale.  Lactum  is  a liquid  formula  made  from 
whole  milk  and  Dextn-Maltose®  . . . dis- 
tinguished by  a generous  protein  content  and 
balanced  proportions  of  fat  and  carbohydrate. 
When  Lactum  is  fed  in  the  suggested  amounts, 
the  infant  receives  the  Recommended  Daily 
Allowance  of  protein  with  an  additional  mar- 
gin of  safety. 

Lactum  is  convenient  and  easy  to  prepare — 
simply  mix  equal  parts  of  Lactum  and  water 
for  a formula  supplying  20  calories  per  fluid 
ounce. 

1.  Frost.  L.  H..  and  Jackson,  R.  L.:  J.  Pediat.  39:  585'592.  1951. 
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GUEST  EDITORIAL 

The  World  Medical  Association 
First  Western  Hemisphere  Conference 

The  World  Medical  Association  in  collaboration  with  the  Pan  American  Medical 
Association  will  hold  its  First  Western  Hemisphere  Conference  at  Richmond, 
Virginia,  April  22-25,  1953.  It  will  offer  the  members  of  the  United  States  Committee 
an  opportunity  to  get  together  in  this  country  with  foreign  representatives. 

The  theme  of  the  meeting  will  be  “75  Years  of  Medical  Progress.”  There  will  be 
panel  discussions  on  the  outstanding  advances  in  medicine  during  the  last  75  years; 
and  a discussion  of  differences  and  similarities  in  medical  practice  in  Latin  America 
and  the  United  States.  A representative  from  each  Latin  American  country  has  been 
invited  to  attend. 

Papers  will  be  prepared  by  outstanding  specialists  and  a general  practitioner  in  all 
the  fields  of  medicine.  These  papers  will  be  published  in  one  volume. 

On  Wednesday  afternoon,  .^pril  22nd,  there  will  be  a program  devoted  to  problems 
of  the  World  Medical  Association.  All  members  of  the  United  States  Committee  are 
invited. 

On  Thursday,  April  23rd,  there  will  be  panel  discussions  and  a general  session 
summing  up  the  panel  discussions.  This  will  be  followed  by  a tour  of  Richmond,  a 
reception  and  buffet  supper. 

On  Friday,  April  24th,  there  will  be  further  panel  discussions,  a reception  and  a 
dinner  meeting  followed  by  reports  of  the  panel  discussions  and  entertainment.  A 
guest  speaker  will  make  an  address  on  a medical  topic  of  international  importance. 

On  Saturday,  April  25th,  there  will  be  a tour  to  Williamsburg,  a national  shrine  of 
the  early  days  of  the  country. 

All  this  is  made  possible  by  the  courtesy  of  the  A.  H.  Robins  Company,  which  is 
underwriting  the  costs  of  the  meeting. 

An  evening  session  will  be  devoted  to  problems  of  The  World  Medical  Association, 
as  they  pertain  to  the  component  members  in  the  Western  Hemisphere.  Members  of 
the  United  States  Committee  are  invited  to  attend  this  meeting. 

The  World  Medical  Association  is  an  organization  of  national  medical  associations 
of  43  countries.  It  is  devoted  to  advancing  the  standards  of  medical  education  and 
medical  care  on  a world  basis.  It  effects  liaison  among  the  physicians  of  the  free 
world  and  it  is  the  only  organization  which  can  speak  for  the  practicing  physician  from 
the  standpoint  of  free  enterprise  before  other  international  organizations  (not  devoted 
to  a particular  phase  of  medical  science).  More  and  more  problems  in  health  and 
medicine  are  being  discussed  and  decided  on  an  international  level.  Without  The 
World  Medical  Association,  these  problems  will  be  considered  only  from  the  govern- 
mental viewpoint. 

The  other  international  organization  particularly  concerned  with  health  and  medicine 
is  the  World  Health  Organization  which  is  a branch  of  the  United  Nations,  represent- 
ing governments  in  the  field  of  health  and  medicine,  more  particularly  public  health, 
and  is  supported  wholly  by  government  funds. 
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The  World  Medical  Association  on  the  other  hand  represents  the  doctors  of  the 
world,  is  non-governmental  and  is  supported  by  dues  and  contributions. 

While  no  individual,  but  only  national  association  memberships  are  possible  in  The 
World  Medical  Association,  itself,  individual  memberships  are  available  in  the 
United  States  Committee,  Inc.  This  is  a non-profit  corporation.  Organizational  and 
individual  memberships  may  be  had.  All  dues  and  contributions  are  exempt  from 
income  tax.  The  United  States  Committee  has  guaranteed  to  underwrite  certain  ex- 
penses of  the  Association,  including  support  of  the  headquarters,  publication  of  the 
quarterly  Bulletin  and  some  of  the  Council  expenses.  All  members  of  the  Committee 
are  entitled  to  the  Bulletin,  all  other  publications  of  the  Association,  assistance  in 
making  medical  tours  in  other  countries,  and  may  attend  the  General  Assemblies  of 
the  Association  as  Observers. 

The  General  Assemldy  meets  annually,  usually  in  a different  country  each  year. 
It  is  a sort  of  House  of  Delegates.  The  interim  governing  body  is  the  Council,  com- 
posed of  the  President,  the  President-Elect,  the  Treasurer  and  ten  elective  members. 
The  Council  is  comprised  of  men  of  different  nationalities — the  President  from  Greece, 
the  President-Elect  from  Holland,  the  Treasurer  from  Switzerland  and  the  elective 
members  are  as  follows: 

Two  from  the  United  States; 

One  each  from  Australia,  Belgium,  Cuba,  France,  India,  Spain,  Sweden  and  the 
United  Kingdom. 

The  Council  meets  twice  a year. 

The  -Association  has  undertaken  a number  of  .studies,  such  as: 

Undergradute  Medical  Education 
Postgraduate  Medical  Education 
Status  of  the  Aledical  Profession 
Hospitals 

.Availability  of  Certain  Pharmaceuticals  and  Biologies 
Social  Security  as  it  Affects  Medical  Practice 

International  Code  of  Aledical  Ethics,  including  a modified  Hippocratic  Oath 
.A  Statement  on  the  Medical  .Aspects  of  Social  Security  to  Combat  the  Propositions 
of  the  International  Labour  Organization 

In  .August  1953,  the  .Association  will  sponsor  the  First  World  Conference  on  Med- 
ical Education,  which  will  be  held  in  London,  immediately  preceding  the  7th  General 
Assembly  of  the  .Association,  which  will  be  held  at  The  Hague.  This  will  be  the  first 
time  such  a conference  has  been  held  on  a global  basis.  The  scope  of  the  Conference 
will  be  limited  to  Undergraduate  Aledical  Education.  The  four  main  themes  are: 
Requirements  for  Entr}’  into  Aledical  Studies,  including  the  Selection  of  Students, 
The  .Aims  and  Content  of  the  Medical  Curriculum, 

Teaching  Methods  and  Techniques, 

The  Concepts  and  Place  in  the  Curriculum  of  Preventive  and  Social  Medicine. 

The  World  Medical  .Association  has  shown  that  doctors  the  world  over  have  similar 
problems,  differing  only  in  degree,  and  that  they  think  alike  about  these  problems, 
differing  only  as  to  detail. 

The  Association  needs  your  support.  Further  information  may  be  obtained  from 
the  Secretariate,  2 East  103rd  Street,  New  A"ork  29,  New  A’ork. 

Louis  H.  Bauer,  M.D.,  Secretary-General, 
The  World  Medical  .Association. 


April,  1953 


Virginia  Medical  Monthly 


191 


MEDULLARY  NAILING  IN  FRACTURES* 


Wm.  Minor  Deyerle,  M.D.,  F.A.C.S., 

Richmond,  Virginia 


The  principle  of  medullary  fixation  of  fractures 
was  first  published  by  Nicolaysen  in  1897^.  The 
next  published  report  was  by  Delbat  in  1906®.  Lam- 
botte  in  1910^  reported  a fractured  clavicle  he  had 
treated  by  this  method  in  1907.  All  of  these  surgeons 
used  thin  nails.  Hey  Groves  in  1916  first  introduced 
the  use  of  heavy  nails  that  filled  the  medullary 
cavity. 

The  advent  of  sulfonamides  and  improvement  in 
the  metal  revived  interest,  and  in  1937'*  Rush  began 
reporting  the  use  of  flexible  rods  as  a means  of  fix- 
ation. In  1940®  Kuntschner  reported  his  first  re- 
sults. It  was  following  these  reports,  with  the  advent 
of  the  antibiotics,  that  the  procedure  became  more 
popular.  In  January  1951,®  a committee  of  the 
American  Academy  of  Orthopaedic  Surgeons  reported 
the  end  results  of  700  cases  of  medullary  nailing  of 
fractured  femurs  performed  by  orthopaedic  surgeons 


useful  in  femoral  fractures  from  2 inches  below  the 
lesser  trochanter  to  4 inches  above  the  adductor 
tubercle.  In  this  area  it  may  be  used  as  the  only 
means  of  immobilization  and,  therefore,  allow  early 
e.xercise  of  the  muscles  and  adjacent  joints.  Elim- 
ination of  the  need  for  casts,  traction  and  other  ex- 
ternal immobilization  has  the  following  advantages: 

1.  It  allows  physiologic  muscle  tone  to  exert  con- 
tact compression  of  the  fractured  fragments 
while  position  is  maintained. 

2.  Solid  union  is  more  assured. 

3.  Early  ambulation. 

4.  Shorter  hospitalization. 

5.  Shorter  disability. 

6.  Less  permanent  disability. 

7.  Psychologically  another  distinct  advantage  is 
observed.  This  is  a feeling  of  well  being  ex- 
perienced by  these  patients  and,  not  uncom- 


Fig.  1.  From  top  to  bottom  are  illustrated : A.  Driver ; B.  Extractor ; C.  Reamer  and  hacksaw. 
On  the  left  are  the  various  types  of  nails 


over  the  entire  country.  The  results  of  this  report 
were  so  excellent  that  the  method  is  firmly  established 
as  an  efficient  method  of  treating  femoral  fractures. 

This  paper  is  based  on  66  cases.  The  longest 
follow-up  is  5 years.  Medullary  nailing  is  especially 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  at  Richmond,  September  28 — October  1,  1952. 


monly,  by  their  orthopaedic  surgeons.  This 
has  been  referred  to  as  “Medullary  Nail 
Euphoria”. 

The  technique  of  the  operation  requires  especially 
made  nails — Figure  1.  It  is  necessary  that  these  be 
of  various  sizes  and  that  the  proper  size  be  selected. 


192 


Virginia  Medical  Monthly 


Volume  80, 


It  is  also  very  important  to  have  the  special  instru- 
ments for  driving  and  extraction,  as  there  are  records 
of  these  nails  having  become  lodged  in  the  medullary 
cavity  and  defeat  all  efforts  at  extraction.  The  size 
of  the  nail  should  be  determined  prior  to  operation 
by  x-ray  and  actual  measurement.  Measure  the  dis- 
tance from  the  top  of  the  greater  trochanter  to  the 
middle  of  the  patella  and  add  3 cm.  to  allow  the 
end  to  protrude  for  extraction. 

The  patient  is  placed  on  his  side  with  the  injured 
extremity  up — Figure  2.  The  leg  is  flexed  on  the 
body  and  is  slightly  adducted  in  order  to  make  the 
top  of  the  greater  trochanter  more  accessible.  The 
patient  is  held  in  this  position  with  sand  bags  or, 
at  times,  they  can  be  strapped.  Operative  exposure 
is  obtained  by  2 incisions.  One  about  4 inches  long 
over  the  fracture  site  and  the  other  approximately 
2 inches  long  over  the  greater  trochanter. 


Fig.  2.  Patient  placed  on  the  ride  with  the  injured  leg  up, 

hip  and  knee  flexed. 

A.  Nail  being  driven. 

B.  Nail  in  place. 

The  diameter  should  always  be  checked  at  the 
time  of  operation  by  introducing  the  nail  into  the 
fractured  fragments  a short  distance  above  and  below 
the  fracture.  -A.  snug  fit  is  desirable,  but  most  of 
the  difficulties  are  encountered  when  the  nail  is  too 
large.  The  average  diameter  is  10  mm.,  but  do  not 
hesitate  to  use  9 mm.  if  it  is  a safer  fit.  Occasionally 
it  is  necessary  to  ream  out  the  fracture  site  to  get 
rid  of  any  obstruction.  This  is  especially  true  in 
old  fractures  or  nonunion.  The  nail  is  driven  through 
a small  opening  in  the  top  of  the  greater  trochanter 
very  slowly  and  cautiously  until  the  end  of  the  nail 
appears  at  the  fracture  site.  In  driving  always  be 


sure  to  use  light  strokes  and  check  to  be  certain 
that  the  nail  is  not  becoming  lodged  too  tightly.  It 
is  better  to  occasionally  use  the  extractor  to  deter- 
mine if  the  nail  can  be  extracted  following  every 
2 to  3 strokes. 

I have  never  had  a nail  become  irretrievably 
lodged  in  a medullary  cavity,  but  I still  feel  safer 
with  the  hack  saw  in  the  sterile  setup.  When  the 
nail  can  be  seen  at  the  fracture  site  it  is  then  reduced 
and  held  in  place  with  a Lowman  bone-holding 
clamp,  or  by  manual  means,  and  the  nail  driven 
across  the  fracture  site  and  on  down  until  the  lower 
end  of  the  nail  is  even  with  the  adductor  tubercle. 
In  comminuted  fractures  the  fragments  may  be  held 
to  the  distal  or  proximal  bone  by  screws  or  wire. 
Screws  make  a firmer  fixation.  It  is  not  necessary, 
nor  is  it  desirable,  to  screw  the  comminuted  frag- 
ment to  both  of  the  larger  fractured  ends.  Before  clos- 
ing, always  get  lateral  and  AP  x-rays  that  include 
the  knee  joint.  This  will  avoid  driving  a nail  into 
the  joint,  which  is  a complication  that  has  been  re- 
ported. The  distal  end  of  the  nail  should  be  even 
with  the  adductor  tubercle.  It  is  ideal  to  have 
approximately  3/4  inch  of  the  nail  protruding  above 
the  greater  trochanter  to  retract  the  nail,  if  necessary, 
later. 

Case  Xo.  1.  My  first  femoral  case  was  done 


Fig.  3.  Case  No.  1.  Non-union,  2 years  duration  : one  previous 
bonegraft  failed. 
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July,  1948.  It  was  a nonunion  of  the  femur  of  2 
years  duration— Figure  3.  The  patient  had  had 
adequate  immobilization  in  plaster  for  appro.ximately 
4 months,  followed  by  a bonegraft.  This  was  done 
approximately  9 months  before  I saw  the  patient. 
The  bonegraft  was  also  followed  by  adequate  im- 
mobilization, but  the  fracture  failed  to  unite.  At 
the  time  of  my  examination  there  was  marked  atrophy 
of  the  leg  with  a stiff  knee  as  a result  of  the  continued 
immobilization  in  plaster.  I had  the  brace  maker 
prepare  2 stainless  steel  rods.  The  smaller  one  pro- 
duced a snug  fit  and  there  was  good  immobilization. 
The  fractured  ends  were  step-cut  and  iliac  bone 
was  used  to  supplement  the  rigid  fixation  supplied  by 
the  rod.  The  patient  was  discharged  at  the  end  of 
2 1/2  weeks  on  crutches,  with  no  cast  or  brace. 
He  had  full  weight  bearing  at  6 months — Figure  4 
- — and  the  nail  was  removed  under  local  anesthesia 
at  9 months.  The  patient  at  this  time,  is  working 
as  a heavy  laborer  in  a barrel  stave  mill. 


Fig.  4.  Case  No.  1.  Solid  union  6 months  after  medullary 
nailing  and  iliac  bonegrafts. 


I w'ould  like  to  point  out  that  the  use  of  medullary 
nails  in  femoral  fixation  has  changed  the  require- 
ments for  a satisfactory  bonegraft.  It  was,  at  one 
time,  required  that  the  bonegraft  have  rigidity  and 
osteogenic  properties.  We  can  depend  upon  the  use 
of  the  medullary  pin  for  perfect  rigidity  and  im- 
mobilization and  use  the  osteogenic  iliac  bone  in 
small  grapenut  size  pieces,  which  are  much  more 
osteogenic  than  cortical  bone. 

Case  No.  2.  L.  W.,  28  year  old,  male.  Bilateral 
femoral  fracture.  The  left  leg  was  comminuted  and 


compounded  posteriorly — Figure  5.  Through  a 12 
inch  wound  from  the  gluteal  folds  to  the  popliteal 
sjjace  8 inches  of  femur  was  protruding.  The  pa- 
tient was  treated  for  shock  and  the  compound  fracture 
delirided.  The  5 inch  comminuted  fragment  was 
held  in  place  by  1 oblique  screw  and  a medullary 
nail  was  put  in  place.  This  gave  excellent  immo- 


Fig.  5.  Case  No.  2.  Bilateral  fracture ; left  side  severely  com- 
pounded and  comminuted. 


bilization.  The  wound  was  closed  in  layers.  At 
the  end  of  one  week  the  right  side  was  nailed.  The 
compound  wound  healed  kindly  and  the  patient 
was  discharged  in  a wheelchair  35  days  after  ad- 
mission. He  was  started  on  crutches  1 month  later. 
Both  fractures  were  united  in  163  days  and  Figure  6 
shows  the  fractures  at  7 months. 

Case  No.  3.  P.  M.,  15  year  old,  male.  Fractured 
femur — Figure  7.  Traction  was  applied  initially 


Pie.  6.  Caae  No.  2.  Right  side,  pin  bent  slightly. 
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and  3 manipulations  under  anesthesia  failed  to  give 
a satisfactory  reduction.  medullary  nail  was  in- 
serted and  he  was  discharged  on  crutches  14  days 
later;  20  days  after  admission.  Union  was  solid  in 
59  day- — Figure  8.  He  returned  to  work  with  full 
knee  motion  in  60  da}'s  and  no  jiermanent  disability. 
P'igure  9 shows  the  fracture  at  3 months. 


Fig.  7.  Case  No.  3.  Before  Nailing. 


Fig.  8.  Case  No.  3.  59  days,  well  healed,  full  weight  bearing. 


Fig.  9.  Case  No.  3.  3 months. 

FIFTEEN  FRESH  FEMORAL  FRACTURES 
iNCLUOiNG  FOUR  COMPOUND  FRACTURES 


AVERAGE  AGE  30  YEARS 


Table  1.  The  solid  bar  represents  fresh  femoral  fractures  treated 
by  the  conventional  method  of  traction  and  casts.  The  gray 
bar  represents  fresh  fractures  treated  by  medullary  nailing. 

FOUR  CASES  OF  OLD  NONUNION 
AVERAGE  AGE  42  YEARS 


hospital  stay 


FECoVBEf.T 


SOLID  UNION 


m 179  days 
] 165  days 


I3i  days 


m 17  days 


140  days 


3 257  days 


Following  this  the  method  was  used  on  32  femurs, 
7 of  which  were  old  non-unions  and  4 were  com- 
pound fractures.  All  of  these  cases  united  except  7, 
which  were  done  too  recently  for  follow-up.  The 
control  series  in  both  of  these  charts,  Tables  No.  1 
and  2,  is  represented  by  the  solid  bar.  These  were 
fresh  fractures  treated  by  the  conventional  method 
of  traction  and  casts®. 


'"~y ^ ^ -'rFH  213  days 

Table  2.  The  solid  bar  represents  fresh  femoral  fractures  treated 
by  the  conventional  method  of  traction  and  casts  compared 
with  old  established  nonunions  in  femoral  fractures  shown 
in  gray. 

The  first  graft,  Table  No.  1,  shows  fresh  fractures 
treated  by  medullary  nailing  compared  to  the  con- 
ventional method.  The  second  graft.  Table  No.  2, 
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shows  a comparison  between  fresh  fractures  treated 
by  the  old  method  and  old  established  nonunion 
cases  treated  by  medullary  nailing.  It  can  be  seen 
that  medullary  nailing  in  old  established  nonunion 
cases  compares  favorably  with  fresh  fractures  treated 
by  the  conventional  method.  Medullary  nailing  is 
a very  useful  method  in  many  other  areas  of  the 
body — Table  No.  3. 

Table  No.  3.  Total  Cases  Treated 


Femurs  32 

Fresh  fractures  25 

Established  Non-unions 7 

Humeral  Fractures 6 

Fresh  fractures  5 

Established  Non-unions  1 

Forearm  Fractures  18 

Fresh  fractures  15 

Established  Non-unions 3 

Clavicle  Non-unions 3 

Tibia  2 cases  2 

Compound  1 

Old  Non-union 1 

Knee  Fusion  3 cases 3 

Rotating  Osteotomy  of  Radius 1 

Femoral  Shortening  1 


66 

Case  No.  4.  H.  Y.,  24  year  old,  male.  Compound 
fracture,  both  bones  of  forearm — Figure  10.  The 
compound  wound  was  debrided.  A Steinman  pin 
was  inserted  down  the  ulna  and  a Kirschner  wire 


Figr.  10.  Case  No.  4.  Fracture  both  bones  of  forearm ; ulna 
compounded. 


inserted  into  the  styloid  of  the  radius.  An  incision 
about  2 inches  long  was  used  at  the  fracture  site  to 
reduce  the  fracture.  The  cast  was  removed  and  he 
returned  to  work  in  3 months — Figure  11.  The  pins 
were  removed  1 month  later  and  he  had  almost  com- 
plete motion,  lacking  15  degrees  of  rotation. 

Case  No.  5.  F.  A.,  32  year  old,  female.  Osteo- 
myelitis in  right  humerus  at  the  age  of  5.  As  a 


Fig.  11.  Case  No.  4.  3 months  with  pins;  7 months  pins  out. 


result  the  middle  third  of  the  humerus  was  missing — - 
Figure  12A.  A fibula  graft  with  iliac  chips  was 
step-cut  and  held  in  place  by  a medullary  nail  with 
no  fixation  other  than  a sling.  The  top  portion 
united  but  after  8 months  the  bottom  junction  was 
freshened  up,  iliac  chips  added  and  the  step-cut 
ends  held  together  by  a wire  suture — Figure  12b. 
No  external  immobilization  was  used.  This  united 
and  the  pin  was  removed  9 months  later — Figure  13. 
The  patient  has  excellent  function  and  is  working  as 
a hair-dresser.  Elbow  motion  is  good;  shoulder 
motion  50%  and  still  improving.  Her  hand  has 
normal  motion  and  power. 


Fig.  12.  Case  No.  .5.  a.  Absent  middle  1/3  of  humerus, 
b.  Pin  in  place  after  bone  graft. 

Case  No.  6.  L.  M.,  30  year  old,  male.  Severe 
compound,  comminuted  fracture  upper  third  of  hu- 
merus with  radial  nerve  involvement — Figure  14. 
Wound  debrided  and  sutured.  Side  arm  traction 
applied.  2 weeks  later  a medullary  nail  was  placed 
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Fig.  13.  Case  No.  5.  9 months.  Solid  bone. 

across  the  fracture  and  iliac  bone  added.  The  nerve 
was  sutured  at  this  time.  E.xternal  immobilization 
was  used.  This  united  in  2 months — Figure  15. 
Tendon  transplants  were  done  for  the  wrist  drop. 
He  now  has  a very  useful  arm  with  fair  elbow  and 
shoulder  motion. 


Figr*  14.  Case  No.  6.  Compound  comminuted  fracture. 


Case  No.  7 . R.  J.,  47  year  old,  male.  Charcot 
joint,  disabling  5 years  because  of  instability — Fig- 


Fig.  15.  Case  No.  6.  Good  early  union.  Screws  used  to  hold 
comminuted  fracture  in  place. 


Fig.  16.  Case  No.  7.  Charcot  knee. 


Fig.  17.  Case  No.  7.  Solid  union : 6 months. 
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ure  16.  A knee  fusion  was  done  using  a medullary 
nail  and  a cylinder  cast.  The  cast  was  worn  6 
months,  but  he  was  on  crutches  all  except  2 weeks 
of  this  time.  It  was  united  solidly  at  this  time — 
Figure  17.  He  works  daily  at  heavy  labor. 

All  of  these  cases  united  promptly  except  one. 
This  was  a fracture  of  the  ulna  and  the  head  of  the 
radius  that  required  removal.  The  ulna  was  treated 
by  medullary  nailing.  Although  the  fracture  was 
not  united,  the  pin  was  left  in  place  and  the  patient 
has  worked  daily  for  2 years  as  an  anesthetist.  She 
has  a full  range  of  motion  and  very  few  symptoms. 
Recent  x-rays  reveal  the  fracture  has  united.  I 
think  this  can  be  considered  slow  union  and  a clinical 
good  result  before  union  took  place.  In  some  of 
these  cases,  forearm  and  tibia,  external  fixation  is 
required,  but  the  medullary  nail  helps  prevent  dis- 
placement with  a minimal  disturbance  of  the  cir- 
culation at  the  fracture  site.  This  group  of  66  cases 
all  united.  5 of  these  have  been  done  too  recently 
for  a proper  follow-up.  These  appear  to  be  progress- 
ing satisfactorily. 

Complications 

1 case;  Phlebitis  which  responded  to  treatment. 

1 case:  Nail  driven  into  knee  Joint  after  x-ray 

check.  It  was  retracted  with  no  unto- 
ward effects. 

2 cases:  Nail  bent  slightly.  No  disturbance  of 

function. 


1 case:  Wound  infection.  A compound  double 
fracture  of  the  tibia. 

Summary 

1.  In  the  hands  of  those  experienced  with  the 
technique,  medullary  nailing  is  a useful  ad- 
junct in  the  treatment  of  many  fractures  and 

orthopaedic  cases. 

2.  It  is  especially  helpful  in  forearm  and  humeral 
fractures. 

3.  It  is  the  treatment  of  choice  in  most  fractures 
of  the  shaft  of  the  femur. 
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2222  Monument  Avenue. 


Last  Call  for  Palace! 

This  June  may  be  your  last  chance  to  wander  at 
will  through  New  York’s  Grand  Central  Palace! 
The  AMA’s  scientific  and  technical  exhibitions  will 
be  one  of  the  last  of  the  “private”  meetings  to  be  held 
there.  Some  time  in  the  fall  the  Palace  will  be  taken 


over  by  the  US  Bureau  of  Internal  Revenue  for 
office  space.  The  1953  Technical  Exposition  will 
feature  displays  from  more  than  350  manufacturing, 
drug  and  publishing  firms,  while  the  Scientific  Ex- 
hibit will  present  approximately  260  clinical  and 
diagnostic  exhibits. 
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TRENDS  IN  THE  SURGICAL  TREATMENT  OF 
PULMONARY  TUBERCULOSIS— 

A Study  of  106  Cases  of  Pulmonary  Resection* 

E.  C.  Drash,  M.D., 

Thoracic  Surgical  Section,  University  of  Virginia 
Hospital  School  of  Medicine 
and 

Lee  B.  Brown,  M.D., 

Blue  Ridge  Sanatorium, 

Charlottesville,  Virginia 


In  the  past  10  or  12  years,  the  change  in  view- 
point towards  pulmonary  tuberculosis  and  the  change 
in  methods  of  treatment  has  been  striking.  It  has 
long  been  recognized  that  artificial  pneumothorax 
was  a valuable  method  of  treating  pulmonary  tuber- 
culosis. However,  the  obvious  difficulties,  and  dan- 
gerous side-effects  were  tolerated  because  no  better 
method  was  available.  Thoracoplasty  produces 
satisfactory  permanent  collapse,  and  has  resulted  in 
the  arrest  of  disease  in  thousands  of  patients.  How- 
ever, it  does  not  remove  the  disease.  It  is  possible 
that  neither  of  these  methods  will  ever  be  entirely 
abandoned.  At  the  present  state  of  our  knowledge, 
it  appears  that  pneumothorax  because  of  its  late 
complications  of  unexpandable  lungs,  tuberculous 
empyema,  and  chronic  unhealed  parenchymal  le- 
sions is  better  replaced  with  pneumoperitoneum.  Sim- 
ilarly, in  good  risk  patients  with  small  residual 
lesions,  resection  seems  more  satisfactory  than  tho- 
racoplasty. In  patients  with  far  advanced  disease, 
lobectomy  or  pneumonectomy  may  save  lives  that 
thoracoplasty  could  not  save.  Patients  whose  tho- 
racoplasty failed  to  produce  arrest  of  disease,  may 
frequently  be  salvaged  by  pulmonary  resection. 

To  anyone  who  has  performed  many  thoracoplas- 
ties, the  indirect  effect  of  such  a large  mutilating 
ojaeration  is  to  stimulate  the  surgeon  to  seek  a better 
method.  To  remove  the  diseased  area  has  always 
been  an  attractive  idea,  but  one  that  was  beyond 
reach  until  the  advent  of  the  antibiotics. 

The  large  scale  studies  of  the  Veterans  Administra- 
tion and  independent  investigators  have  well  es- 
tablished the  optimum  dosage  and  prop>er  interval 
of  administration  for  streptomycin  and  PAS  (Para- 
aminosalicylic  acid).  These  drugs  have  vastly  im- 
proved the  outlook  for  the  patient  and  have  brought 
many  patients  (otherwise  hopeless)  to  the  point  where 
surgical  therapy  might  be  applied. 

*Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia  in  Richmond,  September  28-October  1,  1952. 


Certain  factors  in  the  healing  of  tuberculosis  must 
be  considered  in  treating  the  disease  and  in  resect- 
ing infected  pulmonary  tissue. 

Without  streptomycin  and  PAS,  if  a cavity  healed, 
it  almost  invariably  did  so  by  the  blockage  of  its 
bronchial  opening  with  tuberculous  granulation  tis- 
sue. This  often  resulted  in  sound  healing  with  a 
loculated,  inspissated  cavity  containing  live  tubercle 
bacilli.  In  some  cases,  these  blocked  cavities  re- 
mained sealed  off  during  the  life-time  of  the  patient, 
especially  after  proper  collapse  therapy.  Frequently, 
the  sealing  of  the  bronchus  was  insecure,  and  with 
physical  trauma,  or  trauma  due  to  intercurrent  dis- 
ease, the  tuberculous  infection  again  became  active. 

With  the  use  of  streptomycin,  the  tuberculous 
granulation  tissue  at  the  broncho-cavitary  junction 
healed  and  became  covered  with  epithelium.  The 
epithelium  then  spread  into  and  lined  the  inner  walls 
of  the  cavity.  This  resulted  in  a cavity  wall,  in- 
fected with  tubercle  bacilli  but  lined  with  epithelium 
— a situation  in  which  permanent  healing  is  diffi- 
cult. To  complete  the  healing,  so  well  started  by 
streptomycin  and  PAS,  the  residual  lesion  must  be 
resected  in  many  cases. 

The  reported  studies  show  that  with  the  operative 
safety  afforded  by  the  antibiotics,  with  improved 
surgical  methods,  with  expert  anesthesia  and  plentiful 
blood  for  transfusions,  the  more  quiescent  lesions  of 
pulmonary  tuberculosis  can  be  safely  attacked. 

The  present  series  of  106  cases  is  a review  of  the 
work  for  the  last  two  years,  July  1,  1950,  to  June  30, 
1952.  All  of  these  patients  have  been  discharged 
from  the  Sanatorium.  These  cases  are  being  studied 
critically  with  a view  to  selecting  future  cases  with 
greater  knowledge  and  judgment,  and  to  adopt  the 
various  surgical  procedures  accurately  to  the  needs 
of  the  particular  patient.  The  106  cases  comprise 
only  those  cases  which  have  had  pulmonary  tissue 
removed  as  a part  of  their  treatment  for  pulmonary 
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tuberculosis.  Only  these  cases  which  were  observed 
prior  to  operation,  or  postoperatively,  or  both,  at 
one  of  the  state  sanatoria  (Blue  Ridge  Sanatorium) 
are  reported.  Most  of  these  patients  were  admitted 
first  to  Blue  Ridge  Sanatorium,  others  were  sent  di- 
rectly to  the  University  Hospital  from  other  Sana- 
toria, or  from  their  homes,  and  later  followed  at 
Blue  Ridge  Sanatorium.  No  type  of  surgery  other 
than  resection,  is  considered  in  this  study. 

Table  I shows  the  distribution  of  the  patients  in 
age,  sex,  type  of  operation  and  the  use  of  the  drugs. 

The  amount  of  streptomycin  given  is  shown  in 
Table  II. 

The  amount  of  streptomycin  given  pre-operatively 
is  shown  in  Table  II.  Cases  that  receiv'ed  less  than 
10  grams  of  streptomycin  were  arbitrarily  considered 
to  have  had  no  streptomycin.  There  were  68  cases 
who  received  streptomycin  and  5 (7.4%)  developed 
tuberculous  complications.  There  were  26  cases 


According  to  sex,  complications  are  about  twice 
as  frequent  in  males  as  females.  Table  III  shows 
that  there  were  39  males  and  67  females  in  the  series. 
The  usual  sanatorium  population  is  approximately 
45%  male  and  55%  female. 

Table  III 

Relation  of  Sex  to  Complications 

Complications  in  Each  Group 

# % 

10  25.8 

9 13.4 

19  17.9 


Sex  Total  Patients 

# % 

Male  39  36.8 

Female 67  63.2 

Total  106  100.0 


The  indications  for  operation  are  shown  in  Table 
IV.  The  greater  the  extent  of  lung  destruction,  the 
more  radical  the  operation  must  become;  therefore, 
the  patients  who  had  lobectomy  and  pneumonectomy 
were,  in  general,  those  with  far  advanced  disease. 
Many  of  these  would  not  have  been  salvaged  by  the 
older  methods  of  treatment. 


Table  I 

Pulmonary  Resection — 106  Cases 

Pneumonectomy  Lobectomy  Segmental  Wedge  Total 


Total  Patients  29  36  16  25  106 

Men  9 16  7 7 39 

Women  20  20  9 18  67 

Age  15-72  16-70  20-60  16-50 

No  Chemotherapy  12(  + 3)*  12(4-3)*  O(-l-l)*  2(4"!)*  34 

Chemotherapy  14  21  15  22  72 


*Refers  to  cases  who  probably  did  not  receive  streptomycin 


Table  II 

Relation  to  Pre-Op  Streptomycin  to  the 
Incidence  of  Complications 


Amt.  of  Streptomycin 

Number  of  pts. 

Complications 

# 

% 

10-30  Gms. 

43 

6 

14.0 

31-60  Gms. 

25 

2 

8.0 

60  or  more  Gms. 

4 

1 

25.0 

None 

26 

7 

26.9 

Unknown 

8 

3 

37.5 

Totals 

106 

19 

17.9 

who  did  not  receive  streptomycin  and  7 (26.9%) 
developed  tuberculous  complications.  There  were 
almost  four  times  as  many  tuberculous  complications 
in  cases  that  did  not  receive  streptomycin  in  the  pre- 
operative period.  Of  the  26  cases  that  did  not  re- 
ceive streptomycin,  24  (92.3%)  w'ere  pneumonec- 
tomy and  lobectomy  cases.  The  majority  of  all  tu- 
berculous complications  occurred  in  pneumonectomy 
and  lobectomy  cases  as  can  be  seen  in  Table  V. 


Table  IV 

Indication  for  Operation  and  Its  Relationship  to  the 
Incidence  of  Complications. 


Indication  for  Operation 

Total  No.  Cases 

Cases 

with 

Low'er  lobe  cavity  or  residual 

# 

% 

Complications 
# % 

caseous  lesion 

Upper  lobe  cavity  or  resid 

ual 

30 

28.4 

7 

23.J 

caseous  lesion 

25 

23.6 

1 

4.0 

Destroyed  lung  or  lobe  _ 

18 

17.0 

5 

27.8 

Thoracoplasty  failure 

13 

12.3 

2 

15.4 

Tuberculoma 

11 

10.4 

0 

Bronchial  disease 

Giant  upper  lobe  cavity  or 

lesion 

10 

9.4 

2 

20.0 

close  to  mediastinum 

4 

3.8 

2 

50.0 

Other 

5 

4.7 

19 

17.9 

Total 

106 

100 

19 

17.9 

Percentages  in  the  second  vertical  column  are  expressed 
in  terms  of  the  total  of  106  cases.  Percentages  in  the  fourth 
vertical  column  are  expressed  in  terms  of  the  number  of 
cases  comprising  each  indication  listed  with  the  exception 
of  the  lowest  figure  to  which  the  first  statement  applies. 
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The  single  patient  who  developed  a tuberculous 
wound  infection,  did  so  nearly  one  year  after  opera- 
tion. Perhaps  with  a long  post-operative  course  of 
streptomycin  this  might  have  been  avoided. 

Complications  consisted  of  post-operative  spread 
of  disease,  empyema,  bronchopleural  fistula  or  tuber- 
culous wound  infection.  The  incidence  of  these 
complications  is  shown  in  Table  V.  Most  of  these 
patients  made  ultimate  complete  recovery. 


other  sanatoria  to  complete  their  convalescence. 

When  these  figures  are  compared  with  similar 
series  of  cases  in  the  literature  (Table  VIII)  it  can 
be  seen  that  the  mortality  in  this  series  is  extremely 
favorable,  as  is  also  the  percentage  of  complications. 
Most  of  the  patients  with  complications  recovered 
satisfactorily. 

A number  of  other  operative  cases,  still  in  the 
Sanatorium  will  be  included  in  a later  report.  The 


Table  V 
Complications 


Type  of 

Resection 

Pts.  with 
Complications 

Types  of  Complications 

Spread  or 
Exacerba- 
tion 

Empyema 
tbc.  or 

non  tbc. 

Bron- 

cho-pl. 

fist. 

Bron. 

stump 

ulcer 

Tbc. 

wound 

infection. 

Other 

Pneumonectomy 

20.7% 

13.8% 

3.5% 

6.9% 

3.5% 

Cases  (29) 

(6) 

(4) 

(1) 

(2) 

(1) 

Lobectomy 

27.8% 

8.3% 

13.9% 

16.7% 

5.6% 

2.8% 

5.6% 

Cases  (36) 

(10) 

(3) 

(5) 

(6) 

(2) 

(1) 

(2) 

Segmental  Re- 

12.5% 

6.3% 

12.5% 

section  Cases  (16) 

(2) 

(1) 

(2) 

Wedge  Resection 

4.0% 

4.0% 

Cases  (25) 

(1) 

(1) 

Total  Cases 

17.9% 

7.5% 

6.6% 

9.4% 

2.8% 

.9% 

1.9% 

(106) 

(19) 

(8) 

(7) 

(10) 

(3) 

(1) 

(2) 

The  fate  of  the  patients  who  sustained  these 

un-  total  of  the  new 

series  is  already  approximately  50 

toward  effects  is  shown  in  Table 

VI.  Of  the 

19  cases.  In  this  later  series. 

the  morbidity  and  mor- 

patients  who  developed  complications,  four  are  dead,  tality  are  significantly  lower, 
and  four  others  still  have  active  disease.  The  re- 


maining eleven  have  arrested  disease. 

Table  VI 

Complications:  The  End  Results 


Discussion 

A careful  study  of  the  results  and  review  of  the 
x-ray  films  after  the  fate  of  the  patient  was  known, 
has  revealed  certain  facts. 


Type  of  Resection  Total 
Complications 


Pneumonectomy 6 

Lobectomy  10 

Segmental  Resection  2 

Wedge  Resection 1 

Totals  19 


Dead 

Tuberculosis 

Arrest  Active  or  Non- 
Disease  Disease  Tuberculosis 
2 2 2 

6 2 2 

2 
1 

11  4 4 


Table  VII  shows  the  result  of  treatment  on  dis- 
charge from  the  Sanatorium.  It  must  be  noted  that 
not  all  of  these  patients  were  discharged  to  their 
homes.  Some  returned  to  other  Sanatoria  to  complete 
their  cure.  Of  the  entire  group,  27  patients  (25.5%) 
were  reported  as  still  having  active  disease.  Most 
of  this  group  consists  of  those  patients  who  were 
progressing  satisfactorily,  but  were  discharged  to 


ISIost  of  these  patients  received  what  we  now  be- 
lieve was  quite  inadequate  drug  therapy  both  prior 
to  operation  and  postoperatively.  Considering  this, 
the  results  are  remarkably  good. 

We  now  believe  that  a minimum  period  of  3 
months  of  combined  streptomycin  and  PAS  is  ab- 
solutely necessary  in  the  pre-operative  period.  At 
the  present  time,  most  of  our  cases  receive  6 months 
or  more  of  combined  drug  therapy.  A minimum  of 
3 or  4 months  of  combined  drug  therapy  is  essential 
in  the  post-operative  period.  The  amount  of  strep- 
tomycin and  PAS  a patient  should  receive  either  pre- 
operatively  or  post-operatively  is  obviously  a matter 
which  will  vary  with  each  case. 

Most,  but  not  all,  of  the  patients  in  this  series 
were  bronchoscoped.  All  of  them  should  have  had 
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Table  VII 

Result  of  Treatment  on  Discharge  From  Sanatorium 


Type  of 

Arrest  of 

Inactive 

Active 

tbc. 

Non  tbc. 

Resection 

Disease 

Disease 

Disease 

Dead 

Dead 

TOTAL  DEAD 

Pneumonectomy 

62.1% 

3.5% 

24.1% 

6.9% 

3.5% 

10.3% 

Cases  (29) 

(18) 

(1) 

(7) 

(2) 

(1) 

(3) 

Lobectomy 

72.2% 

25.0% 

2.8% 

2.8% 

Cases  (36) 

(26) 

(9) 

(1) 

(1) 

Segmental  Resection 

68.8% 

31.3% 

Cases  (16) 

(11) 

(S) 

Wedge  Resection 

72.0% 

+.0% 

24.0% 

Cases  (25) 

(18) 

(1) 

(6) 

Total 

68.9% 

1.9% 

25.5% 

2.8% 

.9% 

3.8% 

Cases 

(73) 

(2) 

(27) 

(3) 

(1) 

(4) 

Table  VIII 
Comparable  Series 


Author 

Number  of 

Cases 

Total 

# 

Deaths 

% 

Post-Operative 
Mortality 
# % 

Spread  of 
Exacerbation 
# % 

No  Specific 
Chemo- 
Therapy 

Specific 

Chemo- 

Therapy 

Overholt 

___  196 

46 

24 

27 

14 

54 

28 

Sweet 

63 

28 

44 

9 

16 

20 

32 

Moore 

74 

6 

8 

6 

8 

3 

4 

Day 

202 

25 

12 

14 

7 

25 

12 

Present  Study  34 

72 

4 

3.8 

3 

2.8 

19 

17.9 

the  benefit  of  this  examination.  Bronschoscopy  in 
tuberculous  patients  is  of  value  early  in  their  sana- 
torium stay  to  determine  the  presence  or  absence  of 
tuberculous  bronchitis,  and  to  plot  the  patient’s  future 
treatment  with  this  knowledge  in  mind. 

Later,  in  the  pre-operative  period,  bronchoscopy  is 
useful  in  determining  whether  or  not  bronchial  steno- 
sis and  obstruction  exists,  and  to  determine  its  degree, 
if  present.  This  is  important  in  the  decision  as  to 
the  amount  of  lung  tissue  that  must  be  sacrificed  in 
order  to  render  the  sputum  negative  and  to  insure  a 
safe  future  for  the  patient.  Contrary  to  what  might 
be  exp>ected,  bronchial  disease  in  this  series  had 
little  or  no  effect  on  complications. 

Bronchiectasis  has  been  found  to  exist  in  many 
chronically  infected  lungs.  When  its  presence  is 
suspected,  bronchograms  (with  the  injection  of 
iodized  oil)  should  be  utilized.  To  relieve  the  patient 
of  cough  and  expectoration,  those  areas  of  disease 
must  be  excised,  even  though  the  sputum  may  be 
negative  for  tubercle  bacilli. 

While  tests  for  sensitivity  of  the  tubercle  bacilli 
to  streptomycin  were  done  on  a number  of  patients. 


no  attempt  has  been  made  in  the  study  to  correlate 
these  findings  with  the  end  results  and  complications. 

The  complications  are  due  to  operative  trauma  on 
air  passages,  blood  vessels  and  pulmonary  paren- 
chyma. Apparently,  lung  tissue  can  be  incised  and 
sutured,  readily  and  with  few  complications,  when 
it  is  done  in  the  periphery  of  the  lung — away  from 
large  bronchi  and  vessels. 

No  complications  in  the  series  were  related  to 
operative  interference  with  the  great  vessels.  The 
single  operative  death  was  due  to  a transfusion  re- 
action. 

In  some  patients  there  were  multiple  factors  making 
operation  necessary,  and  in  some  cases  multiple  sec- 
tions of  lung  tissue  were  done  at  the  same  procedure. 
For  example,  a patient  might  have  an  upper  lobec- 
tomy for  a destroyed  lobe  and  a segmental  resection 
of  a cavity  in  the  apical  segment  of  the  lower  lobe 
done  at  the  same  operation. 

Complications  were  most  frequent  in  patients 
under  20  years  of  age  and  over  60  years  of  age. 

The  extent  of  the  disease  was  not  a factor  in 
complications. 
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A positive  sputum  within  30  days  prior  to  opera- 
tion was  a factor  in  the  complication  group.  With 
the  present  method  of  preparation  of  these  patients, 
practically  no  patient  has  a positive  sputum  within 
one  month  of  operation. 

Progression  of  disease  was  a definite  factor  in 
patients  who  developed  complications. 

Bronchial  disease,  per  se,  has  no  effect  on  compli- 
cations. 

The  size  of  the  cavity  has  no  effect  on  complica- 
tions. 

In  patients  who  showed  new  disease  after  oper- 
ation, the  majority  developed  it  in  pre-existing  areas 
of  disease.  This,  therefore,  was  an  exacerbation  and 
not  a true  spread. 

Non-tuberculous  complications  such  as  diabetes, 
pregnancy  and  peptic  ulcer  had  no  effect  on  pul- 
monary complications.  One  patient  with  silicosis 
did  develop  a bronchopleural  fistula  which  closed. 

The  resection  of  diseased  lung  tissue  offers  a safe 
and  successful  method  of  controlling  the  disease  in 
a patient  who  has  been  freed  of  the  acute  exudative 
phase  by  means  of  streptomycin  and  PAS. 

Resection  of  tuberculous  lesions  can  be  done  with 
negligble  risk  and  with  the  prospect  of  a future 
reasonably  safe  from  exacerbation.  There  were  three 
deaths  in  the  pneumonectomy  group  and  one  in  the 
lobectomy  group.  There  were  no  deaths  in  the  wedge 
and  segmental  group.  This  suggests  that  tuberculosis 


should  be  treated  early  and  vigorously.  Suitable 
lesions  which  persist  should  be  excised. 

Summary 

A review  of  1 06  cases  who  underwent  various  forms 
and  degrees  of  pulmonary  resection  is  presented. 

It  is  recognized  that  the  follow-up  period  (2  years 
at  the  longest)  is  insufficient  to  determine  the  even- 
tual fate  of  this  group  of  patients.  At  present,  the 
results  are  encouraging. 

This  report  should  not  be  interpreted  to  mean  that 
we  believe  that  all  patients  should  have  some  type 
of  resection.  Some  other  types  of  surgery  have  a 
definite  place  in  the  treatment  of  pulmonary  tuber- 
culosis, but  that  discussion  is  not  within  the  scope 
of  this  study. 
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SAMA  June  Convention  Program  Set. 

Panel  discussion  devoted  to  doctor  draft,  general 
practice  and  SAMA  chapter  activities  will  highlight 
the  third  annual  convention  of  the  Student  American 
Medical  Association.  More  than  1,000  registrants 
are  expected  to  attend  the  meeting  June  15,  16  and 
17  at  the  Edgewater  Beach  Hotel,  Chicago. 

The  tentative  program  announced  by  President 
David  Buchanan,  University  of  Illinois  senior,  calls 
for  official  business  of  the  House  of  Delegates  on 


iMonday,  June  15.  That  night  Abbott  Laboratories 
will  be  hosts  at  an  informal  get-together.  Tuesday’s 
program  will  feature  the  above  panel  discussions  in 
the  morning  and  tours  of  AiMA  Headquarters  in  the 
afternoon.  Election  of  officers  and  a premiere  of  an 
outstanding  medical  film  are  on  the  docket  for  the 
last  day  of  the  meeting.  A large  technical  exhibit 
will  make  its  initial  appearance  at  a SAIMA  conven- 
tion this  year.  All  AMA  members  are  cordially 
invited  to  attend  the  sessions. 
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DIVERTICULOSIS  OF  THE  JEJUNUM— 

A Frequently  Overlooked  Source  of  Gastrointestinal  Bleeding 

Harry  J.  VVarthen,  M.D., 

Richmond,  Virginia 


The  difficulty  sometimes  encountered  at  operation 
in  determining  the  source  of  gastro-intestinal  hem- 
orrhage warrants  a report  of  a frequently  overlooked 
cause  of  bleeding  from  the  bowel. 

The  fact  that  diverticula  occur  in  the  esophagus, 
stomach,  duodenum  and  colon  is  well  known.  When, 
however,  diverticula  of  the  small  intestine  are  con- 
sidered, one  is  inclined  to  think  of  this  condition  as 
being  largely  confined  to  IMeckel’s  diverticulum  of 
the  ileum.  This  is  erroneous,  for  many  instances 
of  diverticulosis  of  the  jejunum  have  been  reported 
since  Sir  Ashley  Cooper  first  described  this  condition 
in  1844.1 

These  abnormalties  differ  from  the  more  widely 
known  Meckel’s  diverticulum  in  several  respects. 
Aside  from  the  obvious  proximal  location  in  the 
upper  small  bowel,  these  pouches  are  multiple  and 
usually  develop  after  the  age  of  40.  IMeckel’s  diver- 
ticula are  single,  congenital  and  located  on  the  anti- 
mesenteric  border  of  the  ileum,  whereas  those  arising: 
in  the  jejunum  are  situated  in  or  near  the  mesenteric 
border.  These  latter  diverticula  dissect  downward 
between  the  leaves  of  the  mesentery  where  they  are 
relatively  inconspicuous  until  they  reach  considerable 
size.  This  peculiarity  of  behavior,  plus  a tendency 
of  the  saccules  to  retract  to  the  level  of  the  adjacent 
bowel  when  the  intestine  is  empty  no  doubt  explains 
the  frequency  with  w'hich  these  jxiuches  may  be  over- 
looked . 

The  reported  incidence  of  this  condition  must  be 
misleading.  While  Kozall,  McMahon  and  Kiely^ 
found  only  slightly  more  than  300  cases  of  jejunal 
diverticula  in  the  literature  in  1950,  C.  W.  Mayo^ 
reported  124  at  the  Mayo  Clinic  during  the  past  42 
years.  King^  found  32  jejunal  diverticula  in  5000 
autopsies  and  5 at  operation.  On  the  other  hand 
Case^  found  only  5 cases  in  6847  gastro-intestinal 
X-rays. 

Diverticula  situated  in  the  jejunum  are  probably 
less  prone  to  cause  symptoms  than  those  in  the  ileum 
or  colon  due  to  the  more  liquid  intestinal  contents 
and  lower  bacterial  counts.  Complications,  however, 

*Read  before  the  annual  meeting  of  The  Medical 
Society  of  Virginia  at  Richmond,  September  28-October  1, 
1952. 


do  occur.  Traumatic  rupture  of  the  sac,  diverticulitis 
with  perforation  and  obstruction  of  the  bowel  due  to 
the  formation  of  enteroliths  within  the  pouches  have 
been  reported.  Fortunately  all  of  these  complications 
direct  the  surgeon’s  attention  to  the  underlying  cause 
and  the  correct  diagnosis  is  usually  made  at  operation. 

fourth  complication,  hemorrhage,  is  more  diffi- 
cult to  trace  back  to  the  guilty  diverticulum  for  at 
operation  the  involved  saccule  may  not  be  distended 
and  hence  may  be  overlooked  during  the  examination 
of  this  segment  of  bowel.  Undoubtedly  this  explains 
a goodly  number  of  massive  gastro-intestinal  hemor- 
rhages for  which  no  adequate  cause  can  be  found 
at  sulisequent  operation. 

Kozall,  et  al.,^  reported  a case  of  multiple  jejunal 
diverticula  associated  with  such  severe  hemorrhage 
that  17.500  cc.  of  blood  was  required  to  stabilize 
the  patient  and  permit  operation.  Their  review  of 
the  literature  disclosed  only  six  instances  of  bleeding 
from  this  source.  These  figures  are  undoubtedly  mis- 
leading, for  the  occurrence  of  hemorrhage  must  be 
higher.  M least  two  instances  of  this  complication 
have  occurred  in  Richmond  during  the  past  few  years. 

The  cause  of  bleeding  from  these  saccules  is  not 
explained  as  readily  as  in  the  case  of  Meckel’s  diver- 
ticula where  gastric  mucosa  often  is  present  with 
secondary  ulceration  and  hemorrhage.  A possible 
explanation  is  found  in  the  mode  of  origin  of  these 
acquired  diverticula.  They  occur  usually  along  the 
mesenteric  border  where  the  intestinal  wall  is  weak- 
ened by  perforating  blood  vessels.  This  means  that 
each  sac  is  associated  closely  with  a branch  of  a 
mesenteric  vessel.  The  thinned  out  wall  of  the  diver- 
ticula which  usually  consists  of  only  mucous  mem- 
brane and  connective  tissue  makes  the  underlying 
vessel  more  liable  to  local  trauma  with  submucosal 
bleeding,  ulceration  and  ultimate  hemorrhage.  In 
Kozall’s^  case  massive  bleeding  followed  a fall  which 
was  of  sufficient  severity  to  fracture  a humerus  and 
he  felt  that  this  trauma  may  have  precipitated  the 
hemorrhage.  Be  this  as  it  may,  bleeding  does  occur 
and  this  source  of  blood  loss  must  be  ruled  out  dur- 
ing an  exploratory  laparotomy  for  gastro-intestinal 
hemorrhage. 
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Mayo®  feels  that  in  order  to  avoid  overlooking  col- 
lapsed diverticula  steps  should  be  taken  to  distend 
these  sacs  at  the  time  of  op>eration.  This  can  be 
accomplished  by  one  of  several  maneuvers.  The 
jejunal  contents  may  be  milked  downward  while  the 
bowel  is  compressed  at  a lower  level.  The  upper  je- 
jenum  may  be  inflated  by  air  injected  through  a 
Miller-Abbott  tube  or  through  a hypodermic  needle 
inserted  through  the  bowel  wall  and  attached  to  an 
air-filled  syringe.  These  simple  measures  undoubted- 
ly would  demonstrate  many  diverticula  which  other- 
wise could  escape  detection. 

The  treatment  of  this  condition  is  resection  of  the 
involved  segment  of  jejunum.  This  may  entail  re- 
moval of  considerable  bowel  for  cases  have  been 
reported  in  which  several  hundred  pouches  have  been 
scattered  throughout  the  upper  jejunum. 

The  following  illustrative  case  will  be  briefly  re- 
ported ; 

B.A.J.,  a 61  year  old  woman,  was  admitted  to  the 
Retreat  for  the  Sick  on  May  9,  1952,  because  of  an 
attack  of  vomiting  the  preceding  day  which  was 
followed  shortly  afterward  liy  the  passage  of  dark 
blood  by  rectum. 

Her  past  histor}-  dealt  chiefly  with  a 35  year  story 
of  rheumatoid  arthritis  which  had  confined  her  to 
bed  for  the  past  few  years.  She  had  three  children 
and  her  health  other  than  the  above  had  been  gen- 
erally good. 

Further  questioning  developed  that  while  no  blood 
was  vomited  several  large  bright  to  dark  bloody 


Segment  of  jejunum  resected.  The  diverticula  are  demonstrated 
by  distending  the  loop  of  bowel  with  water.  The  Kelly 
clamp  occludes  the  largest  diverticulum  which  was  the  onlj' 
sac  evident  when  the  bowel  was  first  examined  at  opera- 
tion. 


stools  had  been  passed  prior  to  admission  to  the 
hospital.  The  severity  of  this  bleeding  was  borne 
out  by  the  initial  blood  examination  which  showed 
a hemoglobin  of  44%  and  2,500,000  red  blood  cells. 

Physical  examination  showed  only  the  marked 
flexion  deformities  of  a severe  arthritis.  The  ab- 
dominal, pelvic  and  rectal  examinations  were  essen- 
tially negative.  Old  blood  was  present  in  the  first 
stool  following  admission  but  subsequent  bowel 
movements  contained  none. 

The  patient's  condition  improved  and  after  a 500 
cc.  blood  transfusion.  X-ray  studies  were  made  of  the 
gastro-intestinal  tract.  Barium  by  mouth  showed 
a normal  stomach  and  intestine.  Repeated  barium 
enemas,  however,  revealed  a constant  area  of  nar- 
rowing in  the  upper  sigmoid  which  persisted  despite 
antispasmodics.  In  view  of  the  history  and  these 
findings  an  exploratory  laparotomy  was  carried  out 
on  May  20. 

The  sigmoid  showed  nothing  abnormal.  No  cause 
was  found  for  the  narrowing  noted  on  X-ray.  The 
remainder  of  the  gastro-intestinal  tract  was  examined. 
About  30  cm.  below  the  ligament  of  Treitz,  a diver- 
ticulum measuring  about  4 cm.  in  diameter  was 
found  extending  into  the  mesentery.  No  other  pouches 
were  seen  immediately  and  under  the  impression  that 
this  was  an  isolated  diverticulum  steps  were  taken  to 
excise  it.  The  application  of  a rubber  clamp  to 
facilitate  this  resulted  in  the  proximal  jejunum  be- 
coming somewhat  distended  with  air  and  a number 
of  diverticula  then  appeared  between  the  leaves  of 
the  mesentery.  The  bow'el  was  milked  dowmward 
after  the  method  of  Mayo  and  this  further  delimited 
the  diverticula-bearing  area.  This  segment  of  bowel, 
which  measured  about  65  cm.  in  length,  was  resected 
and  an  end-to-end  anastomosis  was  done.  A 500 
cc.  blood  transfusion  was  given  and  the  patient 
was  returned  to  her  room  in  good  condition.  The 
convalescence  was  uneventful  and  she  was  discharged 
on  the  tenth  po-'t-operative  day.  She  has  had  no 
further  bleeding  since  her  return  home. 

Examination  of  the  specimen  showed  extensive 
diverticulosis  and  a small  (1x1  cm.)  benign  polyp 
which  had  not  been  palpated  through  the  wall  of  the 
bowel.  A thrombosed  vessel  was  found  in  the  polyp, 
the  significance  of  which  could  not  be  determined. 

Conclusions 

1.  Diverticulosis  of  the  jejunum  is  not  as  uncom- 
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mon  as  the  published  cases  would  indicate. 

2.  The  complications  resulting  from  diverticula 
elsewhere  in  the  intestinal  tract  also  occur  in  those 
situated  in  the  jejunum. 

3.  Massive  hemorrhage  may  result  from  jejunal 
diverticula  and  unless  operation  is  carried  out  during 
the  active  period  of  bleeding  the  involved  saccule  may 
be  collapsed  and  escape  detection. 

4.  Whenever  the  gastro- intestinal  tract  is  explored 
for  obscure  bleeding  steps  should  be  taken  to  distend 
the  jejunum  in  order  that  any  diverticula  present  may 
be  demonstrated.  Several  means  of  accomplishing 
this  have  been  suggested  by  Mayo. 

5.  X-ray  examinations  of  the  gastro-intestinal 
tract  are  seldom  helpful  in  jejunal  diverticulosis. 

6.  Resection  of  the  involved  segment  of  bowel  is 


the  indicated  treatment  for  this  condition. 
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Floral  Eponym 

SiMsiA  (family  Compositae) 

Sims,  John  (1749-1831) 

Simsia  as  a floral  eponym  has  had  its  ups  and  downs.  Two  genera  have  been 
named  for  Dr.  John  Sims,  but  neither  can  be  found  in  current  horticultural  diction- 
aries or  encyclopedias.  I am  indebted  to  S.  F.  Blake,  Senior  Botanist,  of  the  De- 
partment of  Agriculture  for  the  following:  “The  first  Simsia  was  published  by  C.  H. 
Person  in  1807  for  a genus  of  Compositae  with  three  Mexican  species,  not  remotely 
related  to  Helianthus.  It  was  kept  up  for  a good  many  years  but  finally  reduced  to 
Encelia  by  Bentham  in  1873.  In  1913,  I (S.  F.  Blake)  reviewed  the  genus  in  my 
master’s  thesis  and  since  then  it  has  been  pretty  generally  recognized  as  distinct.  The 
second  Simsia  was  dedicated  by  Robert  Brown  in  1810.  It  was  a genus  of  Proteaceae 
from  Australia  and  was  renamed  Stirlingia  by  Endlicher  in  1838,  which  name  is  now 
used.” 

Dr.  John  Sims,  a native  of  Canterbury,  was  a prominent  London  botanist  and  phy- 
sician. He  was  a member  of  the  Royal  Society  and  an  original  member  of  the  Linnean 
Society.  For  a number  of  years  he  edited  Curtis’  Botanical  Magazine.  Sims  graduated 
in  medicine  at  Edinburgh  in  1774  and  was  a Licentiate  of  the  Royal  College  of 
Physicians  and  was  physician  to  the  Surry  Dispensary.  He  was  consultant  at  the 
disastrous  confinement  of  Princess  Charlotte  but  did  not  see  the  patient  until  she  was  on 
the  point  of  death,  being  kept  in  reserve  in  an  anteroom. 
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We  are  constantly  being  reminded  of  the  medical 
problems  associated  with  our  aging  population  and 
chronic  physical  disabilities,  but,  like  the  gradual 
growth  of  our  children,  it  takes  an  eighteen  year 
old  draft  law  or  the  need  for  a college  education 
to  make  us  realize  that  our  offsprings  are  no  longer 
little  ones  but  have  grown  up.  Any  survey  relative 
to  population  percentage  reveals  the  solid  fact  that 
the  medical  problems  associated  with  chronic  physical 
disabilities  and  the  aging  population  are  no  longer 
little  problems^ — they  are  grown  up,  they  are  of  major 
proportions,  they  are  here,  and  to  a large  extent  they 
are  our  babies  because  they  are  the  offsprings  from 
the  excellency  of  the  job  done  by  the  medical  profes- 
sion. 

On  the  basis  of  the  1950  census,  it  is  estimated 
that  there  are  about  twelve  and  one-half  million 
persons  65  years  of  age  and  over  in  our  population 
at  this  time.  This  is  a 36%  increase  in  this  age 
category  over  1940,  and  twice  the  general  population 
increase.  Therefore,  it  is  readily  understandable 
that  more  and  more  of  the  physician’s  practice  has 
to  do  with  physical  disability  resulting  from  acute 
or  chronic  disease  associated  with  an  aging  popula- 
tion. Of  this  category,  hemiplegia  following  apo- 
plexy is  of  major  proportions.  On  the  basis  of  early 
statistics,  it  is  estimated  that  there  are  over  a million 
hemiplegic  patients  in  the  United  States.  Although 
hemiplegia  is  a major  medical  problem  and  is  on 
the  increase,  with  our  fuller  understanding  of  this 
condition  we  need  not  view  it  with  a feeling  of 
hopelessness.  In  our  experience,  a large  percentage 
of  these  patients  can  be  rehabilitated  to  self-care 
and  interesting  avocations  and  a lesser  percentage 
can  be  rehabilitated  to  productive,  useful  vocations. 

Reviewed  in  the  Veterans  Administration  and  published 
with  the  approval  o!^  the  Chief  Medical  Director.  The 
statements  and  conclusions  published  by  the  author  are 
the  result  of  his  own  study  and  do  not  necessarily  reflect 
the  opinion  or  policy  o'  the  Veterans  Administration. 

*Read  before  the  annual  meeting  of  The  Medical  So- 
ciety of  Virginia,  at  Richmond,  September  28-October  1, 
1952. 


Furthermore,  unless  we  are  dealing  with  a rapidly 
progressive  underlying  disease,  the  activities  asso- 
ciated with  rehabilitation  procedures  bring  about  a 
better  mental  attitude  and,  in  those  cases  associated 
with  hypertension,  usually  a lowering  and  stabiliza- 
tion of  blood  pressure  level. 

The  treatment  of  hemiplegia  following  apoplexy 
is  separated  into  two  parts.  The  first  or  immediate 
treatment  is  devoted  to  saving  the  life  of  the  patient 
and  arresting  the  pathologic  process  in  so  far  as  pos- 
sible. The  second  part  of  the  treatment  is  concerned 
with  the  residual  loss  of  function  (chiefly  varying 
degrees  of  hemiplegia)  resulting  from  the  damage  to 
the  brain  caused  by  the  vascular  accident  or  other 
pathology. 

The  purpose  of  this  presentation  is  to  discuss  the 
second  part  of  the  treatment,  that  is,  the  use  of 
rehabilitation  medicine  in  the  complete  treatment  of 
hemiplegia.  Much  can  be  done  for  a patient  with 
hemiplegia  and  the  likelihood  of  his  remaining  a 
“hopeless  cripple”  can  be  greatly  reduced  by  proper 
management.  Since  there  is  still  some  misconception 
regarding  the  treatment  of  this  condition  as  indicated 
by  patients  who  have  been  immobilized  for  weeks 
or  months,  it  seems  worthwhile  to  discuss  a more 
rational  approach  to  the  problem  and  to  show  the 
results  that  can  be  obtained  by  early  and  energetic 
treatment. 

There  are  two  fundamental  principles  of  medical 
management  that  underlie  all  activities  relative  to 
restoration  of  physical  function; 

First,  nothing  prevents  contractures  like  ]woper 
positioning  and  proper  movement  of  the  part. 

Second,  nothing  begets  movement  like  movement 
itself ; nothing  begets  power  of  movement  like  move- 
ment against  resistance  and  nothing  begets  coordina- 
tion like  repetition  of  movement  in  normal  range  of 
function. 

Prevention  of  Contractures : This  is  accomplished 
by  (a)  proper  positioning  in  bed  and  (b)  movement 
of  the  affected  joints  through  their  normal  range  of 
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motion  at  least  four  times  a day.  All  hemiplegic 
patients,  while  in  bed,  whether  they  be  in  shock  or 
not,  should  be  properly  positioned  with  a view 
towards  preventing  contractures.  This  consists  of 
the  use  of  a footboard  or  a posterior  leg  splint  to 
prevent  foot  drop,  the  use  of  a sandbag  or  hard 
pillow  to  prevent  outward  rotation  of  the  affected 
leg  and  the  use  of  a pillow  in  the  axilla  to  prevent 
adduction  of  the  arm.  These  procedures  are  the 
very  essence  of  simplicity  but  are  so  frequently  over- 
looked in  the  proper  management  of  not  only  hemi- 
plegia but  other  neurological  conditions  as  well,  such 
as  polio,  Guillain-Barre,  peripheral  nerve  injuries 
and  the  like.  Positioning  in  bed  is  of  vital  impor- 
tance to  the  ultimate  outcome  of  treatment.  Once  a 
contracture  has  become  established,  it  requires  more 
time  to  overcome  the  contracture  then  it  would  to 
treat  the  original  conditions.  In  addition  to  proper 
positioning,  the  affected  part  (leg  and  arm)  must 
be  passively  carried  through  its  full  range  of  motion 
at  least  four  times  a day.  The  most  frequent  com- 
plication is  the  so-called  “frozen  shoulder”  with 
all  the  pain  and  limitation  of  motion  that  goes  with 
this  diagnosis.  This  condition  results  from  spas- 
ticity of  muscles  around  the  shoulder  of  the  affected 
upper  extremity.  There  is  seldom  calcium  deposits 
but  the  joint  space  is  narrowed.  Therefore,  it  is 
most  urgent  that  the  affected  arm  be  passively  carried 
through  its  full  range  of  motion,  stressing  the  over- 
head position,  several  times  a day  if  we  are  to 
prevent  this  condition. 

As  soon  as  the  patient  recovers  from  shock,  we 
instruct  him  to  tense  the  quadriceps  muscle  in  the 
affected  leg.  It  is  rare  that  this  muscle  is  completely 
knocked  out.  There  will  usually  be  a flicker  of 
response  even  in  a leg  that  is  apparently  totally 
flaccid.  Quadriceps  setting  should  be  performed 
each  hour  while  awake,  starting  with  a few  contrac- 
tures of  mild  intensity  increasing  the  amount  and 
power — always  within  fatigue  limits — until  other 
rehabilitation  procedures  have  taken  over  this  func- 
tion. In  addition  to  the  above,  as  soon  as  the  patient 
recovers  from  shock,  we  use  some  type  of  bed  frame 
with  a hanging  trapeze  bar  or  a simple  U strap  to 
enable  him  to  use  his  good  arm  to  assist  himself  in 
moving  about  in  the  bed.  We  have  found  that  the 
U strap  or  rope  is  quite  simple  to  construct  and 
extremely  efficient.  The  U rope  is  constructed  by 
tying  both  ends  of  a rope  to  the  foot  of  the  bed. 


making  the  U long  enough  for  the  patient  to  grasp 
with  his  good  hand  and  pull  himself  up  into  a sitting 
position.  We  recommend  that  the  patient  pull  him- 
self up  at  least  once  an  hour  while  awake  but  we 
find  that  most  of  our  patients  will  pull  themselves 
up  more  often  to  change  positions.  We  recommend 
that  if  a patient  is  to  be  restricted  to  bed  for  more 
than  ten  days  or  two  weeks  that  some  type  of  bed 
frame  be  used  and  that  pulley  therapy  be  instituted 
for  both  the  arms  and  the  legs.  However,  the 
majority  of  patients  do  not  remain  in  bed  long  enough 
to  justify  a frame.  Usually  the  U strap  will  be 
quite  sufficient. 

Sitting  Up  in  Bed  to  Re-Establish  Balance:  If 
there  are  no  complications,  the  second  or  third  day 
after  regaining  consciousness,  the  patient  should  be 
propped  up  in  bed  and  by  the  end  of  a week  should 
lie  sitting  on  the  side  of  the  bed  or  in  a chair  at 
least  twenty  minutes  twice  a day.  If  there  are  no 
signs  of  fatigue  this  time  can  be  increased. 

You  will  note  that  to  this  point  all  discussion  of 
management  of  hemiplegia  has  presupposed  the 
patient  to  be  restricted  to  bed  or,  at  most,  sitting  in 
a chair  beside  the  bed.  If  the  patient  has  fully 
recovered  from  shock  and  is  able  to  sit  on  the  side 
of  the  bed  without  severe  disturbance  of  balance,  a 
decision  now  has  to  be  made  as  to  whether  the  course 
of  rehabilitation  shall  be  active  or  restricted.  Most 
medical  literature  on  this  subject  emphasizes  that 
active  rehabilitation  for  cases  resulting  from  throm- 
bosis or  embolus  can  be  done  as  soon  as  the  patient 
regains  consciousness  but  that  cases  resulting  from 
hemorrhage  and  other  conditions  should  be  restricted 
to  bed  or  mild  activity  for  at  least  two  weeks.  Al- 
though we  can  agree  with  the  theory  behind  these 
recommendations,  in  actual  clinical  practice  it  has 
been  our  experience  that  we  gain  but  little  by  at- 
tempting to  push  the  patient  for  the  first  week.  As 
percentage  would  indicate,  we  have  had  but  very  few 
cases  which  resulted  from  cerebral  hemorrhage.  In 
these  cases,  it  has  been  our  experience  that  the  pa- 
tients are  much  sicker  than  patients  from  cerebral 
thrombosis.  They  normally  have  more  headaches 
and  they  do  not  desire  to  be  active.  In  these  cases 
we  proceed  slower.  However,  we  have  never  felt  that 
we  had  to  stick  to  a strict  two  weeks  in  bed  regime. 
Clinically,  if  the  patient  has  improved  sufficiently 
for  activity,  we  will  start  ambulation  during  the 
second  week. 
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Ambulation:  Cases  of  hemiplegia  that  recovered 
rapidly  with  but  mild  residual  present  no  great 
problem  relative  to  ambulation  provided  they  have 
been  properly  positioned  in  bed  and  are  gotten  up 
early.  These  patients  will  start  walking  with  the 
aid  of  a nurse  or  a member  of  the -family  as  early 
as  the  third  or  fourth  day.  They  will  rapidly 
recover  balance  and  ambulate  by  using  a cane  and, 
in  some  cases,  without  any  aid.  If  there  is  moderate 
involvement  of  the  lower  extremity,  one  sees  that 
very  chracteristic  “hemiplegic  gait” — the  patient 
walks  with  a fixed  knee  joint  and  circumducts  the 
total  affected  lower  extremity.  This  gait  is  protec- 
tive in  nature,  and  is  to  overcome  the  dorsiflexion 
and  supination  of  the  foot  that  follows  the  flexion  of 
the  knee  and  the  flexion  of  the  hip  (Strumpell’s 
sign),  the  characteristics  of  this  disability.  The 
patient  fears  placing  weight  on  the  foot — he  may 
stumble,  he  may  injure  the  ankle.  It  is  important 
to  provide  a brace  early  to  overcome  the  pattern  of 
circumductive  walking  and  to  restore  the  patient’s 
confidence  in  ambulation. 

About  half  of  our  hemiplegic  patients  will  require 
some  type  of  short  leg  brace.  A simple  wire  drop 
foot  brace  is  sufficient  for  a number  of  patients  but 
when  the  ankle  is  unstable,  a double  bar  ninety 


degree  stop  leg  brace  is  required.  In  the  most  severe 
cases  (about  4%)  a long  leg  brace  for  stability  of 
the  knee  as  well  as  the  ankle  is  required. 

In  summarizing,  we  would  like  to  re-emphasize 
that  second  to  saving  the  patient’s  life  and  arresting 
the  underlying  disease  process,  proper  positioning  in 
bed  and  movement  of  the  affected  parts  is  of  major 
importance.  These  procedures  are  the  very  essence 
of  simplicity  but  so  often  overlooked.  Patients 
should  be  gotten  up  early  and  started  on  ambulation 
with  or  without  a short  leg  brace  as  indicated.  Most 
of  your  cases  will  come  under  the  classification  of 
mild  to  moderate  disabilities  and  can  be  handled  at 
home. 

The  length  of  this  paper  precludes  giving  any 
details  of  exercise  procedures.  However,  a mono- 
graph has  been  prepared  by  Dr.  Howard  Rusk  and 
the  staff  of  the  Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University-Bellevue  Med- 
ical Center.  This  monograph  can  be  obtained  from 
Dr.  Rusk  or  from  the  Professional  Services  Depart- 
ment, Sharp  and  Dohme,  West  Point,  Pennsylvania. 
You  will  find  this  pamphlet  excellently  done  and  cov- 
ering the  exercises  for  the  mild  or  moderate  cases. 
Severe  cases  will  require  more  facilities  than  are 
found  in  the  average  home  and  will,  in  addition, 
rquire  skilled  therapists  for  best  results. 


Wanted — Millions  of  Miracle  Makers! 

Over  60  million  Americans  can  be  miracle  makers. 
Any  person  from  21  to  59  who  is  in  good  health 
and  weighs  110  pounds  or  more  is  eligible.  The 
miracle  you  can  perform  is  saving  human  life.  And 
it  is  important  that  you  do  it  right  now  1 

Although  the  miracle  of  saving  human  life  chal- 
lenges the  imagination,  you  can  do  it  with  a little 
of  your  blood.  In  less  than  an  hour  you  can  simply 


and  painlessly  donate  a pint  of  your  blood  to  help 
someone  live. 

The  National  Blood  Program  is  calling  on  you 
to  help  in  this  miracle  making  business  so  that  no 
one  here  at  home  or  our  men  fighting  in  Korea  need 
die  for  want  of  this  vital  substance. 

You  are  needed  at  your  local  Blood  Donor  Center 
now.  Call  your  local  Red  Cross  Chapter  to  schedule 
your  donation  today. 


Ai’kii.,  195,3 
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TREATMENT  OF  BURNS* 


Charles  Hamilton  Lupton,  M.D.,  F.A.C.S.,  F.I.C.S., 

Diplomate  of  the  International  Board  of  Surgery, 
Norfolk,  Virginia 


In  1946  I presented  before  The  Medical  Society  of 
Virginia  a paper  on  the  treatment  of  burns.  The 
early  local  treatment  consisted  of  Modified  M.  C.  V. 
Ointment  applied  without  debridement  and  under 
strict  aseptic  conditions;  infrequent  dressings;  early 
skin  grafting,  etc.  The  general  treatment  consisted 
of  giving  plasma  and  blood  supplemented  with  elec- 
trolytes to  prevent  or  combat  shock;  oral  administra- 
tion of  electrolyte-alkaline  solution  unless  contrain- 
dicated; sufficient  fluids  to  obtain  a urinary  output 
of  about  1000  cc.  daily;  a high  carbohydrate-high 
protein  diet  (200  gm.  or  more  daily)  with  adequate 
vitamins,  particularly  the  vitamin  B complex  and 
vitamin  C. 

This  discussion  will  be  concerned  mainly  wdth  the 
results  obtained  by  the  method  employed  at  that 
time,  which  is  still  in  use  except  for  minor  changes, 
and  w'ith  such  advancements  and  improvements  in 
the  management  of  burns  as  have  been  reported  by 
others. 

The  mortality  rate  from  burns  is  still  far  too  high, 
even  in  our  better  hospitals,  and  it  is  important  that 
a discussion  of  their  management  should  be  presented 
to  the  profession  more  often. 

Although  the  management  of  burns  remains  one 
of  the  most  controversial  subjects  in  the  entire  field 
of  surgery,  the  greater  part  of  the  controversy  resolves 
itself  around  the  local  treatment.  Nevertheless,  there 
is  still  considerable  disagreement  with  regard  to 
certain  phases  of  the  general  treatment,  paricularly 
the  question  of  how  much  blood  to  give  in  the  early 
or  shock  phase.  There  is  also  considerable  discussion 
of  the  value  of  ACTH  and  Cortisone  in  the  treat- 
ment of  burns,  but  the  majority  of  opinions  at  present 
indicates  that  both  are  of  doubtful  value. 

World  War  II  was  an  important  factor  in  stimulat- 
ing further  investigation  and  research  in  the  man- 
agement of  burns,  and  considerable  progress  has 
been  made  during  the  past  fifteen  years,  but  the  great- 
est improvement  has  been  in  the  general  treatment. 
It  is  regrettable  that  most  of  the  information  obtained 
is  not  common  knowledge  in  the  profession  as  a 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  in  Richmond,  September  28 — October  1,  1952. 


whole  but  is  confined  chiefly  to  those  who  are  mak- 
ing a special  study  of  burns. 

Severe  burns  are  surgical  emergencies,  and 

BOTH  THE  EARLY  GENERAL  TREATMENT  AND  THE 
EARLY  LOCAL  TREATMENT  SHOULD  BE  CARRIED  OUT 
PROMPTLY  AND  SIMULTANEOUSLY.  To  OBTAIN  THE 
BEST  RESULTS  IT  IS  ADVISABLE  TO  HAVE  A TEAM 
TRAINED  IN  THE  MANAGEMENT  OF  BURNS.  Certain 
members  of  the  team  should  immediately  start  the 
early  general  treatment,  giving  blood,  plasma,  elec- 
trolytes, etc.,  to  prevent  or  combat  shock  as  indicated. 
At  the  same  time  other  members  of  the  team  should 
be  carrying  out  the  local  treatment. 

The  term  “severe  burns”  as  here  used  means  all 
blistering  or  deep  burns  that  involve  a considerable 
part  of  the  body  surface.  There  are  many  factors 
that  may  profoundly  influence  the  seriousness  of  the 
condition,  namely:  The  extent  and  the  depth 
OF  THE  burn;  the  AGE  OF  THE  PATIENT;  THE  TIME 
ELAPSING  BETWEEN  THE  BURN  AND  THE  INSTITU- 
TION OF  PROPER  treatment;  the  general  CON- 
DITION OF  THE  patient;  THE  LOCATION  OF  THE 
BURN,  AND  THE  CAUSES  OF  THE  BURN.  USUALLY 
ANY  PATIENT  WITH  AS  MUCH  AS  8 TO  10  PER  CENT 
OF  THE  BODY  SURFACE  INVOLVED  IN  A THIRD-DEGREE 
BURN  OR  ANY  PATIENT  WITH  IS  TO  20  PER  CENT  OF 
THE  BODY  SURFACE  INVOLVED  IN  A DEEP  SECOND- 
DEGREE  BURN  PRESENTS  A RATHER  SERIOUS  SURGICAL 

PROBLEM.  This  applies  particularly  if  the 

PATIENT  IS  VERY  YOUNG,  VERY  OLD,  DEBILITATED,  OR 
IF  THE  BURNS  INVOLVE  THE  EXTREMITIES. 

Every  physician  who  is  called  upon  to  treat  burns 
should  be  able  to  determine  the  extent  of  the  body 
surface  burned,  but  on  the  first  examination  it  is  often 
impossible  for  even  those  with  considerable  experi- 
ence in  the  management  of  burns  to  determine  their 
depth.  The  exact  depth  of  the  burn  frequently  can- 
not be  determined  before  the  tenth  to  the  fourteenth 
day,  and  at  times  the  depth  of  the  entire  burned  area 
can  not  be  determined  that  early.  Some  surgeons  at 
this  time  perform  biopsy  of  the  deeper  burns  to  de- 
termine their  depths;  if  hair  follicles  and  sebaceous 
glands  are  present  it  is  evident  that  epithelization 
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will  take  place.  There  is  a tendency  for  the  phy- 
sician with  little  experience  in  the  treatment  of  burns 
to  over-estimate  the  extent  and  depth  of  the  burned 
area.  Even  physicians  with  extensive  experience  in 
the  treatment  of  burns  frequently  over-estimate  depth. 
Lund  and  Browder’s  modification  of  Berkow’s  method 
for  determining  the  extent  of  the  bod}'  surface  burned 
in  adults  is  recommended; 


Head 7% 

Neck  2% 

9% 

Anterior  Trunk 13% 

Posterior  Trunk  13% 

Buttocks  5% 

Genitalia  1% 

32% 

Upper  Arms 8% 

Forearms  6% 

Hands 5% 

19% 

Thighs  19% 

Legs 14% 

Feet  7% 


40% 

Note:  The  palm  represents  slightly  less  than  1 per 
cent  of  the  body  surface. 

Tre.atment 

The  therapy  of  burns  is  divided  into  local  treat- 
ment and  general  treatment. 

The  local  treatment  of  burns  is  classified  as  fol- 
lows ; ( 1 ) agents  and  dressings  applied  to  the  burned 
areas,  or  the  open  treatment;  (2)  early  plastic  treat- 
ment, and  (3)  late  plastic  treatment. 

The  general  treatment  of  burns  is  divided  into  three 
stages:  (1)  early  general  treatment,  during  shock 

or  the  potential  shock  period;  (2)  intermediate  gen- 
eral treatment,  and  (3)  late  general  treatment. 

Local  Treatment.  Whether  debridement  is  to  be 
carried  out  or  not  will  depend  to  a great  extent  on 
the  local  treatment  to  be  applied  and  on  the  general 
condition  of  the  patient.  When  Modified  M.  C.  V. 
Ointment  and  compression  dressings  are  used  lo- 
cally, the  need  for  debridement  is  practically  elim- 
inated. On  the  other  hand,  if  petroleum  gauze  and 
compression  dressings  are  used  locally  and  if  the 
patient’s  general  condition  justifies  it,  debridement 


with  morphine  analgesia  may  be  indicated,  but  no 
anesthetic  should  be  given.  When  petroleum  gauze  is 
used,  the  gauze  should  be  extremely  fine-meshed,  and 
only  one  layer  should  be  used ; otherwise,  there  will  be 
considerable  maceration  of  the  tissues. 

Most  surgeons  of  experience  in  the  treatment  of 
burns  will  now  agree  that  extensive  debridement  of 
severe  burns  not  only  is  unnecessary  but  may  be 
extremely  dangerous.  Extensive  debridement  may 
be  an  important  factor  in  producing  shock,  or  in- 
creasing it  if  it  is  already  present.  The  belief  that 
extensive  debridement  is  necessary  for  early  burns 
in  order  to  prevent  severe  infections  has  been  proved 
incorrect  if  the  local  method  to  be  described  has  been 
employed  early.  However,  with  neglected  second- 
degree  burns  and  extensive  third-degree  burns  in- 
fection may  be  a very  real  problem.  If  one  were 
treating  only  the  local  wound,  debridement  with  the 
patient  under  anesthesia  would  be  the  proper  surgical 
procedure  in  certain  cases.  If  the  burn  is  severe,  one 
is  dealing  with  a critically  ill  patient,  and  anything 
that  would  be  an  important  factor  in  producing  shock 
or  delay  unnecessarily  the  correction  of  the  abnormal 
physiologic  condition  would  many  times  offset  any 
benefits  that  might  result  from  debridement.  The 
practice  of  giving  these  critically  ill  patients  an 
anesthetic  is  to  be  condemned. 

Ordinarily  we  do  not  use  soap  and  water  for  cleans- 
ing these  wounds,  but  if  there  is  so  much  dirt,  etc., 
that  a soap  appears  indicated,  one  containing  hex- 
achlorophene  should  be  used.  If  the  general  con- 
dition of  the  patient  appears  satisfactory,  we  do 
excise  devitalized  tissue  that  is  partly  detached,  and 
gently  remove  loose  dirt  with  cotton  balls  soaked 
in  saline  solution.  V'e  never  open  blebs  at  the  time 
of  the  original  dressing.  A patient  with  severe  burns, 
if  there  is  delay  in  carrying  out  the  local  treatment, 
may  go  into  shock,  and  the  longer  the  delay  the 
greater  the  possibility  of  infection.  If  there  is  delay 
in  carrying  out  the  early  general  treatment  shock 
may  rapidly  ensue,  or  if  already  present  it  may 
progress  until  irreversible  changes  take  place. 

Whenever  possible,  burns  should  be  dressed  in 
a special  room  used  for  that  purpose,  with  an  exhaust 
fan  to  help  free  the  air  from  contamination;  or  ul- 
traviolet light  may  be  used  instead.  Certainly  the 
patient  should  not  be  dressed  in  large  wards  or  in 
rooms  with  other  patients.  If  sloughs  of  any  par- 
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ticular  extent  are  to  be  removed,  the  patient  should 
be  dressed  in  the  operating  room.  The  surgeons  and 
nurses  engaged  in  carrying  out  these  treatments 
should  wear  caps,  masks,  sterile  gloves  and  gowns, 
and  they  should  observe  a sterile  technic  throughout 
the  procedures.  Proper  masking  of  the  patient 

AND  THOSE  ENGAGED  IN  CARRYING  OUT  THE  LOCAL 
TREATMENT  IS  MOST  IMPORTANT.  If  these  principles 
are  not  observed,  infections  will  be  increased. 

Application  of  Modified  M.  C.  \ . Ointment  with 
adequate  occlusive  pressure  dressing  is  an  excellent 
method  of  local  treatment.  M.  C.  V.  Ointment  is  so 
soft  that  it  does  not  adhere  well  to  the  deeper  burns 
in  warm  weather;  therefore,  it  has  been  modified 
simply  to  make  it  of  greater  consistency  with  the 
therapeutic  value  remaining  essentially  the  same. 
Modified  M.  C.  V.  Ointment  is  as  follows: 


Sulfanilamide  (finely  powdered)  6.0% 

Peanut  Oil  8.0% 

Cold  Cream  (Eli  Lilly  & Co.,  #25) +2.5% 

Lanolin  42.5% 

White  Wax  1.0% 


With  an  aseptic  technic,  the  local  treatment  is 
applied  as  follows:  1.  Modified  M.  C.  V.  Ointment 
is  thickly  applied  to  the  entire  burned  area  and  to 
1 inch  (2.5  cm.)  or  more  of  the  adjacent  unbumed 
skin.  2.  A layer  of  Kerlix  gauze  (Curity)  is  then 
applied.  3.  One  or  two  layers  of  large  thick  com- 
bines are  applied.  (Johnson  & Johnson  manufacture 
large  thick  pads  consisting  of  fine  gauze,  cotton, 
cellulose  and  waterproofing  material  on  the  outer 
side  which  have  recently  been  put  on  general  sale. 
These  particular  pads  are  better  than  the  large  com- 
bines but  they  should  manufacture  even  larger  sizes.) 
4.  A wide  elastic  bandage  is  applied.  Stockinet  of 
single  thickness  may  be  used  instead  of  the  Ace 
bandage;  it  is  excellent  for  holding  these  dressings 
in  place. 

When  the  patient  is  uncooperative,  there  is  often 
difficulty  in  keeping  the  dressing  on  the  body,  in 
which  event  we  sometimes  use  a many-tailed  binder. 
In  addition,  we  place  stockinet  over  the  entire 
DRESSING.  This  has  been  most  helpful  in  keep- 
ing THE  DRESSINGS  IN  PLACE. 

To  obtain  adequate  compression  without  constric- 
tion or  tourniquet  effect,  it  is  necessary  to  have  a 
thick  and  “fluffy”  dressing.  Constriction  or  a 

TOURNIQUET  EFFECT  MUST  BE  AVOIDED.  As  haS  been 


pointed  out  by  many  surgeons,  when  one  is  bandag- 
ing an  extremity  the  pressure  must  be  greater  distally. 

Frequent  dressings  should  be  avoided.  They  may 
delay  healing,  and  they  increase  the  possibility  of 
infection.  Infections  of  second-degree  burns  may  re- 
sult in  complete  loss  of  the  skin. 

This  type  of  dressing  with  Modified  M.  C.  V. 
Ointment  has  a quick  analgesic  effect.  Burned  pa- 
tients treated  by  this  method  remain  unusually  com- 
fortable, and  the  need  for  sedatives  and  hypnotics  is 
very  much  reduced.  There  is  slow  absorption  of  the 
sulfanilamide  from  the  ointment,  and  the  blood  con- 
centraion,  even  in  extensive  deep  burns,  remains  low; 
therefore,  it  is  not  necessary  to  determine  sulfanila- 
mide blood  levels.  On  the  other  hand,  sulfonamides 
should  not  be  given  by  other  routes.  It  is  often 
surprising  how  much  healing  will  have  taken  place 
at  the  time  of  the  first  change  of  dressing,  whereas, 
with  many  other  methods  of  local  treatment,  it  is  not 
uncommon  to  find  areas  that  originally  were  of 
second  degree  showing  total  skin  loss.  As  is  well 
known,  the  deeper  the  burn  the  greater  the  possibility 
of  infection. 

It  is  not  advisable  to  use  this  ointment  longer 
than  two  or  at  most  three  weeks.  If  preparation  of 
the  deep  burns  for  grafting  cannot  be  started  at  the 
end  of  that  time,  some  other  method  of  local  treatment 
without  sulfonamides  should  be  substituted.  For 
badly  infected  late  burns  we  do  not  necessarily  ad- 
vocate this  local  method  of  treatment;  in  fact,  we 
know  of  no  method  that  is  entirely  satisfactory  in 
these  cases.  However,  we  have  used  this  method  in 
a number  of  cases  of  moderate  infection,  and  the 
results  have  been  much  better  than  was  anticipated; 
but  those  cases  should  be  individualized.  Furacin 
has  been  reported  as  satisfactory  in  the  treatment 
of  infected  burns.  In  such  burns  we  often  apply  a 
wet  dressing;  in  some  cases  we  use  saline  dressings, 
and  others  we  frequently  use  0.5  per  cent  acetic  acid, 
but  of  course  there  are  other  solutions  which  may 
be  used  to  advantage.  We  use  penicillin  for  all  in- 
fected burns;  in  addition,  we  use  aureomycin,  dihy- 
drostreptomycin or  terramycin,  depending  upon  the 
sensitivity  of  the  organisms  present. 

Many  surgeons  are  convinced  that  petroleum  gauze 
with  compression  dressings  and  sulfonamides  given 
orally  or  intravenously  will  accomplish  the  same  re- 
sults as  the  method  just  described,  because  the  sul- 
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fonamide  concentration  in  the  fluid  within  the  bum 
bleb  is  about  the  same  as  in  the  blood.  There  are 
three  reasons  why  Modified  M.  C.  V.  Ointment  with 
compression  dressings  will  give  better  results.  First 
— an  important  fact — the  ointment  places  the  sul- 
fanilamide in  direct  contact  with  the  devitalized 
tissues  that  cannot  be  reached  by  the  circulating 
blood.  This,  in  my  opinion,  accounts  for  the  low 
incidence  of  infection  with  this  method  of  local 
treatment.  Second,  the  dressings  can  be  removed 
without  producing  bleeding  of  any  consequence,  as 
this  ointment  leaves  a thin  film  adherent  to  the 
burned  area.  It  is  difficult  to  remove  petroleum 
gauze  from  a deep  burn  without  producing  bleeding 
and  damage  to  the  burned  area.  Third,  the  patient 
is  more  comfortable.  To  use  Modified  M.  C.  V. 
Ointment  with  compression  dressings  is  to  be  im- 
pressed with  its  efficacy. 

During  the  past  few  years  some  surgeons  have 
been  omitting  ointments,  etc.,  from  the  burned  area 
and  applying  dry  gauze  with  compression  dressings 
for  ten  to  fourteen  days.  If  at  the  end  of  this  period 
the  burned  area  is  not  ready  for  grafting,  they  apply 
aureomycin  ointment.  This  method  deserves  further 
trial. 

There  are  numerous  other  methods  of  local  treat- 
ment, some  of  which  have  merit.  One  of  the  best 
informed  surgeons  uses  5 per  cent  scarlet  red  ointment 
locally.  Some  surgeons  are  using  various  antibiotics 
locally;  aureomycin  and  penicillin  are  perhaps  the 
most  popular.  A few  are  using  Zinax.  Many  well 
informed  surgeons  do  not  believe  that  any  method 
of  local  treatment  stimulates  healing  of  the  burned 
area.  There  are  some  agents  used  locally  in  the 
treatment  of  burns  that  actually  delay  healing. 

Kyle  and  Wallace,  as  well  as  Pulaski  and  Blocker, 
are  advocates  of  the  open  treatment  of  burns.  Evans 
and  his  associates  at  the  Medical  College  of  Virginia 
are  also  using  this  open  method  of  treatment  in  se- 
lected cases.  This  is  a method  with  which  all  general , 
practitioners  and  general  surgeons  should  be  fa- 
miliar. In  cases  of  extreme  disaster  it  may  be  the 
only  feasible  method,  but  there  are  certain  disad- 
vantages ; 

1.  It  is  not  applicable  when  the  entire  circum- 
ference of  the  body  is  burned. 

2.  An  extremity  requiring  treatment  must  be  sus- 
pended. 


3.  A certain  amount  of  restraint  has  to  be  placed 
upon  the  patients  (particularly  the  younger 
ones),  because  if  much  motion  takes  place, 
cracks  will  occur  in  the  burned  surface  and 
infection  will  follow. 

4.  Considerable  nursing  care  is  required. 

Aureomycin  powder  is  used  locally  in  the  open 

treatment  by  Evans  and  his  associates. 

The  advocates  of  the  open  method  of  treatment 
claim  three  advantages:  (1)  A dry  wound,  which 
is  unfavorable  to  bacterial  growth;  (2)  the  bac- 
tericidal effect  of  light,  and  (3)  the  fact  that  the 
wound  remains  cool,  which  is  unfavorable  to  bac- 
terial growth. 

The  advocates  of  the  open  method  particularly 
recommend  it  for  the  treatment  of  bums  of  the  face, 
the  genitalia,  the  buttocks,  one  surface  of  the  body 
and  the  extremities. 

It  will  be  some  time  before  it  is  definitely  deter- 
mined whether  the  open  method  of  treatment  is  as 
satisfactory  as  the  methods  that  have  been  in  use 
for  a number  of  years.  There  is  a great  tendency  for 
American  physicians  to  give  up  methods  that  have 
been  fairly  satisfactory  in  order  to  try  something 
new.  There  is  some  justification  for  this  in  the  treat- 
ment of  burns,  as  there  is  no  ideal  method  of  treat- 
ment at  present.  Neverthless,  although  one  must 
keep  an  open  mind  with  regard  to  all  new  ideas, 
greater  evidence  must  be  accumulated  as  to  the  re- 
sults obtained  from  the  open  method  before  it  is 
accepted  as  a substitute  for  well-tried  methods.  Al- 
though it  may  eventually  prove  as  satisfactory  as  its 
advocates  now  claim,  it  is  well  to  remember  that  the 
open  method  of  treatment  fell  into  disrepute  many 
years  ago. 

I have  now  had  extensive  experience  with  Modified 
M.  C.  V.  Ointment  and  compression  dressings  as  the 
local  treatment  for  burns.  I am  still  deeply  im- 
pressed with  this  method  of  local  treatment;  in  my 
opinion,  it  is  equal  to  any  local  method  in  use  today. 
I have  observed  only  2 cases  of  sensitivity  to  Modi- 
fied M.  C.  V.  Ointment;  neither  of  the  patients  had 
received  adequate  fluids,  and  one  was  badly  dehy- 
drated. In  a very  small  percentage  of  cases,  healing 
has  appeared  somewhat  delayed,  which  is  difficult  to 
explain,  but  this  has  been  observed  even  more  fre- 
quently with  all  other  methods  of  local  treatment  that 
have  been  used.  Regardless  of  the  local  method 
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OF  TREATMENT  EMPLOYED,  IT  SHOULD  BE  STRESSED 
THAT  THE  PATIENT  MUST  BE  MAINTAINED  IN  A STATE 
OF  GOOD  nutrition;  otherwise,  HEALING  WILL  BE 
DELAYED. 

Early  Plastic  Treatment:  Deep  burns  should 
be  grafted  as  soon  as  the  burned  area  can  be  brought 
into  a healthy  condition.  Grafting  ordinarily  should 
be  started  by  the  10th  to  the  14th  day  or  earlier 
whenever  possible.  Occasionally  it  may  be  necessary 
to  defer  grafting  slightly  longer  because  of  the  con- 
dition of  the  burn  and  the  general  condition  of  the 
patient,  but  one  should  keep  in  mind  that  the  most 
satisfactory  dressing  for  a deep  burn  is  a split-thick- 
ness skin  graft.  There  are  four  principal  ways  of 
removing  sloughs: 

1.  Saline  dressings.  When  the  slough  is  very 
thin,  apply  saline  dressings  daily. 

2.  Digestive  enzymes  (to  be  used  when  sloughs 
are  thin). 

3.  Phosphoric  acid.  Apply  phosphoric  acid  (0.9 
per  cent)  to  the  sloughs  of  thin  to  moderate 
thickness  (pyruvic  acid  may  be  used  instead 
of  phosphoric  acid).  These  sloughs  should  be 
incised  for  better  penetration. 

4.  Surgical  excision.  This  is  the  preferred  meth- 
od for  removing  sloughs,  particularly  the  thick- 
er ones.  If  the  grafting  is  not  done  on  the  day 
of  the  excision,  apply  dry  gauze  dressing  with 
compression. 

Personally,  I prefer  dermatome  split-thickness 
(thin)  grafts  of  about  0.010  inch.  The  thin  grafts 
take  more  readily  than  do  the  thicker  ones.  Under 
the  most  favorable  conditions,  about  90  to  95  per 
cent  of  thin  split-thickness  grafts  should  take.  If 
the  grafts  are  cut  thin  enough,  the  same  donor  site 
can  be  used  again.  Pinch  grafts  are  occasionally 
indicated  for  deep,  small  burns,  but  ordinarily  we 
prefer  not  to  use  them,  using  split-thickness  grafts 
instead.  When  there  is  difficulty  of  obtaining  suf- 
ficient large  autografts,  they  should  be  cut  about  the 
size  of  postage  stamps  and  separated  about  ^ to  ^ 
inch  (0.6  to  1.2  cm.).  For  extensive  deep  burns 
when  sufficient  split-thickness  postage  stamp  size 
autografts  cannot  be  obtained,  isografts  (hemografts) 
should  be  used.  When  isografts  (homografts)  are 
used  they  should  be  placed  between  the  autografts. 

Anemia  should  not  be  allowed  to  occur  if  the 
patient  is  seen  early.  If  anemia  has  occurred  it 


must  be  corrected  before  grafting.  If  there  has 
been  a respiratory  burn,  grafting  must  be  delayed,, 
and  sodium  pentothal  supplemented  with  cyclopro- 
pane is  perhaps  the  best  combination  of  anesthetics 
if  a spinal  anesthetic  cannot  be  used.  The  most  im- 
portant principle  is  to  get  the  granulating  surface 
covered,  creating  a closed  wound,  the  beneficial 
effects  of  which  are  known,  and  thereby  avoiding 
deep  scars  and  contractures.  Early  and  proper 
splinting  of  joints  is  of  decided  importance  in  pre- 
venting contractures.  The  hand  should  be  placed 
in  the  position  of  function  when  it  is  to  be  bandaged 
for  several  days  or  more.  In  treating  burns  one 
should  consider  the  function  of  all  joints  in  the 
burned  area.  Some  surgeons  apply  a layer  of  cello- 
phane to  the  dermatome  drum  before  cutting  the 
graft,  which  keeps  the  graft  from  contracting.  Very 
few  stitches  are  required  to  hold  these  grafts  in  place. 

The  patient  should  not  be  exposed  to  sudden 
changes  of  temperature,  and  during  grafting  it  is 
important  that  only  minimal  exposures  be  made,  as 
there  is  a strong  tendency  to  shock.  The  blood  lost 
during  the  operation  must  be  promptly  replaced. 
A completely  sterile  wound  is  not  necessary  for  graft- 
ing, but,  of  course,  the  healthier  the  wound  the  better. 
When  extensive  grafting  is  necessary,  the  grafting 
should  be  performed  on  the  flexor  surfaces  first. 

Late  Plastic  Treatment:  The  late  plastic  treat- 
ment of  burns  is  concerned  with  the  correction  of 
contractures,  cutaneous  defects  and  deformities,  or 
perhaps  with  the  removal  of  thin  grafts  that  were  ap- 
plied simply  to  cover  a granulating  surface.  Therefore, 
the  grafts  used  must  be  considerably  thicker  than 
those  described  for  early  plastic  treatment.  Not  only 
should  these  grafts  be  thick  enough  to  protect  the 
underlying  structures,  but  they  should  serve  the  func- 
tions of  essentially  normal  skin.  Ordinarily,  I pre- 
fer split-thickness  grafts  of  about  0.020  inch.  Occa- 
sionally I use  pinch  grafts  to  cover  small  areas,  but 
they  have  a limited  field  of  usefulness.  In  the  case 
of  certain  contractures  and  scars,  the  Z plastic  and 
releasing  incisions  are  extremely  useful  procedures. 
In  some  instances  a pedicle  graft  will  be  necessary 
to  obtain  satisfactory  results.  After  oozing  from  the 
donor  sites  has  been  controlled,  the  sites  should  be 
dressed  in  the  same  way  as  a burned  area,  with 
Modified  M.  C.  V.  Ointment  and  occlusive  pressure 
dressings.  It  is  essential  to  keep  the  patient  in  a 
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good  nutritional  state  during  all  phases  of  plastic 
surgical  treatment;  otherwise,  failures  are  likely  to 
result.  Cold  cream,  or  lanolin  and  cold  cream  should 
be  applied  to  the  burned  area  as  soon  as  all  the 
areas  are  healed,  to  prevent  drying,  cracking  and 
irritation  of  the  skin. 

General  Treatment. — Early  General  Treatment: 
There  must  be  no  delay  in  carrying  out  the  early 
general  treatment.  When  the  patient  is  first  seen 
he  complains  of  pain  and  thirst  and  is  often 
shaking  as  though  he  had  a chill.  The  more  severely 
burned  patients  are  given  morphia  on  admission.  In 
case  of  shock  the  morphia,  if  indicated,  should  be 
given  intravenously  and  in  reduced  dosage.  It  is 
practically  never  necessary  to  give  morphia  to  any 
burned  patient,  regardless  of  the  extent  and  degree 
of  the  burn,  after  applying  ^Modified  M.  C.  V.  Oint- 
ment. 

When  laboratory  facilities  and  personnel  are  ade- 
quate, blood  should  be  collected  immediately  for 
determination  of  blood  volume,  the  hematocrit  read- 
ing, the  hemoglobin  level,  the  erythrocyte  count,  the 
values  for  plasma  proteins  and  blood  chlorides  and 
the  carbon  dioxide  combining  power  of  the  blood. 
These  laboratory  procedures  and  urinalysis  should 
be  repeated  one  or  more  times  daily  during  the  first 
forty-eight  to  seventy-two  hours  in  order  to  carry 
out  the  fluid  therapy  in  a satisfactory  manner.  The 
Rh  factor  should  be  determined  before  repeated 
transfusions  of  blood  are  given.  Other  indicated 
laboratory  procedures  are  determination  of  the  non- 
protein nitrogen  level,  the  blood  potassium  level,  the 
prothrombin  level  and  the  icterus  index. 

This  method  of  local  treatment  can  be  carried  out 
with  minimal  laboratory  procedures.  When  labora- 
tory facilities  and  personnel  are  limited,  as  they 
frequently  are,  particularly  in  the  smaller  hospitals, 
the  hematocrit  reading,  the  value  for  hemoglobin,  the 
erythrocyte  count,  the  levels  of  blood  chlorides  and 
plasma  proteins  and  the  output  of  urine,  together 
with  the  clinical  condition  of  the  patient,  can  serve 
as  a good  guide  to  fluid  therapy. 

Shock:  Burned  patients  are  carefully  observed 
for  signs  and  symptoms  of  impending  shock  before 
the  blood  pressure  begins  to  fall.  The  blood  pres- 
sure and  pulse  are  recorded  every  half  hour  for  the 
first  twenty-four  hours  or  until  the  danger  of  shock 
has  passed. 


Primary  shock  occurs  from  vasomotor  reaction,  and 
is  caused  by  pain,  fright,  injury,  etc.  It  develops 
promptly,  while  true  shock  or  secondary  shock  usually 
develops  slowly.  In  the  presence  of  severe  burns 
primary  shock  may  merge  into  secondary  shock. 
There  is  little  capillary  permeability  in  cases  of 
primary  shock,  as  it  does  not  produce  hemoconcen- 
tration.  This  local  treatment  with  Modified  M.  C.  V. 
Ointment  and  compression  dressings  almost  imme- 
diately relieves  the  pains  and  chilly  sensations;  there- 
fore, the  local  treatment  is  an  important  factor  in 
preventing  shock  or  in  helping  to  relieve  it  if  it  is 
already  present. 

Secondary  shock  seldom  occurs  under  two  or  three 
hours  except  with  the  more  severe  burns.  In  the 
early  stages  of  such  burns  there  is  often  no  fall 
of  arterial  blood  pressure.  Even  before  there  is  any 
fall  of  blood  pressure  or  evidence  of  beginning  cir- 
culatorx'  failure,  the  incipient  stage  of  true  shock 
may  be  detected  by  slight  hemoconcentration  and  a 
diminished  output  of  urine.  The  presence  of  hemo- 
concentration in  the  early  stages  will  serve  to  dif- 
ferentiate true  shock  from  either  hemorrhage  {with 
hemodilution)  or  primary  shock.  Whenever  possible, 
the  best  treatment  of  shock  is  prevention. 

Falling  plasma  protein  levels  and  progessive 
hemoconcentration  usually  indicate  impending  shock, 
even  though  the  blood  pressure  is  still  normal.  If 
the  outpit  of  urine  is  good  during  the  early  phase, 
shock  is  not  so  likely  to  be  impending.  In  the  more 
serious  cases  a retention  catheter  should  be  inserted 
and  the  hourly  output  of  urine  recorded.  An  ade- 
quate output  indicates  that  sufficient  fluids  are  being 
given;  an  inadequate  output  indicates  either  insuf- 
ficient fluids,  beginning  shock  or  possible  renal 
damage. 

Shock  should  be  anticipated  in  any  patient  with 
as  much  as  20  per  cent  of  the  body  surface  involved 
in  second-degree  burns  or  10  per  cent  of  the  body 
surface  involved  in  third-degree  burns.  Therefore, 
immediate  steps  should  be  taken  to  prevent  it.  Shock 
may  occur  in  children  or  debilitated  persons  with  as 
little  as  10  per  cent  of  the  body  surface  involved  in 
a deep  blistering  burn.  Oxygen  is  indicated  in  the 
treatment  of  shock. 

Transfusions  of  blood  are  essential  in  the 

EARLY  OR  SHOCK  PHASE  OF  SEVERE  BURNS.  The 
tendency  now  is  to  use  more  blood  to  combat  or  pre- 
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vent  shock  from  burns.  It  is  my  opinion  that  the 
main  reliance  in  combating  or  preventing  shock 
should  be  placed  upon  blood  supplemented  with 
adequate  amounts  of  electrolytes.  Of  course,  plasma, 
serum  albumin,  dextran,  or  various  combinations  of 
them  supplemented  with  electrolytes,  may  be  used 
for  this  purpose;  however,  it  is  better  to  use  them 
in  conjunction  with  blood.  As  much  as  1,500  cc. 
of  blood,  or  more,  may  be  indicated  for  the  most 
severe  burns  during  the  first  twenty-four  hours. 
Anemia,  which  frequently  occurs  in  the  intermediate 
period,  is  not  so  common  when  blood  transfusions 
are  given  in  the  early  period.  When  anemia  and 
hypoproteinemia  occur,  there  should  be  no  delay  in 
giving  frequent  blood  transfusions. 

Dextran  has  been  used  by  a number  of  surgeons 
in  research  centers  in  the  treatment  of  shock  due  to 
burns.  The  reports  on  this  preparation  have  been 
favorable  so  far  as  the  prevention  and  treatment  of 
shock  are  concerned,  but  some  reactions  have  oc- 
curred, and  the  serum  protein  level  shows  a marked 
fall  after  its  use.  Further  trial  is  indicated,  there- 
fore, before  final  decisions  are  made  concerning  its 
merit. 

It  is  essential  to  perform  typing  and  cross  match- 
ing before  giving  dextran.  It  is  possible  that  some 
blood  substitute  will  eventually  replace  plasma  in 
the  treatment  of  shock  from  burns  because  of  the 
number  of  cases  in  which  hepatitis  has  followed  its 
use. 

The  following  agents,  supplemented  with  electro- 
lytes, are  most  frequently  used  to  combat  or  prevent 
shock:  (1)  blood;  (2)  plasma;  (3)  serum  albumin; 
(4)  dextran,  and  (5)  various  combinations  of  these. 

In  a case  of  shock  it  is  essential  that  most  or  all 
of  the  electrolytes  be  given  intravenously,  but  when 
shock  is  not  a factor  most  investigators  agree  that 
the  electrolytes  and  alkaline  solutions  should  be  given 
orally  unless  there  is  some  contraindication,  such  as 
vomiting,  etc. 

During  the  first  tw'o  days,  and  particularly  during 
the  shock  phase  of  severe  burns,  considerable  edema 
is  observed.  In  the  period  between  forty-eight  and 
ninety-six  hours  there  is  usually  considerable  reab- 
sorption, and  it  is  during  this  period  that  caution 
must  be  observed  not  to  give  too  much  fluid.  In 
case  of  respiratory  burns  this  caution  is  also  im- 
portant, as  too  much  fluid  may  result  in  pulmonary 
edema. 


Plasma  is  indicated  in  the  treatment  of  severe 
burns.  Its  main  usefulness  is  exercised  during  the 
first  seventy-two  hours,  and  most  of  the  plasma 
should  be  given  during  the  first  twelve.  A number 
of  different  methods  are  available  for  determining 
the  required  amount  of  plasma,  but  the  following 
method  will  usually  be  found  satisfactory:  Give 
50  to  75  cc.  of  plasma  for  each  1 per  cent  of  the  body 
surface  involved  in  a blistering  or  deep  burn  (this 
method  is  preferred,  especially  if  the  patient  is 
seen  early,  as  the  hematocrit  reading  may  still  be 
normal). 

The  amount  of  plasma  to  be  given  during  the 
second  tw'enty-four  hours  will  usually  be  consider- 
ably less  than  that  given  during  the  first  twenty- 
four  hour  period,  often  about  one-third  or  one-half. 
During  the  third  twenty-four  hours  the  amount  of 
plasma  w’ill  usually  be  about  25  per  cent  of  that 
given  during  the  first  such  period,  provided  it  is 
still  indicated.  The  amount  of  plasma  should  be 
varied  according  to  the  clinical  condition  of  the 
patient,  together  with  the  hematocrit  reading  and 
other  laboratory  data. 

In  the  presence  of  any  severe  burn,  blood,  plasma, 
electrolytes  or  some  other  appropriate  agent  to  prevent 
or  combat  shock  should  be  started  within  a few 
minutes  after  the  patient  reaches  the  emergency 
room,  phlebotomy  being  performed  if  necessary.  Do 
NOT  WAIT  UNTIL  THE  BLOOD  PRESSURE  BEGINS  TO 
FALL  BEFORE  INSTITUTING  ADEQUATE  EARLY  GEN- 
ERAL TREATMENT.  Even  though  the  patient  may 
not  present  symptoms  of  shock  w'hen  first  seen,  the 
surgeon  of  experience  will  realize  the  potentiality 
of  shock  and  will  act  promptly  to  carry  out  both  the 
early  general  and  the  early  local  treatment.  In  order 
to  avoid  difficulties,  it  is  necessary  to  comprehend 
the  seriousness  of  the  condition  and  to  understand 
that  profound  physiologic  changes  are  taking  place. 

From  a practical  standpoint  the  output  of 
URINE  is  the  best  GUIDE  TO  THE  ADEQUACY  OF  THE 
FLUID  INTAKE.  Enough  fluids  should  be  given  to 
maintain  a urinary  output  of  about  1000  cc.  daily. 
Too  much  emphasis  cannot  be  placed  upon  keeping 
a correct  record  of  fluid  intake  and  output. 

Every  effort  should  be  made  to  encourage 

THE  PATIENT  TO  TAKE  AN  ADEQUATE  AMOUNT  OF 
FLUIDS  AND  ELECTROLYTES  BY  MOUTH.  When  this 
cannot  be  accomplished,  the  fluids  and  electrolytes 
should  be  given  through  a duodenal  tube,  provided 
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there  is  no  vomiting  or  other  contraindication.  Tube 
feedings  are  being  used  more  frequently  for  patients 
with  severe  burns,  as  it  is  often  difficult  to  keep  such 
a patient  in  a state  of  good  nutrition  by  oral  feedings 
alone,  particularly  if  special  nursing  care  is  not 
available. 

If  the  patient  is  able  to  take  food  orally  during  this 
early  period,  the  diet  should  be  soft;  a high  carbohy- 
drate, high  protein  (200  to  400  gm.  daily)  diet,  with 
adequate  amounts  of  vitamins,  particularly  vitamin 
C and  the  vitamin  B complex.  If  the  patient  can- 
not tolerate  a diet  of  sufficient  proteins,  then  intra- 
venous proteins  should  be  supplied.  A determined 
effort  should  be  made  to  have  these  patients  gain 
weight. 

Intermediate  and  Late  General  Treatments : The 
intermediate  general  treatment  and  the  late  general 
treatment  will  be  described  together.  They  are  the 
same,  except  that  there  is  more  urgency  in  carrying 
out  the  intermediate  general  treatment. 

In  the  past,  not  enough  emphasis  has  been 

PLACED  ON  ADEQUATE  NUTRITION  IN  THE  TREAT- 
MENT or  BURNS.  Reg.vrdless  of  the  local  meth- 
od EMPLOYED,  SATISFACTORY  HE.\LING  WILL  NOT  BE 
■OBTAINED  IF  THE  PATIENT  CONTINUES  IN  A POOR 
ST.4TE  OF  NUTRITION. 

The  diet  listed  under  “early  general  treatment” 
should  be  continued  during  the  intermediate  and  late 
periods.  Most  diets  during  these  periods  of  healing 
are  too  low  in  proteins,  carbohydrates  and  vitamins. 
The  patient  should  be  encouraged  to  take  the  full 
diet,  as  that,  together  with  frequent  blood  transfu- 
sions, is  the  most  effective  way  to  maintain  satisfac- 
tory nutrition.  Repeated  blood  transfusions  are 
ESSENTLVL  IN  THESE  PERIODS.  Liver  (administered 
parenterally)  and  iron  are  usually  indicated  if  the 
burn  is  severe.  During  these  stages,  at  least,  weekly 
determinations  of  the  hematocrit  reading,  the  plasma 
protein  level,  the  erythrocyte  count,  the  hemoglobin 
content  and  the  value  for  blood  chlorides  will  be 
necessary. 

Toxemia:  Toxemia  is  often  a factor  in  extensive 
deep  bums.  Though  it  may  occur  in  the  early  phases, 
before  infection  of  any  consequence  has  had  time 
to  take  place,  it  is  always  increased  by  infection. 
If  the  burn  is  not  too  deep  and  extensive,  and  the 
patient  is  seen  early  and  treated  adequately  by  the 
method  outlined,  toxemia  is  not  ordinarily  a great 


problem.  W hen  toxemia  with  high  fever  develops 
it  should  be  treated  promptly  and  energetically,  as 
the  patient  cannot  tolerate  high  fever  of  long  duration. 

Conclusions 

1.  Burns  are  surgical  emergencies.  Early  general 
and  early  local  treatments  should  be  carried  out 
promptly  and  simultaneously. 

2.  The  extent  and  depth  of  the  bums  should  be 
recorded  on  the  first  examination  and  the  prog- 
ress of  the  burns  noted  at  all  subsequent  dress- 
ings. 

3.  Modified  M.  C.  V.  Ointment  with  adequate  oc- 
clusive pressure  dressing  is  an  excellent  method 
of  local  treatment.  These  dressings  should  not 
be  changed  often.  This  method  can  be  em- 
ployed with  minimal  laboratory  procedures. 

4.  It  is  essential  to  give  sufficient  fluids  to  maintain 
an  adequate  urinary  output. 

5.  Debridement  of  severe  and  extensive  burns 

IS  TO  BE  CONDEMNED. 

6.  When  second  degree  burns  involve  as  much  as 
20  per  cent  of  the  body  surface,  shock  should  be 
anticipated.  Shock  may  develop  with  as  little 
as  10  per  cent  of  the  body  surface  involved  in 
deep  burns,  particularly  in  children  or  debili- 
tated persons. 

7.  Transfusions  of  blood  are  indicated  in  the 

EARLY  TREATMENT  OF  BURNS,  REGARDLESS  OF 
THE  HExr.A.TOCRiT  READING.  The  main  reliance 
in  the  prevention  and  treatment  of  shock  should 
be  placed  upon  blood  supplemented  with  elec- 
trolytes. Plasma,  serum  albumin,  dextran,  or 
various  combinations  of  these,  supplemented 
with  electrolytq^,  may  be  used  to  prevent  or  com- 
bat shock;  however,  it  is  better  to  use  them  in 
conjunction  with  blood.  Frequent  transfusions 
of  blood  are  indicated  in  the  intermediate  and 
late  treatment  of  burns;  they  improve  he  plasma 
protein  level  more  rapidly  than  do  plasma  trans- 
fusions. 

8.  Plasma  is  indicated  in  the  treatment  of  severe 
burns.  It  should  be  given  early  and  in  adequate 
amounts.  Its  main  usefulness  is  observed  dur- 
ing the  first  seventy-two  hours,  and  most  of  it 
should  be  given  in  the  first  twelve  hours. 

9.  Large  quantities  of  electrolytes-alkaline  solu- 
tions are  usually  indicated,  and  whenever  pos- 
sible they  should  be  given  by  mouth.  Enough 
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fluids  should  be  given  to  maintain  an  output  of 
at  least  1000  cc.  of  urine  per  day. 

10.  Burned  patients  should  be  given  a high  car- 
bohydrate, high  protein  (200  gms.  or  more 
daily)  diet  with  adequate  vitamins,  particularly 
vitamin  B complex  and  vitamin  C,  until  healing 
takes  place  and  throughout  the  plastic  surgical 
procedures. 

11.  Regardless  or  the  local  method  employed, 

SATISFACTORY  HEALING  WILL  NOT  BE  OBTAINED 
IF  THE  PATIENT  CONTINUES  IN  A POOR  STATE 
or  NUTRITION. 

12.  Infections  may  be  a serious  problem  in  the  pres- 
ence of  neglected  second-degree  burns  or  ex- 
tensive third-degree  burns.  When  second-degree 
burns  are  seen  early  and  treated  by  the  method 
outlined,  infections  are  not  ordinarily  of  major 
importance. 

13.  The  grafting  of  deep  burns  should  be  started 
early,  usually  not  later  than  the  10th  to  14th 
day,  with  dermatome  split-thickness  (thin) 
grafts.  When  sufficient  large  split-thickness 
grafts  can  not  be  obtained,  the  grafts  should  be 
cut  in  postage-stamp  size.  If  a sufficient  number 
of  these  small  split-thickness  grafts  can  not 
be  obtained  in  conjunction  with  pinch  grafts, 
then  isografts  (hemografts)  should  be  inserted 
between  the  autografts. 

14.  For  the  correction  of  contractures  and  deformi- 
ties, I recommend  dermatome  split-thickeness 
(thick)  grafts;  Z plastics;  releasing  incisions 
and  pedicle  grafts  as  indicated. 

Acknowledgment  is  gratefully  accorded  to  the 

authors  listed  in  the  bibliography  for  information  ob- 
tained from  their  various  writings. 


This  article  is  a revision  of  an  article  published 
in  the  Journal  of  the  International  College  of  Sur- 
geons: Pages  354-368,  Vol.  XVII,  No.  3,  March 
1952. 
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It  has  been  said,  curiously  enough,  that  the  mode 
of  suicide  often  follows  certain  cycles.  This  may 
well  be  true,  for  the  incidence  of  barbiturate  poison- 
ing is  constantly  increasing  and  seems  to  be  in 
current  vogue.  More  and  more  do  we  hear  of  deaths 
or  serious  into.xications  due  to  this  drug.  In  New 
York  City  there  were  197  deaths  in  1945  as  con- 
trasted with  only  42  deaths  in  1939^  from  poisoning 
of  this  type.  The  United  States  Tariff  Commission 
reports  a steady  increase  in  total  production  of  bar- 
bituric acid  derivatives  over  the  past  12  years.  Their 
figures  show  a production  in  1940  of  269  tons  of 
barbituric  acid  derivatives,  while  in  1951  there  were 
394.5  tons  produced.  This  is  an  increase  in  pro- 
duction of  68%  in  eleven  years.^  Sleeping  pills  in 
1950  caused  about  1000  deaths  in  this  countin'.  This 
is  a far  higher  toll  than  that  of  any  other  poison 
or  of  all  narcotics  combined.  During  the  past  four 
years  an  average  of  25  deaths  occurred  each  year 
in  the  State  of  Virginia  from  barbiturate  intoxica- 
tion. Dr.  Sidney  Kaye,  of  the  State  Toxicology- 
Laboratory,  tells  me  that  his  laboratory  receives  about 
50  emergency  calls  a year  from  Richmond  and  the 
nearby  vicinity  for  blood  barbiturate  determinations. 
In  an  18  month  period  beginning  January  1,  1951, 
and  ending  June  30,  1952,  his  laboratory  has  per- 
formed 109  analyses  for  barbiturates  and  deriva- 
tives.^ It  would  seem  appropriate  that  we  review 
briefly  the  pharmacolog}'  of  this  drug  and  the  means 
of  combating  excessive  doses. 

Pharmacology 

The  term  barbiturate  includes  the  large  number  of 
derivatives  of  barbituric  acid.  Some  are  charac- 
terized by  their  short  duration  of  action  such  as 
seconal  and  pentothal,  others  by  their  longer  activity 
as  phenobarbital,  barbital,  and  nembutal.  Their 
major  function  is  to  depress  the  central  nervous 
system  and  any  degree  of  depression  from  slight 
sedation  to  deep  coma  can  be  obtained.  The  intensity 
of  action  depends  not  only  upon  the  particular  bar- 

*Read before  the  annual  meeting  of  The  Medical  So- 
ciety of  Virginia  in  Richmond,  September  28-October  1, 
1952. 


biturate  selected,  or  the  dose  and  route  of  adminis- 
tration employed,  but  also  in  a large  measure  upon 
the  reflex  excitability  of  the  patient’s  nervous  system. 

The  medullary-respiratory  center  is  directly  de- 
pressed by  large  doses  of  barbiturates  and  the  rate 
and  depth  of  respirations  are  decreased.  Death  often 
in  barbiturate  intoxication  is  due  to  respiratory  fail- 
ure. 

Ordinary  hypnotic  doses  of  barbiturates  have  little 
effect  on  the  cardio-vascular  system  but  large  amounts 
may  result  in  peripheral  vasodilatation  with  drop  in 
blood  pressure,  even  to  shock  levels.  At  this  stage 
the  renal  blood  flow  is  decreased  and  urine  output  is 
diminished,  thus  interrupting  an  important  channel 
for  excretion  of  the  drugs. 

In  the  intestinal  tract  these  drugs  are  readily 
absorbed,  the  speed  varying  with  the  type.  Certain 
of  the  drugs  are  destroyed  by  the  liver  while  others 
are  excreted  by  the  kidneys,  and  a few  are  partially 
affected  by  both  organs. 

It  is  apparent,  then,  that  in  over-dosage  of  bar- 
biturates a serious  vicious  cycle  may  develop  with 
depression  of  the  central  nervous  system,  coma,  fall 
in  blood  pressure,  shock,  impaired  renal  flow  and 
diminished  excretion  of  the  drug  by  the  kidneys. 

Etiology  or  Acute  Barbiturate  Intoxication 

The  causes  of  acute  intoxication  by  barbiturates 
may  roughly  be  divided  into  three  groups.  First,  the 
suicidal  attempt  in  which  the  patient  deliberately 
takes  an  over-dose  of  the  drug.  The  second  group 
are  those  who  accidently  take  more  than  is  safe.  In 
this  group  belong  the  surprisingly  large  number  of 
patients,  who,  after  taking  their  accustomed  dose  fail 
to  develop  deep  sleep.  In  this  twilight  zone,  the 
individual  does  not  exhibit  normal  inhibition  and 
reason,  and  mechanically  or  automatically  takes  all 
the  remaining  tablets. 

Finally,  are  the  patients  who  combine  alcohol  and 
barbiturates.  These  two  agents  have  a synergistic 
effect  which  results  in  profound  intoxication  and 
narcosis.  Smaller  doses  by  themselves  not  sufficient 
to  cause  toxicity  produce  serious  poisoning  and  often 
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death  when  taken  together.  Jetter  and  McLean®  and 
other  investigators  have  regularly  been  able  to  cause 
death  in  experimental  animals  by  combining  non- 
fatal  doses  of  each  drug.  Pharmacologic  studies, 
including  those  of  Drs.  Haag  and  Ramsey  at  the 
Medical  College  of  Virginia,  have  shown  beyond 
doubt  that  the  lethal  dose  of  any  barbiturate  is  greatly 
reduced,  often  as  much  as  50%,  when  given  with 
otherwise  small  and  non-toxic  amounts  of  alcohol.^ 

Signs  and  Symptoms 

The  signs  and  symptoms  of  acute  barbiturate  in- 
toxication are  extreme  lethargy  progressing  to  severe 
depression  of  the  central  nervous  system  and  coma. 
Respirations  are  slow  and  there  is  capillary  dilata- 
tion, and  shock  may  develop.  Reflexes  are  sluggish, 
urine  formation  is  decreased,  and  there  is  usually 
cyanosis.  The  diagnosis  is  often  made  from  the 
history  and  physical  findings  or  by  the  presence  of 
the  drug  in  gastric  contents,  blood  or  urine.  Often 
an  empty  or  partially  filled  bottle  with  sedatives  is 
found  near  the  patient  and  may  give  helpful  clues. 

The  prognosis  in  barbiturate  poisoning  depends 
upon  many  factors.  Paramount  among  these  are  the 
amount  of  drug  ingested,  the  type  (whether  short 
or  long  acting),  the  duration  of  time  between  coma 
and  the  time  therapy  begins,  and  especially  impor- 
tant, the  presence  or  absence  of  alcohol  occurring 
concomitantly.  The  general  condition  of  the  patient 
before  poisoning  is  important  as  well  as  the  in- 
cidence of  complications  such  as  bronchopneumonia, 
atelectasis,  cardiac  arrhythmias  or  irreversible  cere- 
bral tissue  changes.  Blood  levels  of  four  milligrams 
per  cent  are  considered  excessively  high  but  death 
from  barbiturate  intoxication  has  often  occured  with 
levels  of  only  one  milligram  per  cent. 

The  level  of  barbiturates  in  the  blood,  however, 
may  be  misleading  unless  the  type  of  drug  is  known. 
A high  level  of  a short  acting  drug  would  be  less 
dangerous  than  of  a long  acting  variety.  The  pres- 
ence of  barbiturates  in  the  blood  24  to  36  hours  after 
ingestion  is  in  itself  evidence  that  the  drug  ingested 
was  a long  acting  type. 

Treatment 

There  is  much  difference  of  opinion  concerning  the 
treatment  of  this  condition.  Certain  general  meas- 
ures, enormously  important,  have  universal  accept- 
ance and  these  will  be  mentioned  first.  The  patient 
when  first  suspected  of  having  barbiturate  intoxica- 


tion should  have  a gastric  lavage  with  the  stomach 
contents  saved  for  toxicological  studies  for  the  pres- 
ence or  absence  of  the  drug.  The  stomach  tube 
should  be  left  down  so  that  liquid  feedings  may  be 
given  at  a later  time.  Absorption  of  the  drug  re- 
maining in  the  bowel  may  be  reduced  if  a saline 
cathartic  is  left  in  the  stomach.  Blood  should  be 
drawn  for  barbiturate  levels.  Oxygen  is  necessary 
since  adequate  oxygenation  of  the  central  nervous 
system  is  imperative.  An  efficient  aspirator  should 
be  at  hand — constantly  ready  to  suck  out  mucus, 
vomitus,  and  saliva  which  may  plug  a bronchus  at 
any  moment  without  warning.  An  endotracheal  tube 
should  be  inserted  if  signs  of  laryngospasm  develop. 
The  patient  should  be  turned  at  thirty  minute  in- 
tervals regularly  and  the  foot  of  his  bed  elevated 
to  help  prevent  development  of  atelectasis  and 
pneumonia.  Thorough  examinations  of  the  chest 
must  be  made  repeatedly  to  detect  early  the  presence 
of  these  complications.  Penicillin  should  be  started 
before  aspiration  or  hypostatic  pneumonia  develops. 
Fluid  balance  must  be  maintained  by  appropriate 
fluids  given  intravenously  and  by  clysis,  and  urine 
output  checked  by  indwelling  catheter.  Total  bar- 
biturate excretion  may  be  measured  by  saving  all 
urine  collections.  Nourishment  can  be  reasonably 
well  maintained  by  tube  feedings  and  intravenous 
glucose. 

There  is  considerable  variation  in  the  specific 
therapy  in  acute  barbiturate  intoxication.  Eloquent 
and  convincing  articles  have  appeared  in  the  medical 
literature  supporting  many  different  antidotes  while 
damning  others. No  large  and  well  controlled 
series  comparing  the  various  antidotes  has  yet  ap- 
peared, and  when  confronted  with  the  problem  the 
average  physician  is  easily  confused  as  to  which 
program  to  follow. 

Numerous  authors  believe  that  the  cerebral  stim- 
ulants are  not  helpful  or  necessary  and  that  therapy 
should  be  centered  on  maintenance  of  free  pulmonary 
ventilation  together  with  the  general  measures,  such 
as  mentioned  above.  Other  groups  advocate  coramine 
in  large  doses  giving  as  much  as  10  c.c.  intravenously 
followed  every  five  minutes  by  5 c.c.  for  an  hour. 
This  is  followed  by  booster  doses  of  5 c.c.  every 
thirty  mintues  until  the  patient  can  answer  questions. 

The  amphetamines,  Benzedrine  and  Dexedrine,  are 
favored  by  many  for  specific  therapy  because  these 
drugs  exert  powerful  cortical  and  respiratory  stim- 
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ulation.  Massive  doses  may  be  given  without  caus- 
ing convulsions  or  other  untoward  reactions.  As 
much  as  2000  mgm.  have  been  given  over  a 24  hour 
period  without  deleterious  effects  to  the  patient. 
Schedules  of  10-20  mgm.  intravenously  repeated  as 
often  as  every  five  minutes  are  recommended.  Dick,i 
Friedman  and  Harris®  and  others  use  intravenous 
doses  up  to  100  mgm.  every  half  hour  until  the  patient 
responds  and  they  report  good  results.  Reed,  Driggs, 
and  Foote,®  however,  report  a high  incidence  of 
cardiac  arrhythmias  and  some  cardiac  deaths  fol- 
lowing large  doses  of  the  amphetamines.  They  stress 
the  powerful  stimulus  of  these  drugs  on  the  myo- 
cardium which  may  lead  to  fatal  arrhythmias.  Hy- 
p>ertension  and  arteriosclerosis  are  not  thought  to  be 
contraindications  although  the  blood  pressure  may 
rise  sharply  following  a moderate  dose.  Repeated 
injections  seem  to  develop  a tolerance  to  the  pressor 
effect  of  the  drug  and  after  several  injections  larger 
doses  can  be  given  without  appreciable  rise  in  the 
blood  pressure. 

Picrotoxin  is  thought  by  many  to  be  the  drug  of 
choice  in  treating  barbiturate  poisoning.  This  drug 
is  a powerful  central  nervous  system  stimulant.  It 
stimulates  the  medulla,  midbrain,  and  to  a less  extent 
the  cerebral  cortex  and  cord.  The  action  is  most 
prominent  in  the  medulla,  and  the  vomiting,  respira- 
tory, and  vasomotor  centers  are  all  stimulated.  Large 
doses  may  cause  convulsions.  The  drug  is  rapidly 
excreted  and  after  twenty  minutes  all  traces  of  the 
drug  disappears  from  the  blood  stream. 

During  the  past  twenty  years  this  drug  has  had 
an  increasing  popularity  in  combating  the  effects  of 
excessive  barbiturates.  No  didactic  statement  re- 
garding dosage  can  be  made;  but  the  drug  is  given 
until  return  of  the  corneal  and  pupillary  refle.xes. 
Repeated  injections  may  be  necessary'  as  the  patient 
often  will  lapse  back  into  coma  since  the  effect  of 
the  drug  as  mentioned  above  is  only  of  short  duration. 
The  drug  should  be  given  slowly  and  intravenously. 
The  patient  should  be  observed  closely  during  the 
injection  for  signs  of  muscular  twitching  or  for  return 
of  any  reflexes.  This  routine  should  be  repeated 
every  30  to  60  minutes  until  the  patient  remain 
conscious  or  at  least  responds  to  stimuli.  It  is  often 
overlooked  that  a patient  with  barbiturate  intoxica- 
tion is  extremely  tolerant  to  picrotoxin  and  during 
treatment  may  receive  amounts  which  under  normal 
conditions  would  be  fatal.  Goodman  and  Gilman, 


in  their  textbook  on  pharmacology,  refer  to  a ca.se 
successfully  treated  with  671  mgm.  of  the  drug.^® 

The  following  case  is  presented  to  illustrate  severe 
barbiturate  intoxication  complicated  by  alcoholism 
and  bronchopneumonia,  and  responding  to  the  gen- 
eral measures  already  mentioned  together  with  mas- 
sive doses  of  picrotoxin. 

Case  Report 

S.  C.,  a 45  year  old  white  housewife,  had  been 
in  her  usual  health  until  five  days  before  admission 
to  the  hospital.  At  that  time  she  went  to  New  York, 
drank  heavily  and  ate  and  slept  little.  She  returned 
to  Richmond  on  March  13,  1951,  and  was  said  to 
have  had  at  least  three  drinks  of  whiskey  that  eve- 
ning and  sat  up  much  of  the  night  with  a sick  dog. 
In  the  morning  when  her  husband  left  to  go  to  work 
she  was  apparently  asleep  and  he  did  not  disturb 
her.  According  to  her  maid  she  did  not  awaken 
during  the  day  and  at  six  in  the  evening  could  not 
be  aroused.  She  was  first  seen  at  seven  and  was 
deeply  comatose  and  cyanotic.  She  was  brought  in 
this  condition  to  the  hospital. 

On  admission  she  was  a well  developed,  well  nour- 
ished white  woman  who  was  cyanotic  and  deeply 
comatose.  She  made  no  response  to  painful  stimuli. 
Respirations  were  shallow,  noisy,  and  the  rate  was 
20.  Her  lungs  were  clear  to  percussion  but  rhonchi 
were  heard  throughout.  The  pulse  was  100,  the 
rhythm  regular.  The  blood  pressure  was  118-80. 
Reflexes  were  very  sluggish  but  equal.  Examination 
otherwise  was  not  remarkable. 

Admission  laboratory  studies  were  within  normal 
limits.  Blood  drawn  for  barbiturate  level  was  later 
reported  as  6 mgm.  per  cent.  A blood  alcohol  level 
unfortunately  was  not  done.  The  gastric  contents 
were  reported  as  positive  for  the  presence  of  bar- 
biturates. 

The  patient  was  given  oxygen  immediately,  the 
foot  of  her  bed  elevated,  penicillin  was  started,  and 
an  aspirator  was  used  periodically  to  remove  phlegm, 
saliva,  and  mucus  from  her  trachea.  She  was  turned 
regularly,  fluids  were  given  by  vein,  clysis,  and  stom- 
ach tube  and  the  urinary  output  was  checked  by  an 
indwelling  catheter. 

In  view  of  the  depth  of  her  coma  she  was  started 
on  picrotoxin  in  doses  of  one  to  two  cc.  slowly  by  vein 
in  concentrations  of  three  mgm.  per  cc.  This  was 
given  approximately  every  one  to  two  hours  for  about 
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thirty-six  hours  but  without  response  by  the  patient. 
During  this  time  she  develop>ed  signs  of  bronchopneu- 
monia and  her  temperature  rose  to  104°. 

By  this  time  the  patient’s  general  condition  was 
extremely  poor.  Her  blood  pressure  on  several  oc- 
casions was  as  low  as  80/50,  her  respirations  were 
12  to  15  and  Cheyne-Stokes  in  type.  It  was  decided 
to  give  larger  doses  of  picrotoxin  and  13  cc.  of  the 
drug  was  given  by  vein.  At  this  point  she  developed 
twitching  of  her  upper  lip  and  the  drug  was  stopped. 
Shortly  afterwards  she  was  again  comatose  and  an 
hour  later  another  10  cc.  was  given.  This  was  dis- 
continued when  she  began  moaning.  Later  she 
vomited.  Approximately  every  one  or  two  hours 
thereafter  the  patient  was  given  10  to  30  cc.  of  picro- 
toxin always  slowly  and  always  discontinued  at  the 
first  sign  of  any  response.  These  reactions  consisted 
of  muscular  twitching,  moaning,  vomiting,  or  moving 
an  extremity,  and,  later,  opening  of  the  eyes  for 
brief  intervals.  The  effects  of  the  picrotoxin  were 
always  of  short  duration  and  the  patient  would  lapse 
back  again  into  coma. 

Twent\'-four  hours  later  after  the  drug  had  been 
started  in  the  large  doses,  during  w'hich  some  263 
cc.  (or  789  mgm.)  of  picrotoxin  had  been  given,  the 
patient  began  to  respond  noticeably  to  the  drug  to 
the  extent  of  opening  her  eyes,  smiling,  or  coughing. 
Twelve  hours  and  75  cc.  later  she  was  awake  enough 
to  sip  small  amounts  of  coffee  from  a cup  and  to  give 
feeble  responses  to  simple  questions. 

At  this  time  the  patient  was  started  on  5 to  10 
mgm.  of  dexedrine  sulfate  at  4 to  6 hours  intervals 
and  she  recovered  uneventfully  several  days  later. 
Her  pneumonia  cleared  up  promptly. 

During  the  period  of  coma  which  lasted  110  hours 
after  entry  to  the  hospital  the  patient  received  a total 
of  1473  mgm.  of  picrotoxin.  1317  mgm.  of  this 
drug,  however,  were  given  over  only  a 66  hour  period. 

Upon  recovery  the  patient  stated  that  she  had 
taken  “several”  phenobarbital  tablets  upon  going  to 
bed  and  did  not  recall  taking  any  more.  Suicidal 
intent  was  vigorously  denied.  Five  days  after  ad- 
mission, when  she  was  conscious  and  oriented,  her 
blood  barbiturate  level  was  still  2 mgm.  per  cent. 
This  would  indicate  clearly  the  long  acting  nature 
of  the  drug  as  well  as  the  slowness  of  its  excretion. 

Summary 

In  summary,  the  use  of  barbiturates  and  their 
derivatives  is  steadily  increasing.  This  is  evidenced 


by  a 68%  increase  in  the  total  production  of  this 
drug  in  the  year  1951  over  that  produced  in  1940. 
Poisoning  by  barbiturates  whether  accidental  or  in- 
tentional likewise  is  increasing.  The  remarkable 
synergism  between  alcohol  and  barbiturates  is  stressed 
and  the  dangers  of  their  concomitant  use  are  em- 
phasized. Severe  narcosis  or  even  death  may  occur 
when  only  one-half  the  lethal  dose  of  each  drug  is 
combined.  Many  poisonings  result  from  ignorance 
of  this  fact. 

Treatment  of  barbiturate  intoxication  consists  of 
careful  adherence  to  such  general  measures  as  gastric 
lavage,  adequate  oxygenation,  prophylactic  use  of 
antibiotics,  prevention  of  atelectasis  and  aspiration 
by  keeping  a patent  broncho-tracheal  air  way  and 
frequent  turning,  and  maintaining  proper  fluid  bal- 
ance. Specific  therapy  is  discussed,  including  the 
use  of  the  amphetamines  and  picrotoxin.  Picrotoxin, 
in  the  author’s  opinion,  is  the  drug  of  choice.  This 
powerful  central  nervous  system  stimulant  can  be 
safely  given  if  discontinued  promptly  at  the  first 
signs  of  muscular  or  nervous  stimulation.  Its  action 
is  short  lasting  since  it  is  excreted  in  about  20 
minutes.  For  this  reason  and  because  in  the  presence 
of  barbiturate  intoxications  larger  doses  are  easily 
tolerated,  picrotoxin  can  and  should  be  given  in 
quantities  sufficient  to  cause  stimulation.  Such  large 
doses  should  be  given  almost  hourly  until  the  pa- 
tient remains  responsive  between  injections. 

The  patient  deeply  intoxicated  by  one  of  the  bar- 
biturates, like  the  person  in  diabetic  coma  or  in  other 
medical  emergencies,  requires  constant  and  careful 
nursing  and  medical  attention.  Such  personal  su- 
pervision and  vigorous  treatment  will  influence 
greatly  the  chances  of  his  survival. 

A case  of  severe  barbiturate  intoxication  compli- 
cated by  alcoholism  and  pneumonia  successfully 
treated  by  massive  doses  of  picrotoxin  is  presented. 
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VIOFORM— ITS  USE  IN  DERMATOLOGIC  THERAPY 


William  H.  Kaueman,  M.D., 

Roanoke,  Virginia 


“Vioform”*  (R)  5-chloro-7-iodo-8-hydroxyquino- 
line,  is  a well  known  drug,  used  as  an  amebicide,  as  a 
dusting  powder  for  wounds,  and  for  mondial  and 
trichomonas  infections  of  the  vaginal  tract. 

Although  the  preparation  has  been  used  for  years 
by  European  dermatologists,  and  although  introduced 
into  dermatologic  therapy  in  this  country  by  Sulz- 
berger as  far  back  as  1929,  only  a scant  literature 
reference  has  accumulated  with  the  use  of  vioform 
in  the  treatment  of  diseases  of  the  skin. 

The  mechanism  of  action  of  this  drug  is  unknown, 
but  it  has  been  found  effective  in  a wide  variety  of 
dermatoses,  particularly  in  those  due  to  fungus  in- 
fections, or  caused  by  such  pyogenic  organisms  as 
the  streptococcus  and  staphylococcus.  The  drug  has 
also  been  found  useful  in  a number  of  conditions 
which  are  complicated  by  secondary  infection  with 
pyogenic  organisms  and  fungi.  Vioform  has  thus 
proved  useful  in  the  treatment  of  macerated  and  sec- 
ondarily infected  fungus  infections  of  the  skin, 
herpes  simplex,  impetigo,  sycosis  \’ulgaris,  eczema- 
tous eruptions,  atopic  dermatitis,  psoriasis,  particu- 
larly where  there  is  maceration  in  the  body  folds, 
pruritus  ani  and  vulvae,  and  seborrheic  dermatitis. 

Vioform  has  been  used  with  favorable  results  by 
a number  of  investigators^’^-*-^’^'®-'’*-®-^'^-^^-  Saunders^^^ 
in  a study  of  14  cases,  was  unfavorably  impressed 
by  an  inordinately  high  incidence  of  irritation  and 
sensitization. 

It  is  believed  that  an  exp>erience  involving  the  use 
of  vioform  in  a washable  ointment  base  will  be  of 
interest.  Over  492  cases,  comprising  a wide  variety 
of  dermatoses,  were  treated.  Of  these  cases,  318 
have  been  followed  sufficiently  to  determine  the  value 
of  treatment. 

The  results  of  treatment  with  an  ointment  con- 
taining 3%  vioform  powder  in  Unibase  t(F.)  have 
been  so  satisfactory,  it  is  felt  that  certain  conclusions 
regarding  its  efficacy  may  be  drawn  from  a study  of 
these  cases. 

The  patients  ranged  in  age  between  3 months  and 

*Vioform  is  manufactured  by  Ciba  Pharmaceutical 
Products,  Incorporated,  Summit,  New  Jersey. 

fUnibase  is  manufactured  by  Parke,  Davis  and  Co., 
Detroit  32,  Michigan. 


88  years.  There  were  almost  equal  numbers  of  males 
and  females. 

The  following  table  presents  the  results  of  treat- 
ment in  the  318  cases  on  whom  adequate  follow-up 
observations  were  available. 

The  results  have  been  classified  as  follows;  Good 
results,  in  which  it  was  concluded  that  the  vioform 
ointment  played  a major  part  in  the  disappearance 
of  the  eruption;  doubtful  results,  in  which  improve- 
ment was  noted,  but  the  patient  either  experienced 
a recurrence,  or  other  remedies  were  necessary  to 
bring  about  final  healing;  failure,  in  which  the 
eruption  was  either  unimproved  or  became  worse. 

Diagnosis  Number  Good  Doubtful  Failed 


Atopic  Dermatitis 

10 

5 

3 

2 

Dermatophytid 

Eczematous  Dermatitis 

52 

44 

3 

5 

(Unclassified) 

Eczematous  Dermatitis 

18 

8 

7 

3 

(Hands) 

35 

24 

4 

7 

Infec.  Eczematoid  Dermatitis  28 

25 

3 

Impetigo 

Neurodermatitis  (Circum- 

13 

10 

2 

1 

scribed) 

3 

3 

Nummular  Eczema 

12 

10 

1 

1 

Pruritus  Ani  & Vulvae 

12 

9 

1 

2 

Psoriasis 

8 

4 

1 

3 

Pyoderma 

28 

25 

3 

Seborrheic  Dermatitis 

44 

32 

3 

9 

Sycosis  Vulgaris 

8 

8 

Ulcer  of  leg  (Unclassified) 

4 

4 

Varicose  Eczema 

19 

14 

3 

2 

Varicose  Ulcer 

4 

4 

Miscellaneous  Dermatoses 

20 

Discussed 

indi 

vidually 

below. 

Twenty  patients  with  miscellaneous  dermatoses 
were  treated  topically  with  the  vioform  ointment. 

Two  cases  of  dyshidrosis  involving  the  fingers 
responded  promptly.  Two  patients  with  infectious 
eczematoid  dermatitis  originating  in  radio-dermatitis, 
were  treated  with  good  results.  In  one  such  case 
the  result  was  doubtful.  One  case  each  of  multiple 
paronychias,  herpes  simplex,  infected  burn  injury, 
furunculosis,  vesiculo-bullous  erythema  multiforme, 
infected  wart,  sulfonamide  dermatitis,  senile  pru- 
ritus, infected  molluscum  contagiosum  lesions,  were 
classified  as  good  results,  as  were  two  cases  of  sec- 
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ondary  infected  poison  ivy  dermatitis.  It  is  believed 
that  the  ointment  was  useful  in  preventing  reinfection 
of  the  adjacent  hair  follicles  in  the  case  of  furuncu- 
losis. Two  cases  of  chronic  discoid  lupus  erythema- 
tosis,  one  of  chronic  paronychia,  and  one  of  acne  ne- 
crotica  were  clearly  failures. 

Irritation  was  noticed  in  seven  cases,  four  of  which 
were  dermatophytids,  one  a case  of  psoriasis,  and 
two  pyodermas. 

Comment 

Vioform  is  singularly  free  of  primary  irritation. 
It  will  be  noted  that  only  seven  cases  showed  evidence 
of  irritation  due  to  the  ointment.  No  cases  of  sen- 
sitization were  encountered  in  the  group  of  cases 
studied,  although  sensitization  can  be  anticipated 
in  a small  percentage  of  cases.  This  is  true  of  any 
topical  application. 

The  drug  may  be  used  without  fear  of  incom- 
patibility with  such  substances  as  mercury,  tar,  sul- 
fur, and  resorcin.  On  numerous  occasions,  it  was 
used  following  treatment  with  these  drugs,  or  these 
substances  were  used  after  the  application  of  vioform. 
Systemic  toxicity  is  lacking. 

One  unfortunate  quality  of  the  drug  is  its  capacity 
for  staining  the  hair  and  clothing,  but  this  is  minimal 
if  certain  precautions  are  taken.  Application  of  the 
ointment  to  the  affected  part,  followed  by  bandaging, 
is  sufficient  to  protect  the  clothing  and  bed-clothing. 

Because  of  staining,  it  is  somewhat  inconvenient 
to  use  vioform  in  the  vicinity  of  the  ears,  face,  and 
back  of  the  neck.  However,  the  results  in  many 
cases  of  eruptions  in  this  region  have  been  so  satis- 
factory that  the  attendant  inconvenience  is  often 
justified. 

It  must  be  pointed  out  that  the  results  reported 
are  in  the  nature  of  clinical  impressions,  which  are, 
however,  often  very  trustworthy.  It  is  often  difficult 
to  arrive  at  a strict  etiologic  diagnosis  in  many  der- 
matoses, since  many  eruptions  are  secondarily  in- 
fected with  fungi  and  cocci,  irritated,  and  sensitized 
by  local  therapy,  or  because  in  many  cases  the  spe- 
cific cause  is  unknown,  or  due  to  widely  diverse  and 
changing  etiologic  factors.  Practically  all  cases  in 
which  the  ointment  was  used,  outside  of  the  miscel- 
laneous group,  were  improved  by  the  use  of  vioform. 
In  many  cases  the  results  were  spectacular  and  rapid, 
and  in  others,  steady  and  progressive,  but  in  most 
of  them  there  was  improvement.  In  many  of  the 


cases  classified  doubtful,  there  was  usually  some  in- 
itial improvement,  but  progress  was  unsustained,  and 
it  became  necessary  to  use  other  medications.  It 
was  the  impression  that  vioform  was  often  instru- 
mental in  initiating  the  healing  process,  but  was 
unable  to  sustain  it  after  it  passed  a certain  point, 
necessitating  a change  in  therapy.  Possibly  some  of 
the  improvement  was  due  to  reasons  difficult  to  evalu- 
ate, such  as  a change  of  physician,  a change  in  the 
emotional  status  of  the  patient,  or  the  natural  evolu- 
tion of  the  disease  process. 

It  was  impressive  to  see  a number  of  eruptions  of 
various  types,  which  had  not  responded  to  a wide 
variety  of  treatment  regimes  over  a period  of  months 
or  years,  quickly  improve  under  topical  vioform 
therapy.  This  was  particularly  striking  in  cases  of 
nummular  eczema,  seborrheic  dermatitis,  eczematous 
dermatitis  of  various  kinds,  especially  eczemas  of 
the  hands  and  ears,  infectious  eczematoid  dermatitis, 
pruritus  vulvae  and  ani,  and  varicose  ulcer  and 
eczema. 

In  some  instances  in  which  there  was  recurrence, 
the  patient  was  at  least  free  of  his  disturbing  symp- 
toms for  periods  of  weeks  or  months  before  relapse. 
In  these  cases,  the  origin  of  the  eruption  was  often 
obscure,  and  recurrences  probably  represented  a re- 
turn to  former  habits,  exposure  to  irritants  previously 
encountered  which  precipitated  the  original  condi- 
tion, or  a repetition  of  unfortunate  emotional  stimuli. 

Summary  and  Conclusions 

Vioform  incorporated  in  a washable  base  is  an  ex- 
ceedingly versatile,  and  effective  remedy  in  topical 
therapy.  Instances  of  irritation  were  few,  and  in  this 
series  of  cases  there  were  no  examples  of  sensitivity, 
although  these  could  be  anticipated  in  a larger  series. 

Vioform  as  a topical  application  is  particularly 
useful  in  eczematous  dermatitis,  eczemas  of  the 
hands,  and  pruritus  ani  and  vulvae. 
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New  Hormone  Ointment  Aids  in  Treat- 
ment o£  Skin  Disorders. 

Hydrocortisone  (Compound  F)  acetate  ointment 
(one  of  the  newer  adrenal  hormone  preparations)  has 
proved  of  definite  value  in  the  treatment  of  certain 
skin  disorders,  according  to  Drs.  Marion  B.  Sulz- 
berger and  Victor  H.  Witten,  New  York,  and  Dr. 
C.  Conrad  Smith,  Valley  Stream,  N.  Y.,  in  the  Feb. 
7 J.A.M.A. 

Satisfactory  improvement  following  topical  use  of 
the  ointment  w'as  obtained  in  20  of  30  cases  of  atopic 
dermatitis,  and  in  14  of  28  cases  of  such  other  skin 
afflictions  as  psoriasis,  contact  dermatitis  and  eczema. 

Persons  with  various  types  of  long-standing  skin 
disorders  were  treated  with  this  new  ointment  for 
periods  ranging  up  to  eight  months.  In  most  cases, 
the  conditions  were  known  to  be  refractory  to  many 
forms  of  topical  therapy. 

In  those  cases  where  the  response  was  favorable, 
improvement  usually  was  apparent  within  24  to  48 
hours,  although  it  sometimes  was  not  obvious  for  a 
week,  the  doctors  stated.  Improvement  was,  for  the 
most  part,  maintained  during  the  entire  time  the 
ointment  was  used.  When  application  of  the  oint- 
ment was  discontinued,  the  therapeutic  effects  usually 
wore  off  within  four  to  five  days. 

“While  in  most  of  the  cases  atopic  dermatitis  im- 


proved more  than  75  per  cent,  and  some  few  ap- 
proached almost  complete  healing,  this  progress  was 
not  always  continuous,”  the  doctors  added.  “In  spite 
of  continued  and  regular  applications  of  the  ointment, 
there  were  occasional  mild  flare-ups  of  the  derma- 
titis, following  which  improvement  was  again  noted. 

“It  is  of  particular  importance  that  in  no  case 
was  there  any  clinical  evidence  whatsoever  of  adverse 
systemic  effects  produced  by  topical  application  of 
the  drug.  Furthermore,  there  were  no  instances  of 
allergic  contact  sensitization  to  the  hydrocortisone 
acetate. 

“It  is  fortunate  and  advantageous  that  these  oint- 
ments are  aesthetically  and  cosmetically  acceptable. 
They  do  not  stain  skin  or  clothing,  generally  do  not 
sting  or  burn  when  applied,  and  do  not  have  a dis- 
agreeable odor  (if  any  at  all).  Actually,  when  well 
rubbed  in,  they  are  hardly  visible.” 

As  with  any  new  therapeutic  agent,  prolonged  and 
careful  observations  should  be  made  to  discover  if 
there  are  any  alterations  in  bodily  physiology  or 
biochemistry  as  a result  of  the  topical  applications, 
the  doctors  stressed.  In  addition,  further  studies 
should  be  made  to  elucidate  the  precise  mechanisms 
by  which  the  local  therapeutic  effects  are  achieved. 

The  ointment  is  available  on  physicians’  prescrip- 
tion only. 
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RAPIDLY  FATAL  HODGKIN’S  DISEASE 


William  H.  Harris,  Jr.,  M.D., 
The  McGuire  Clinic  and  St.  Luke’s  Hospital, 
Richmond,  Virginia 


Hodgkin’s  disease  rarely  occurs  in  an  acute  rapidly 
fatal  form.  A case  of  approximately  five  weeks 
duration  from  onset  until  death,  in  which  fever  was 
the  predominant  manifestation,  is  reported. 

Case  Report 

N.M.P.,  a 7 5 -year  old  white  housewife,  was  hos- 
pitalized on  December  25,  1950,  because  of  fever  for 
approximately  three  weeks.  The  patient  had  been 
seen  in  the  home  eighteen  days  previously  at  which 
time  fever  had  been  present  for  one  week.  The 
physical  examination  was  negative.  Penicillin  (300,- 
000  units)  was  administered  intramuscularly  and 
250  mg.  of  aureomycin  were  prescribed  for  8 doses. 
Nothing  further  was  heard  until  two  days  before 
admission  when  her  husband  reported  that  no  im- 
provement had  taken  place,  and  that  she  was  now 
too  weak  to  leave  her  bed.  A temperature  record  kept 
by  the  patient’s  husband  for  several  days  indicated 
a double  quotidian  intermittent  curve  during  each 
twenty-four  hour  period  with  peak  levels  of  102°F. 
and  103  °F.  She  was  reexamined  and  again  no  cause 
was  found  for  the  fever.  A urinalysis  was  negative 
except  for  considerable  albumen.  Chloromycetin  was 
started  in  a dose  of  250  mg.  every  four  hours.  A 
total  of  4 gm.  was  administered  without  change  in 
the  febrile  course.  There  were  no  specific  complaints 
aside  from  a slight  nonproductive  cough  and  poor 
appetite.  There  was  a tendency  to  drow’siness.  Her 
husband  noted  that  when  the  temperature  rose  to 
high  levels  the  patient  became  confused  and  dis- 
oriented. 

This  woman  had  been  a patient  of  the  author  since 
1947.  She  was  a small,  frail  lady  who  always  com- 
plained of  weakness,  lack  of  appetite  and  poor  mem- 
ory. No  striking  abnormalities  other  than  gener- 
alized arteriosclerosis  and  a mild  postoperative  hy- 
pothyroidism (thyroidectomy  in  1921)  were  noted. 
Bronchopneumonia  necessitated  hospitalization  in 
March,  1947,  but  there  was  complete  recovery  after 
a rather  stormy  though  uncomplicated  illness.  She 
had  been  seen  infrequently  thereafter,  but  usually  for 
minor  respiratory  infections.  A mild  cystitis  without 
fever  responded  to  a sulfonamide  drug  in  August, 
1950. 


The  physical  examination  on  admission  revealed 
the  temperature  to  be  100°F.,  the  pulse  86,  the  res- 
piratory rate  20,  and  the  blood  pressure  130/80. 
The  patient  was  a small,  thin,  pallid  elderly  woman 
in  no  distress  though  somewhat  drowsy  and  confused. 
The  skin  was  dry  and  scaly,  but  there  was  no 
eruption  or  icterus.  Sclerae  were  clear.  Pupils 
were  contracted  and  unreactive.  Fundi  were  normal. 
Mucous  membranes  were  pale  and  dry.  Tongue  was 
smooth.  Teeth  were  artificial.  Throat  was  nega- 
tive. Neck  was  supple.  There  was  a thyroidec- 
tomy scar.  No  superficial  glands  were  palpable. 
Breasts  were  atrophic  and  contained  no  masses.  Heart 
and  lungs  were  normal.  Abdomen  was  moderately 
distended  but  peristalsis  was  normally  active.  Liver, 
spleen  and  kidneys  were  not  palpable.  Percussion  did 
not  indicate  liver  enlargement.  The  pelvic  exam- 
ination was  normal.  There  was  a rosette  of  large 
external  hemorrhoids.  The  rectum  contained  a soft 
yellow  stool.  Joints  and  extremities  w’ere  normal. 
Neurological  examination  was  essentially  negative. 

Laboratory  examination  disclosed  a normochromic 
normocytic  anemia,  the  red  blood  count  being  3,050,- 
000,  the  hemoglobin  58  per  cent  and  the  hematocrit 
32  per  cent.  The  total  leucocytes  numbered  5,450, 
5,300,  5,400  and  8,500  on  separate  determinations. 
The  differential  was  entirely  normal.  The  sedimen- 
tation rate  was  31  mm.  in  one  hour  (Cutler).  .A 
catheterized  urine  on  admission  contained  albumen 
in  abundance  and  a large  number  of  hyaline,  finely 
and  coarsely  granular  casts  but  was  negative  other- 
wise. The  blood  nonprotein  nitrogen  was  45  mg.  per 
cent  and  the  plasma  chlorides  610  mg.  per  cent. 
The  stool  was  negative  for  occult  blood.  Spinal 
fluid  was  under  no  increase  in  pressure,  crystal  clear, 
contained  no  cells,  25  mg.  of  protein,  and  the  serology 
was  negative.  Studies  to  determine  an  infectious 
basis  for  the  fever  w'ere  negative.  These  included 
four  blood  cultures,  smear  for  malaria  parasites, 
stool  culture  and  bacterial  agglutinations.  Two 
roentgenograms  of  the  chest  were  negative  and  a 
flat  film  of  the  abdomen  revealed  gaseous  distention 
of  stomach  and  intestines,  but  no  shadows  charac- 
teristic of  obstruction. 
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The  course  in  the  hospital  was  one  of  rapid  and 
progressive  deterioration.  There  was  a hectic  spik- 
ing temperature  with  wide  fluctuations  varying  from 
normal  to  105  °F.  and  accompanied  by  frequent, 
shaking  chills  (Fig.  1).  The  heart  rate  was  dis- 


cut surface  was  dark  red  and  somewhat  soft.  The 
kidneys  presented  a finely  granular  surface  but  on 
section  were  not  grossly  abnormal. 

The  entire  gastrointestinal  tract  was  carefully  ex- 
amined. Only  the  stomach  revealed  pathological 


proportionately  slow.  Marked  abdominal  distention 
developed  but  the  patient  did  not  vomit  and  continued 
to  pass  gas  and  feces. 

On  the  premise  that  we  might  be  dealing  with 
an  overwhelming  septicemia,  large  doses  of  penicillin 
and  streptomycin  were  administered  intramuscularly. 
Supportive  treatment  included  intravenous  fluids  and 
transfusions  of  whole  blood.  These  measures  failed 
to  alter  the  patient’s  desperate  plight.  Stupor  faded 
into  coma  as  the  signs  of  pulmonary  edema  made 
their  appearance  and  the  blood  nonprotein  nitrogen 
rose  to  84  mg.  per  cent  terminally.  Death  occurred  on 
the  twelfth  hospital  day  which  was  the  thirty-seventh 
day  after  the  onset  of  the  illness. 

Postmortem  examination*  was  performed  one  hour 
after  death.  The  body  was  that  of  a small,  elderly, 
poorly  nourished  woman.  An  estimated  200  to  300 
cubic  centimeters  of  straw  colored  fluid  were  present 
in  each  pleural  cavity.  Dense  fibrous  adhesions  were 
encountered  over  the  entire  surface  of  the  right  lung. 
A healed  tuberculous  focus  was  found  in  the  left 
apex.  The  right  upper  and  middle  lobes  revealed 
areas  of  bronchopneumonia.  The  pericardium  con- 
tained a small  amount  of  fluid.  The  heart  was 
essentially  normal  except  for  minimal  coronary  and 
aortic  atherosclerotic  changes.  There  was  no  ascitic 
fluid.  The  liver  was  normal  in  size  and  gross  ap- 
pearance. The  spleen  was  slightly  enlarged.  Its 

*By  Dr.  J.  H.  Scherer. 


changes.  The  mucosa  was  pale  and  smooth,  rugae 
being  totally  absent.  The  gastric  wall  was  thickened. 
In  the  cardia,  there  was  a small  nodule  projecting  on 
the  surface  but  covered  by  intact  mucosa  and  sur- 
rounded by  numerous  hemorrhagic  areas.  No  ul- 
ceration was  observed.  The  stomach  was  consid- 
erably reduced  in  size  and  gave  the  general  appear- 
ance of  an  atrophic  gastritis.  Gall  bladder,  pan- 
creas, and  genital  organs  were  normal. 

Miscroscopic  examination:  The  lesions  of  Hodg- 
kin’s disease*  were  found  in  the  spleen,  liver,  stomach 
and  perigastric  glands.  Detailed  study  of  the  spleen 
revealed  that  most  of  the  Malpighian  bodies,  though 
discernible,  were  widely  separated,  and  in  many  there 
were  extensive  necrotizing  changes  of  fibrinoid  char- 
acter near  their  center  in  juxta-position  to  the  central 
arteriole.  The  changes  in  the  pulp  consisted  of 
reticulum  hyperplasia,  infiltration  of  the  wall  of  the 
sinusoids  and  trabeculae,  filling  of  the  sinusoids 
with  a variety  of  cells  including  lymphocytes,  large 
macrophages,  desquamated  endothelial  elements, 
plasma  cells  and  others  not  readily  identified.  The 
cellular  composition  of  the  pulp  was  characterized 
by  extreme  pleomorphism  and  the  presence  of  nu- 
merous multinucleated  giant  cells  of  the  Stemberg- 
Reed  type  which  were  found  lying  free  in  the  sinusoids 

*As  reported  by  Dr.  Paul  Kimmelstiel.  Sections  were 
examined  by  Drs.  Scherer,  R.  H.  Follis,  Jr.,  and  Paul 
Kimmelstiel,  who  concurred  in  the  diagnosis. 
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or  in  continuity  with  the  reticulum.  The  basic 
structure  of  the  liver  was  normal  except  in  Glisson’s 
triangles  where  numerous  foci  of  infiltration  with 
plemorphic  round  cells,  some  containing  Sternberg- 
Reed  cells,  were  noted.  The  stomach  wall  in  the 
region  of  the  fundus  contained  a large  tumorous 
mass  of  granulation  tissue  apparently  situated  in  the 
outer  portion  of  the  muscularis,  infiltrating  and  de- 
stroying the  muscularis  proper  and  extending  in  one 
area  into  the  thickened  submucosa.  This  tissue  was 
composed  of  fibroblasts,  capillaries  and  a dense  ac- 
cumulation of  pleomorphic  cells  essentially  similar 
to  those  described  in  the  spleen,  as  well  as  foci  of 
fibrosis  and  small  areas  of  necrosis.  Another  section 
through  the  stomach  was  not  infiltrated  by  Hodg- 
kin’s tissue.  Glands  removed  from  the  cardia  re- 
vealed a complete  loss  of  normal  architecture  which 
was  replaced  by  the  type  of  granulation  tissue  de- 
scribed previously. 

Hodgkin’s  involvement  was  not  observed  in  the 
myocardium,  lung  or  kidney.  Irregularly  scattered 
foci  of  bronchopneumonia  suggestive  of  aspiration 
were  found  in  the  lungs.  In  the  renal  cortex  was 
noted  acute  tubular  dilatation  with  flattening  of  epi- 
thelial cells  considered  to  be  evidence  of  terminal 
oliguria  and  associated  metabolic  changes.  In  addi- 
tion there  were  small  foci  of  pyelonephritic  scarring, 
some  fibrosis  of  glomeruli  and  moderate  generalized 
vascular  sclerosis. 

The  pathological  diagnoses  were  listed  as  Hodg- 
kin’s granulomatosis  involving  spleen,  liver,  stomach 
wall  and  perigastric  glands;  atrophic  gastritis;  so- 
called  shock  kidney;  aspiration  bronchopneumonia; 
and  healed  tuberculosis  in  the  apex  of  the  left  lung. 

Comment 

Hodgkin’s  disease^  is  a chronic,  protracted,  slowly 
progressive  illness  in  the  majority  of  cases.  It  has 
been  estimated  that  in  about  60  per  cent  the  duration 
of  life  varies  from  two  to  six  years,  and  in  another 
20  p>er  cent  survival  is  longer  than  six  years.  There 
are  more  rapid  forms  fatal  after  a few  months.  Death 
results  from  visceral  involvement  and  its  complica- 
tions rather  than  cachexia.  Acute  fulminating  types 
have  been  observed  infrequently.  Exodus^-^’^  has 
taken  place  in  as  short  a time  as  eight  days,  and 
fatalities  have  been  reported  several  weeks  after 


onset.  These  patients^  may  run  a septic  course  with 
high  fever  and  chills  suggesting  bacteremia.  Pro- 
found toxemia,  anemia,  leucocytosis,  hepatospleno- 
megaly,  generalized  lymph  gland  enlargement  and 
jaundice  may  be  present  in  this  rapidly  over-whelm- 
ing form  of  the  disease.  In  some  atypical  cases,  how- 
ever, antemortem  diagnosis  may  be  impossible  due 
largely  to  the  absence  of  accessible  tissue  for  biopsy. 
On  the  basis  of  histopathologic  study  alone,  it  is 
practically  impossible  to  separate  the  acute  from 
the  chronic  case  since  there  is  no  uniform  corre- 
lation of  tissue  morphology  and  clinical  course®-®’’^. 

An  antemortem  diagnosis  in  our  patient  was  im- 
possible since  the  disease  was  confined  solely  to  the 
abdominal  cavity.  Indeed,  it  was  only  after  exam- 
ination of  microscopic  sections  obtained  at  necropsy 
that  a pathological  diagnosis  could  be  positively 
established.  Obviously  cases  of  this  type  are  for  the 
most  part  of  academic  interest  only.  However,  we 
should  like  to  emphasize  the  importance  of  consid- 
ering an  acute  form  of  Hodgkin’s  granulomatosis 
whenever  the  problem  of  a fulminating  febrile  illness 
is  encountered. 

Summary 

A case  of  Hodgkin’s  disease  fatal  thirty-seven  days 
after  onset  and  characterized  by  a fulminating  febrile 
course,  profound  toxemia,  a moderately  severe  ane- 
mia, the  striking  absence  of  hepatosplenomegaly 
and  peripheral  or  mediastinal  lymphadenopathy  has 
been  reported. 
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THE  CLINICAL  MANAGEMENT  OF  THE  PULMONARY 

INVALID* 


William  H.  Barney,  M.D., 
Lynchburg,  Virginia 


The  clinical  management  of  certain  chronic 
broncho-pulmonary  diseases  presents  a problem  of 
considerable  difficulty.  Such  conditions  as  chronic 
bronchitis,  pulmonary  emphysema  and  fibrosis,  and 
inoperable  bronchiectasis  are  characterized  patho- 
logically by  tissue  alterations  of  the  bronchial  tree 
and  adjacent  lung  parenchyma  which  are  usually 
both  progressive  and  irreversible.  In  addition,  as 
these  changes  become  widespread,  they  so  interfere 
with  normal  pulmonary  function  that  the  respiratory 
demands  of  physical  activity  cannot  properly  be 
fulfilled  and  the  eventual  result  is  an  invalid  or 
semi-invalid  state.  The  distressing  nature  of  these 
conditions  has  served  to  surround  them  with  abun- 
dant pessimism  concerning  their  therapy. 

In  recent  years,  however,  a firmer  understanding 
of  respiratory'  physiology  and  advances  in  antibiotic 
therapy  has  led  to  certain  important  considerations 
which  promise  a more  successful  management  of 
these  diseases. 

The  purpose  of  this  paper  is  to  review  briefly  these 
newer  concepts  as  they  apply  to  therapy,  particularly 
in  relation  to  antibiotics,  oxy'gen  administration,  and 
mechanical  methods  of  bronchial  drainage. 

Antibiotics 

.\mong  the  most  important  of  the  recent  advances 
in  the  treatment  of  chronic  lung  disease  is  the  devel- 
opment of  antibiotic  therapy  for  bronchial  infections. 
It  has  long  been  recognized  that  infection  not  only 
may  be  a predisposing  factor  in  the  development  of 
chronic  lung  change,  but  that  an  inflammatory  proc- 
ess superimposed  on  a previously  chronically  diseased 
bronchus  may  cause  further  histological  damage  and 
that  after  each  episode  of  acute  infection  the  patient 
may  be  left  with  his  disease  a little  more  advanced 
and  his  symptoms  a little  more  distressing.  For  this 
reason,  the  effective  control  of  acute  exacerbations  of 
bronchopulmonary  infection  is  desirable,  not  only  for 
therapy  of  the  immediate  problem  but  in  an  attempt 
to  prevent  progression  of  the  underlying  chronic  dis- 
ease. This  control  is  better  accomplished  since  the 
introduction  of  antibiotic  therapy. 

With  the  present  availability  of  a variety  of  an- 

*Read before  the  annual  meeting  of  The  Medical  So- 
ciety of  Virginia  at  Richmond,  September  28-October  1, 
1952. 


tibiotics,  the  question  of  the  drug  to  be  employed, 
its  duration  and  dosage,  poses  difficult  problems. 
For  the  control  of  acute  bronchopulmonary  infec- 
tions which  follow  acute  upper  respiratory  infec- 
tions it  is  generally  accepted  that  the  broad  spectrum 
antibiotics  are  preferable  to  penicillin.  When  aureo- 
mycin,  terramycin,  or  Chloromycetin  are  begun  on 
the  third  or  fifth  day  after  the  onset  of  an  acute 
coryza  or  pharyngitis,  prompt  control  of  sinus  or 
bronchial  infections  frequently  follows.  Since  these 
drugs  have  no  effect  on  the  common  cold  itself,  it 
is  generally  unprofitable  to  employ  them  at  the  onset 
of  coryza  since  treatment  may  have  to  be  terminated 
because  of  undesirable  side  effects  at  a time  when 
their  administration  is  especial!}'  indicated,  that  is, 
when  the  signs  of  pyogenic  bronchial  infection  are 
manifest.  Although  penicillin  is  therapeutically  ef- 
fective in  the  control  of  infections  due  to  gram-pos- 
itive bacteria,  the  incidence  of  allergic  reactions  to 
this  substance  is  notably  higher  than  to  either  aureo- 
mycin,  terramycin,  or  Chloromycetin.  The  use  of  these 
latter  drugs  is  not  without  danger,  how'ever,  and  in  the 
prolonged  treatment  of  chronic  bronchial  infection, 
which  is  frequently  desirable  in  an  attempt  to  erad- 
icate chronic  bronchitis  or  to  arrest  infection  in 
bronchiectasis,  penicillin  is  regarded  as  the  drug  of 
choice  despite  the  possibility  of  allergic  reactions, 
since  the  long-continued  use  of  the  broad  spectrum 
antibiotics  involves  the  risk  of  a new  infection  by 
organisms  not  previously  pathogenic.  The  danger 
of  allergic  reactions  to  penicillin  in  these  cases  ap- 
pears to  be  less  menacing  than  persistent  infection 
with  a more  highly  resistant  organism  such  as  B. 
Proteus,  B.  Pyocyaneus,  and  yeast  for  which  curative 
treatment  is  not  now  available. 

In  certain  cases,  bacteriological  studies  would 
seem  to  indicate  the  desirability  of  using  combined 
antibiotic  therapy  for  the  simultaneous  eradication 
of  gram-positive  and  gram-negative  organisms  with 
a penicillin-streptomycin  or  penicillin  broad-spec- 
trum combination.  In  these  instances,  Barach  and 
associates  point  out  the  danger  of  resistant  organism 
invasion  and  feel  that  combined  therapy  is  a greater 
risk  than  is  the  initial  use  of  penicillin  and  the 
subsequent  use  of  terramycin,  Chloromycetin,  strep- 
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tomycin  or  aureomycin  for  relatively  brief  periods 
to  augument  the  effectiveness  of  long  continued  pen- 
icillin treatment.  Penicillin  is  thus  the  mainstay  of 
long  continued  treatment,  not  only  to  avoid  infection 
with  highly  resistant  organisms,  but,  also  because 
infections  of  the  lungs  are  for  the  most  part  due  to 
gram-positive  organisms. 

While  the  broad  spectrum  antibiotics  are  found  in 
effective  concentrations  in  the  broncho-pulmonary 
system  after  oral  ingestion  and  can  be  used  in  the 
usual  dosage  by  this  route,  the  pulmonary  tissue 
barriers  established  by  chronic  bronchial  disease 
prevent  the  penetration  of  penicillen  in  sufficient 
amounts  at  the  site  of  infection  when  administered 
by  the  parenteral  route.  For  this  reason,  penicillin 
is  usually  employed  by  one  of  the  various  aerosol 
methods  when  used  in  chronic  pulmonary  disease. 
Particularly  in  long  term  therapy,  the  aerosol  in- 
halation of  penicillin  in  combination  with  a broncho- 
dilator  several  times  daily  is  by  far  the  most  effective, 
practical,  and  inexpensive  method  of  long  term  con- 
trol of  bronchial  infection. 

Recent  studies,  however,  have  indicated  that  a 
comparatively  new  product,  diethylaminoethyl  ester 
of  penicillin,  now  marketed  under  the  name  Neo- 
Penil,  has  a sp>ecial  value  in  bronchopulmonary  in- 
fection, comparable  in  some  respects  to  the  effective 
employment  of  aerosol  penicillin.  As  shown  by  Jen- 
sen, and  confirmed  by  Heathcote  and  others,  con- 
centrations of  this  drug  in  the  lungs  after  intra- 
muscular injection  are  five  to  ten  times  higher  than 
that  of  benzyl  penicillin,  and  effective  concentrations 
in  the  sputum  have  also  been  confirmed.  It  seems 
likely  that  this  drug,  usually  employed  in  the  in- 
tramuscular dosage  of  500,000  units  twice  daily,  will 
in  some  way  replace  aerosol  p>enicillin  in  the  treat- 
ment of  chronic  broncho-pulmonary  disease. 

Oxygen 

The  second  important  therapeutic  measure  in  the 
management  of  chronic  lung  disease  is  oxygen  ad- 
ministration. Long  in  use  as  a method  of  treatment 
for  the  dyspneic  patient,  this  measure  has  undergone 
considerable  change  as  a result  of  recent  physiological 
studies.  As  pointed  out  by  Dr.  Guerrant  in  his  ex- 
cellent paper,  respiration  consists  of  two  phases, 
ventilation,  or  the  mechanical  displacement  of  gases, 
and  alveolor  respiration,  or  the  diffusion  of  gases 
through  the  alveolar  capillary  membrane.  Clin- 
ically, interference  with  ventilatory  function  is 


marked  by  dyspnea,  alveolar  respiratory  failure  by 
hypoxemia.  While  dyspnea  is  clinically  evident  in 
its  early  stages,  hypoxemia  can  only  be  recognized 
when  it  is  of  such  degree  as  to  produce  cyanosis. 
Unfortunately,  since  cyanosis  is  usually  evident  only 
when  as  much  as  five  grams  of  hemoglobin  is  in  the 
reduced  state,  rather  severe  grades  of  hypoxemia  may 
exist  before  the  physician  becomes  aware  of  them 
and  until  a more  simple  measure  of  reduced  hemo- 
globin is  available  hypoxemia  may  only  be  suspected 
by  such  signs  as  mental  confusion. 

Furthermore,  both  dyspnea  and  hypoxemia  are 
often  combined  in  the  same  patient.  Obviously  if 
ventilation  falls  below  a certain  point  hypoxemia  is 
sure  to  result  and  similarly  the  hypoxic  patient  is 
usually  also  dyspneic.  The  problem  in  any  patient, 
however,  is  to  understand  the  mechanisms  producing 
the  total  picture.  This  means  that  factors  giving 
rise  to  dyspnea  must  be  treated  mechanically — by 
aspiration  of  secretions,  relief  of  bronchial  spasm, 
etc. — while  hypoxemia  calls  for  oxygen.  The  usual 
error  is  to  try  to  use  oxygen  for  all  parts  of  respiratory 
inadequacy.  It  is  obvious,  then,  that  pulmonary 
insufficiency  resulting  from  tenacious  secretions  in 
bronchiectasis  or  from  mechanical  obstruction  in 
broncho-spastic  emphysema  will  not  be  benefited 
by  oxygen  alone  until  the  ventilatory  pathways  are 
made  patent,  while  in  pulmonary  fibrosis  with  thick- 
ening and  inadaquacy  of  the  alveolar  capillary  wall, 
oxygen  may  be  of  great  benefit. 

When  oxygen  is  indicated  in  chronic  lung  disease, 
particularly  emphysema  and  fibrosis,  its  administra- 
tion is  not  without  danger.  It  has  long  been  noted 
that  patients  with  pulmonary  emphysema  receiving 
oxygen  frequently  developed  delirium,  coma,  and,  at 
times,  death.  Recent  investigations  indicate  that 
emphysema  patients  may  develop  respiratory  depres- 
sion during  oxygen  therapy  with  resulting  retention 
of  carbon  dioxide.  This  in  turn  causes  increased 
intracranial  pressure,  giving  rise  to  the  symptoms  of 
oxygen  intoxication.  Cardon  and  others  deny  that 
such  a condition  exists  and  state  that  they  find 
no  ill  effects  in  the  use  of  100%  oxygen  in 
such  patients,  but  the  preponderance  of  evidence 
seems  to  indicate  that  the  cautious  use  of  oxygen  is 
the  better  part  of  valor.  In  a series  of  emphysema 
patients  who  were  given  oxygen  by  nasal  catheter, 
beginning  at  one  liter  per  minute  the  first  day  and 
increasing  by  one  liter  daily  until  a total  of  six 
was  given,  no  undesirable  effects  were  noted.  This 
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method  seems  to  be  safe  and  desirable. 

Mechanical  Drainage 

Mechanical  drainage  is  the  third  important  mech- 
anism in  chronic  lung  disease  management.  The 
methods  by  which  obstructed  airways  may  be  cleared 
are  numerous,  but  the  most  important  are  bronchial 
aspiration,  postural  drainage,  the  production  of 
cough  to  remove  mucoid  and  mucopurielent  secre- 
tions, and  use  of  broncho-dilator  drugs  for  relief 
of  spastic  phenomena. 

Although  the  cough  induced  by  postural  drainage 
in  bronchiectasis  is  recognized  as  beneficial,  the 
importance  of  deliberate  coughing  in  other  chronic 
respirator}'  diseases  is  not  adequately  appreciated. 
Indeed,  it  is  frequently  regarded  as  harmful  and 
treated  with  cough  suppressants.  But  in  chronic 
bronchitis,  pulmonary  emphysema,  pulmonary  fibro- 
sis, and  even  in  bronchial  asthma,  cough  represents  a 
highly  effective  means  of  clearing  the  bronchial  tree 
of  secretions.  For  this  reason,  patients  with  chronic 
lung  disease  should  be  encouraged  to  cough,  not 
only  in  acute  infective  stages,  but  routinely  as  a part 
of  the  day  to  day  management  of  their  disease.  The 
production  of  cough  is  frequently  accomplished  by 
the  introduction  of  foreign  matter  into  the  bronchial 
tree.  A satisfactory  method  is  the  use  of  broncho- 
dilator  aerosols  in  the  form  of  epinephrine  of  neo- 
synephrine,  which  serve  the  dual  purpose  of  reliev- 
ing broncho-spasm  and  promoting  cough.  If  cough 
does  not  result  from  these  procedures,  or  if  secretions 
are  tenacious,  expectorant  mixtures  may  be  used. 
Sedative  cough  preparations  are  rarely  if  ever  in- 
dicated in  chronic  broncho-pulmonary  disease. 

For  purposes  of  cough  production  and  increased 
pulmonary  ventilation,  a great  deal  of  work  has 
recently  been  done  on  such  procedures  as  mechanical 
cough  chambers,  negative  pressure  breathing,  inter- 
mittent pressure  breathing,  etc.,  but  discussion  of 
these  procedures  is  not  within  the  scope  of  this  paper. 

Other  Methods 

While  antibiotic  therapy,  oxygen  administration, 
mechanical  drainage,  and  broncho-dilator  drugs  are 
the  principal  methods  of  therapy  in  the  management 
of  chronic  lung  disease,  certain  other  methods  con- 
tribute greatly  to  the  comfort  and  well-being  of  these 
patients.  Proper  attention  to  the  general  health  of  the 
patient,  adequate  nutrition,  rest,  elimination  of  other 
illnesses,  protection  from  climatic  changes  and  ex- 
tremes, and  other  general  measures  are  noteworthy. 


Elimination  of  lung  irritants,  such  as  tobacco,  fumes, 
dust,  and  gases,  contribute  to  his  comfort,  and  a ther- 
mostatic environment  in  work  and  home  are  some- 
times of  considerable  benefit.  Steroid  hormones  de- 
serve consideration  because  of  their  value  in  bronchial 
asthma  and  also  because  of  their  promise  in  broncho- 
spastic  emphysema.  But  the  primary  factors  are 
those  discussed  above. 

Summary 

The  management  of  chronic  lung  disease  has  three 
important  objectives.  The  day  to  day  management 
of  the  patient,  the  treatment  of  acute  exacerbations 
with  superimposed  infection,  and  the  prevention  of 
future  pulmonary  tissue  damage.  The  use  of  antibi- 
otic therapy,  the  judicious  use  of  oxygen  administra- 
tion, and  the  free  promotion  of  bronchial  drainage, 
all  directed  toward  re-establishment  of  physiological 
respiratory  function,  are  important  methods  of  ac- 
complishing these  objectives.  Recent  physiological 
considerations  of  these  methods  have  been  discussed. 
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PARACENTESIS  ABDOMINIS 

Martin  Barbour  Hiden,  ]M.D. 
Warrenton,  Virginia 


Abdominal  ascites,  fluid  in  the  peritoneal  cavity — 
allow  me  to  describe  briefly  a very  old  operation  for 
this  condition,  which  all  of  you  know  well.  A point 
is  selected  halfway  between  the  umbilicus  and  the 
anterior  superior  spine  of  the  left  ilium.  Under  no- 
vocain anaesthesia  a small  skin  incision  is  made.  A 
large  trocar  and  cannula  are  introduced  into  the 
abdominal  cavity  and  the  trocar  is  withdrawn.  A 
large  catheter  with  many  holes  is  inserted  through 
the  cannula.  The  cannula  is  withdrawn  and  a second 
catheter  with  many  holes  is  introduced  in  the  same 
manner.  These  catheters  are  sewed  in  with  nylon 
or  silk.  The  two  catheters  are  then  connected  to 
a single  tube,  which  is  put  into  a bottle  by  the  side 
of  the  bed,  and  the  abdomen  is  decompressed  slowdy 
over  a number  of  hours.  Some  of  the  objections  to 
this  operation  may  be  noted  as  follows:  Danger  of 
infection,  causing  a low  grade  peritonitis,  leaking 
of  fluid  around  the  tubes,  causing  wet  dressings,  fre- 
quent change  of  dressings  and  discomfort  to  the  pa- 
tient. Later,  when  the  catheters  are  removed,  more 
leakage,  more  wet  dressings  and  more  discomfort. 
Tapping  again  often  becomes  necessary  within  a 
few  weeks,  and  may  have  to  be  done  over  and  over 
again  until  the  end  or  lethal  exodus. 

Now  I would  like  to  outline  another  operation  for 
this  condition  in  the  female,  w’hich  operation  may  be 
new  and  better.  The  vagina  is  sterilized  as  far  as 
possible.  Sodium  pentothal,  intravenously  is  a de- 
sirable anaesthetic.  The  patient  needs  very  little 
anaesthetic  and  for  a very  short  period  of  time. 
With  morphine  and  seconal,  this  operation  can  be 
done  without  a general  anaesthetic. 

Operation:  The  cervix  is  dilated.  A large  trocar 
and  cannula  are  introduced  through  the  cervix  and 
through  the  lower  posterior  wall  of  the  uterus  into 
the  abdominal  cavity.  The  trocar  is  withdrawn  and 
a large  catheter  with  many  holes  is  introduced 
through  the  cannula  and  far  up  into  the  abdominal 
cavity.  The  cannula  is  withdrawn  and  a second 
catheter  with  many  holes  is  introduced  in  the  same 
manner.  The  two  catheters  are  then  sewed  into  the 

•Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia  at  Richmond,  September  28-October  1,  1952. 


cervix  with  silk  or  black  nylon.  These  two  catheters 
are  connected  to  one  tube,  which  drains  into  a bottle 
by  the  side  of  the  bed.  .^fter  the  abdomen  is  well 
decompressed  slowly  over  a period  of  hours,  the 
two  catheters  are  cut  off  even  with  the  cervix,  and 
allowed  to  drain  into  the  vagina.  These  catheters 
are  left  in  long  enough  to  establish  a permanent 
fistula,  which  should  drain  the  abdomen  indefinitely. 

Advantages  of  this  operation  are  as  follows:  The 
vagina  can  probably  be  more  nearly  sterilized  than 
the  abdominal  wall.  No  dressings  are  necessary, 
except  a Kotex  or  a vaginal  pad.  Permanent  drain- 
age is  certainly  very  much  more  desirable  than  re- 
p)eated  taps  through  the  abdominal  walls.  It  might 
also  be  stated  that  there  is  little  or  no  danger  of 
hemorrhage  from  this  operation,  that  peristalsis,  ab- 
dominal breathing,  and  motions  of  the  body  tend 
to  prevent  the  catheters  from  being  sealed  off.  There 
is  little  chance  that  the  catheters  will  seal  off  so 
tightly  that  the  tracts  left  by  the  catheters  after 
they  are  removed  will  be  fluid  tight  and  not  drain 
the  abdomen.  Patients  with  marked  ascites  from 
sclerosis  of  the  liver,  cancer  and  other  causes  often 
get  their  most  annoying  symptoms  from  abdominal 
pressure  and  not  from  the  underlying  cause.  Quite 
depressing  among  these  symptoms  are  change  in 
figure,  a sensation  of  weight,  difficult  breathing  and 
irregularity  of  the  heart.  If  these  symptoms  can  be 
permanently  relieved,  the  patient  is  much  better, 
physically  and  mentally,  often  for  a long  period  of 
time. 

I deeply  regret  that  this  operation  can  not  be  used 
in  the  male.  Attention  is  invited  to  the  fact  that 
we  now  have  metal  and  plastic  tubes  that  tend  to 
harmonize  with  instead  of  fighting  the  tissues.  With 
one  of  these  tubes  it  might  be  practical  to  drain  the 
male  abdomen  into  the  posterior  urethra.  Permanent 
drainage  through  the  urethra  would  certainly  be 
better  than  repeated  tapping  through  the  abdominal 
wall. 

Criticism,  both  constructive  and  adverse,  is  invited, 
and  I will  gladly  try  to  answer  all  questions.  It 
would  be  most  pleasing  to  me  to  have  my  suggestions 
attacked  and  thoroughly  discussed. 
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MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D., 

Commissioner,  Department  of  Mental  Hygiene  and  Hospitals 


A Statistical  Review  of  Alcoholism  As  It 

Effects  State  Hospitals.* 

The  whole  problem  of  alcoholism  is  a very  wide 
one.  It  effects  the  individual,  the  family,  the  com- 
munity. Many  theories  and  plans  of  treatment  have 
been  advanced  and  many  types  of  treatment  have  been 
tried  in  an  effort  to  cope  with  the  problem  of  alco- 
holism. This  problem  has  been  studied  by  the 
Courts,  religious  organizations  and  laymen’s  organ- 
izations, as  well  as  by  the  medical  profession  and 
mental  hospitals.  Clinics  have  been  established 
for  treatment  and  the  alcoholics  themselves  are  mak- 
ing efforts  to  remedy  the  situation  through  their 
organization  of  Alcoholics  Anonymous.  Time  alone 
will  prove  the  results  of  such  activities  and  research 
in  this  field. 

In  the  State  of  Virginia  a large  part  of  the  treat- 
ment of  alcoholics,  where  they  reach  the  point  of 
need  of  institutional  care,  has  been  in  the  State 
Mental  Hospitals.  Alcoholism  is  also  treated  in 
private  mental  institutions  and  in  licensed  alcoholic 
treatment  homes,  but  many  of  these  patients  are 
hospitalized  in  the  State  Mental  Hospitals  at  some 
time  during  their  lives. 

The  percentage  of  those  diagno.=ed  as  alcoholism 
(both  with  and  without  psychosis)  had  a high  of 
23.0'^  of  all  first  admissions  in  1940,  a low  of 
7.5*^  in  1944  and  closed  a 12  year  period  in  1951 
with  15.5%.  The  ratio  to  general  population  of 
first  admissions  diagnosed  as  alcoholism,  was  at  a 
high  point  in  1940  of  19.5  per  100  000  and  a low 
of  4.4  'n  1944.  The  12  year  period  closed  with  a 
ratio  of  8.5  per  100,000.  The  actual  number  of  first 
admissions  of  alcoholics  in  1940  was  522;  in  1944 
the  number  was  119  and  279  in  1951.  The  graph 
shows  the  trend  of  the  first  admissions  of  alcoholics 
to  the  State  hospital®  for  the  statistical  period  of  1940 
through  June  30,  1951. 

The  average  age  of  first  admissions  for  the  12  year 
period  was  40.7  years.  It  can  be  readily  seen  that  such 
an  average  age  effects  materially  the  economic  status 
of  the  individual  and  family  and  adversely  effects 
the  occupational  situation  as  well. 

The  readmissions  show  a higher  percentage  of 

•Article  by  Edna  M.  Lantz,  Statistician,  Department  of 
Mental  Hygiene  and  Hospitals. 


their  number  diagnosed  as  alcoholic  than  the  pro- 
portion of  first  admissions.  The  high  point  was 
24.7%  in  1942  with  a low  of  12.4%  in  1944,  with 
an  actual  number  of  182  in  1942  and  84  in  1944. 

The  length  of  time  in  hospital  for  those  diagnosed 
as  alcoholism  without  psychosis  is  normally  of  short 
duration.  Those  discharged  with  less  than  3 months 
hospitalization  ranged  from  a low  of  61.0%  in  1944 


Chart  No.  1.  Numbe  r of  first  admissions  to  State  hospitals  of  patients 
diagnosed  as  Alcoholsm  (with  and  without  psychosis), 
ratio  of  first  admissions  to  general  population  and 
percentage  to  total  of  first  admissions  for  the  years 
1 940  through  1951. 

to  a high  of  84.0%  in  1950.  (This  discharge  rate 
includes  those  admitted  both  as  first  and  readmis- 
sions). The  average  length  of  stay  ranged  from  a 
low  of  4 months  to  a high  of  9 months  for  the  12 
year  period  of  1940  to  1951.  Those  diagnosed  as 
alcoholic  psychoses  discharged  in  less  than  3 months 
had  a low  of  40.0%  in  1945  and  a high  of  75.0% 
in  1950  with  an  average  length  of  stay  in  the  hospital 
ranging  from  a low  of  4 months  to  a high  of  one  year 
and  4 months  for  the  12  year  period. 

The  death  rate  to  the  number  treated  is  low.  There 
were  only  126  deaths  for  those  diagnosed  as  alco- 


April,  1953 


Virginia  Medical  Monthly 


233 


holism  (both  with  and  without  psychosis)  for  the 
1 2 year  period. 

The  resident  population  of  alcoholics  at  any  one 
time  is  not  large.  The  largest  percentage  was  3.4% 
in  1940.  This  included  both  the  with  and  without 
psychosis  diagnosis. 

There  is  no  build  up  of  this  type  of  patient  in  the 
hospitals;  very  few  have  a long  hospitalization.  The 
rate  of  turnover  of  the  number  of  admissions  to  dis- 
charges is  approximately  one  for  one.  Even  though 
the  stay  in  hospitals  is  of  short  duration,  the  ad- 
mission and  discharge  rate  create  a time  consuming 
problem  for  the  physicians  and  staff. 

In  addition  to  those  diagnosed  as  alcoholics,  the 
hospitals  also  have  the  problem  of  intemperance  with 
other  psychiatric  diagnoses.  Those  having  alcoholic 
habits  of  intemperance  with  other  diagnoses  aver- 
aged 6.5%  for  the  12  year  period  and  those  classified 
as  temperate  21.8%. 

Economic  and  general  conditions  apparent’)’  have 
their  effect  on  the  number  of  alcoholics  admitted 
to  State  hospitals.  As  shown  on  the  chart,  during 
the  war  period  when  jobs  were  plentiful  and  many 
were  in  the  armed  forces,  the  admission  of  al- 
coholics to  hospitals  was  low.  It  was  noted  that 
those  who  were  admitted  had  a low  rate  of  early 
release,  indicating  the  more  severe  cases. 


Since  the  change  in  the  commitment  laws  in  1950, 
placing  the  authority  of  commitment  in  the  trial  jus- 
tice and  police  courts,  fewer  alcoholics  have  been 
committed  to  the  hospitals.  It  is  presumed  that  more 
of  them  have  been  placed  in  jails  and  sent  to  the 
State  Earm  than  before. 

What  is  the  right  approach  in  the  treatment  of 
alcoholics  ? We  do  not  believe  that  jails,  State  Farms 
or  the  mental  hospitals  furnish  the  complete  answer. 
It  is  the  consensus  of  opinion  of  many  physicians 
and  psychiatrists  that  the  problem  is  both  physical 
and  mental.  If  this  is  true,  then  no  lasting  results 
will  be  effected  unless  both  the  physical  and  mental 
health  of  the  patient  are  taken  into  consideration, 
fully  diagnosed  and  treated. 

In  view  of  the  need  for  a prolonged  treatment  of 
very  special  type,  the  mental  hospitals  should  be 
relieved  of  this  problem  of  alcoholism  as  such.  In 
many  cases  the  addition  of  an  education  and  voca- 
tional program  would  also  be  of  assistance  in  the 
rehabilitation  of  an  alcoholic.  In  view  of  these 
aspects,  a s]:!ecial  treatment  institution  should  be  de- 
veloped where  concentration  can  be  made  on  this  type 
of  patient.  This  would  also  alleviate  the  problem 
of  having  to  place  mental  patients  and  alcoholics 
in  the  same  wards  in  the  mental  hospitals,  which  is 
now  necessary  in  too  many  instances. 


What  Are  Cancer’s  Warning  Signs? 

Cancer  often  betrays  itself  in  its  early  stages  by 
certain  easily  noticed  signs.  For  your  own  good — 
and  for  that  of  every  person  dear  to  you — it  is  im- 
portant to  learn  and  never  forget  these  warning  signs. 
They  are  commonly  called  the  7 Danger  Signals  of 
Can-cer.  Knowing  them  (and  acting  on  their  warn- 
ings) has  saved  many  lives  and  some  day  may  save 
yours. 

The  7 Danger  Signals  which  may  mean  cancer  are ; 

1.  Any  sore  that  does  not  heal. 

2.  A lump  or  thickening,  in  the  breast  or  else- 
where. 

3.  Unusual  bleeding  or  discharge. 

4.  Any  change  in  a wart  or  mole. 

5.  Persistent  indigestion  or  difficulty  in  swallow- 
ing. 


6.  Persistent  hoarseness  or  cough. 

7.  Any  change  in  normal  bowel  habits. 

Upon  the  first  appearance  of  any  one  of  these 
seven  danger  signals  consult  a doctor.  Do  it  right 
away.  Don’t  wait  for  pain.  That  may  only  appear 
when  cancer  is  in  an  advanced  stage.  Any  of  the 
7 Danger  Signals  may  mean  cancer.  If  you  notice 
any  one  of  them  in  yourself,  go  straight  to  a doctor. 
If  you  find  that  any  member  of  your  family  or  any 
of  your  friends  have  them,  urge  that  they  see  a doctor 
at  once. 

The  possibility  of  cure  is  very  much  greater  when 
cancer  is  discovered  and  treated  in  its  primary  stages. 
Delay  in  seeing  a doctor  may  mean  death — for  no 
cancer  has  been  known  to  cure  itself.  Untreated 
cancer  is  always  fatal. 
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Influenza  and  Pneumonia  Deaths. 

As  an  indication  of  disease  severity  during  the 
recent  epidemic  of  influenza,  the  National  Office  of 
Vital  Statistics  has  published  by  weeks  the  number 
of  deaths  from  influenza  and  pneumonia  occurring 
in  58  cities  with  an  aggregate  population  of  thirty- 
five  million. 

For  comparison  is  shown,  in  Table  II,  the  number 
of  deaths  in  Virginia  from  influenza  and  pneumonia 
in  January,  1952  and  January,  1953  with  age 
distribution. 


Monthly  Report  of  the  Bureau  of  Communicable 
Disease  Control 


Feb. 

Feb. 

Jan.- 

Feb. 

Jan, 

Feb. 

1953 

1952 

1953 

1952 

Brucellosis 

3 

2 

3 

9 

Diarrhea  & Dysentery 

70 

329 

734 

208 

Diphtheria 

9 

12 

22 

29 

Hepatitis 

185 

81 

136 

429 

Measles 

465 

1883 

2827 

745 

Meningitis  (Meningococcic) 

_ 31 

12 

31 

60 

Poliomyelitis 

0 

4 

8 

5 

Rocky  Mt.  Spotted  Fever 

— 0 

1 

2 

0 

Scarlet  Fever 

111 

95 

176 

232 

Tularemia 

2 

9 

21 

10 

Typhoid  and  Paratyphoid 

— 1 

6 

9 

8 

Rabies  in  Animals 

46 

48 

96 

96 

Table  I — Deaths  From  Influenza  and  Pneumonia  by  Weeks  in  58  Cities 
Dec.  20  Dec.  27  Jan.  3 Jan.  10  Jan.  17  Jan.  2+  Jan.  31  Feb.  7 Feb.  14  Feb.  21 
1952  1952  1953  1953  1953  1953  1953  1953  1953  1953 

249  230  291  350  404  463  554  610  596  539 


Table  II — Influenza  and  Pneumonia  Deaths  in  Virginia 


INFLUENZA 
January,  1952 
Age  Distribution 


INFLUENZA 
January,  1953 
Age  Distribution 


PNEUMONIA 
January,  1952 
Age  Distribution 


PNEUMONIA 
January,  1953 
Age  Distribution 


0 - 34 

6 

0 

1 

13 

35  -44 

2 

35  - 44 

1 

45  - 64 

4 

45  - 64 

13 

65  and  over 

7 

65  and  over 

28 

TOTAL 

19 

TOTAL 

55 

0 - 34 

52 

0 - 34 

49 

35  - 44 

6 

35  - 44 

5 

45  - 64 

14 

45  - 64 

35 

65  and  over 

34 

65  and  over 

61 

TOTAL 

106 

TOTAL 

150 

New  Books. 

Below  are  listed  some  of  the  newer  books  in  the 
Tompkins-McCaw  Library  of  the  Medical  College  of 
Virginia.  These  may  be  borrowed  by  our  readers 
under  usual  library  rules: 

Albert — Selected  toxicity.  1951. 

Belding — Textbook  of  clinical  parasitology,  2d  ed.  1952. 
Bell — Renal  diseases,  2d.  ed.  1950. 

Brazier — The  electrical  activity  of  the  nervous  system. 
1951. 

Cook — Human  fertility:  The  modern  dilemma.  1951. 
Linksz — Physiology  of  the  eye.  Vol.  2 — Vision.  1952. 


Meschan — An  atlas  of  normal  radiographic  anatomy.  1951. 
Mellon,  ed. — Analytical  absorption  spectroscopy.  1950. 
Parmelee — Management  of  the  newborn.  1952. 

Rhodes  & van  Rooyen — Textbook  of  virology.  2d.  ed.  1953. 
Ropes  & Bauer — Synovial  fluid  changes  in  joint  disease. 
1953. 

Sarnat,  ed. — The  temporomandibular  joint.  1951. 

Selye — Second  annual  report  on  stress.  1952. 

Shands — Handbook  of  orthopaedic  surgery.  4th  ed.  1952. 
Sheldon,  et  al — A manual  of  clinical  allergy.  1953. 
Taylor — The  measurement  of  radio  isotopes.  1951. 

White,  et  al. — The  autonomic  nervous  system.  3rd  ed. 
1952. 
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Wilms’  Tumors  and  Neuroblastomas 

Though  malignancies  in  children  do  not 
occur  in  great  numbers,  such  a high  per- 
centage of  the  victims  die  that  cancer,  in- 
cluding leukemia  and  Hodgkin’s  disease,  is 
one  of  the  leading  causes  of  death  from  dis- 
ease in  children  under  fifteen.  The  ultimate 
prognosis  in  some  of  the  more  common  child- 
hood malignancies  such  as  leukemia,  central 
nervous  system  tumors,  and  bone  tiunors  is 
so  gloomy,  in  spite  of  constantly  more  suc- 
cessful palliation,  that  the  hopeful  outlook 
in  other  common  childhood  mali^ancies  is 
often  ignored.  Unwarranted  pessimism  can 
lead  to  deferred  treatment  which  can  lead 
to  unnecessary  death. 

For  instance,  retinoblastoma  is  rarely  en- 
countered in  any  one  physician’s  practice, 
yet  prompt  recognition  on  those  rare  oc- 
casions is  vital  because  50  per  cent  of  uni- 
lateral retinoblastomas,  enucleated  with  re- 
moval of  as  much  of  the  optic  nerve  as  pos- 
sible, are  cured.  Even  in  bilateral  retino- 
blastomas, more  can  be  accomplished  than 
is  usually  recognized.  Reese,  in  his  book 
“Tumors  of  the  Eye,”  advises  bilateral  en- 
ucleation if  no  sight  remains.  K there  is 
vision  in  one  eye,  he  advises  enucleation 
of  the  more  severely  affected  eye  plus  irra- 
diation of  the  less  severely  affected  eye.  Of 
19  patients  receiving  such  treatment,  Reese 
reports  six  living  without  recurrence  and 
with  vision  five  years  later,  and  six  more 
living  without  recimrence  but  also  without 
vision  five  years  later. 

Next  to  leukemia,  the  most  frequently  en- 
countered childhood  malignancies  are  Wilms’ 
tiunors  and  neuroblastomas.  The  difference 
that  a positive  approach  can  make  in  these 
diseases  is  illustrated  by  the  following  two 
case  histories. 

1.  The  'parents  of  a two  month  old  infant 
noticed  a firm  mass  deep  in  the  left  mid- 
abdomen. Their  physician  advised  them  to 
watch  it  and  let  him  know  if  it  enlarged. 


The  growth  of  the  primary  tumor  was  slow 
and  the  child  was  not  investigated  until  it 
was  six  months  old.  By  that  time,  innumer- 
able small  metastases  were  readily  demon- 
strable in  skeletal  roentgenograms.  A pre- 
sumptive diagnosis  of  neuroblastoma  was 
made,  a diagnosis  which  was  confirmed  by 
bone  marrow  study  and  at  autopsy  two  years 
later  after  several  remissions  produced  by 
x-ray  therapy. 

2.  A left  abdominal  mass  was  discovered 
in  a six  months  old  infant.  Pyelography  the 
following  day  demonstrated  a normal  right 
kidney.  The  left  renal  collecting  system  was 
severely  distorted.  Two  days  later,  a left 
transabdominal  nephrectomy  was  performed. 
The  pathologist  confirmed  the  presumptive 
diagnosis  of  Wilms’  tumor.  Postoperative 
x-ray  therapy  was  administered  to  the  renal 
fossa.  Two  and  a half  years  later,  the  child 
is  alive  and  without  recurrence. 

Arey,  in  an  article  on  “Cancer  in  Child- 
hood” in  the  November,  1952  issue  of  “The 
Medical  Clinics  of  North  America”  com- 
ments that  neuroblastomas  arise  from  cells 
destined  to  form  the  adrenal  cortex  and 
S3nnpathetic  ganglia.  Therefore  they  may 
develop  in  the  cervical  ganglia,  the  retro- 
pleural  region,  or  the  retroperitonal  region, 
but  usually  appear  in  the  adrenal  cortex,  oc- 
casionally in  the  renal  parenchyma.  Wilms’ 
tumors  may  arise  in  the  retroperitoneal 
region  independent  of  the  kidney  but  usu- 
ally are  in  the  kidney.  Unlike  kidney  tumors 
in  adults,  Wilms’  tumors  frequently  do  not 
cause  hematuria.  So  the  presenting  com- 
plaint “with  both  tumors  is  usually  an  ab- 
dominal mass. 

Such  a discovery  is  an  emergency  call- 
ing for  an  investigation  of  not  more  than 
two  or  three  days’  duration  in  preparation 
for  treatment. 

As  neuroblastomas  frequently  metastasize 
to  the  skeleton  and  Wilms’  tumors  to  the 
lungs,  skeletal  and  chest  x-ray  examinations 


are  of  prognostic  value.  Bone  marrow  stu- 
dies may  reveal  invasion  by  neuroblastoma 
while  the  roentgenograms  are  still  negative. 
However,  the  discovery  of  metastases  should 
rarely  be  allowed  to  alter  plans  for  surgical 
removal  of  the  primary  tumor. 

Pyelograms  may  offer  roentgen  evidence 
of  value  in  differential  diagnosis  between 
the  two  tmnors,  but  this  is  of  little  practical 
value.  Pyelograms  are  important  to  demon- 
strate the  relation,  if  any,  of  the  abdominal 
mass  to  kidney,  and  they  are  a preoperative 
necessity  for  proof  of  the  presence  of  at 
least  one  normal,  functioning  kidney. 

Metastasis  should  not  be  encouraged  by 
frequent  or  rough  palpation  of  masses  sus- 
pected of  representing  one  of  these  leisons. 

Preoperative  differentiation  between  the 
two  may  be  and  ofter  is  imcertain  or  impos- 
sible. But  as  the  treatment  for  both  is 
prompt  surgery  and  roentgen  therapy,  the 
accumulation  of  diagnostic  data  should  not 
be  allowed  to  postpone  treatment. 

A transabdominal  approach  is  recom- 
mended, even  when  the  pyelogram  demon- 
strates a deformed  renal  pelvis,  to  permit 
ligation  of  the  renal  pedicle  before  the  tumor 
is  manipulated. 

In  occasional  neglected  cases,  the  bulk  of 
the  tumor  may  be  so  great  that  surgery  is 
impractical  until  preoperative  radiation 
therapy  has  partially  reduced  the  mass. 

Some  urologists  and  roentgen  therapists 
advocate  routine  preoperative  radiation  to 
reduce  the  hazard  of  metastasis  during  the 


nephrectomy.  Others  urge  immediate  sur. 
gery,  feeling  that  postponement  of  opeia- 
tion  to  permit  preoperative  radiation  in- 
creases opportunity  for  metastasis.  All  agree 
on  the  value  of  postoperative  radiation  of 
the  kidney  fossa.  If  metastases  have  been 
demonstrated,  these  should  be  irradiated  at 
the  same  time.  And  roentgen  therapy  should 
be  used  to  treat  metastases  occurring  post- 
operatively. 

Although  apparent  cures  following  bone 
or  central  nervous  system  metastases  from 
neuroblastomas  occur,  they  are  extremely 
rare.  But  results  in  less  advanced  cases  are 
encouraging.  Farber  (Am.  J.  Dis.  Child., 
Sept.,  1940)  reported  ten  of  40  patients 
alive  three  to  eight  years  after  treatment, 
and  Wittenborg  (Rad.,  May.,  1950)  reported 
13  of  23  patients  alive  three  years  or  long- 
er after  treatment,  including  six  patients 
in  whom  liver  metastases  were  found  v/hen 
the  primary  tumor  was  removed. 

As  for  the  Wilms’  tmnors.  Gross  and 
Neuhauser  (Fed.,  Dec.,  1950)  reported  18 
of  38  patients  alive  and  well  two  years  or 
longer  after  surgery  and  postoperative  ra- 
diation. Since  recurrences  and  metastases, 
if  they  are  to  occur,  usually  do  so  with- 
in two  years  after  nephrectomy,  most  of 
these  patients  are  probably  cured. 

Results  such  as  these  leave  no  room  for 
pessimism  and  indecision.  A solid  abdominal 
mass  discovered  in  early  life  should  be  as- 
sumed to  represent  a malignancy.  Properly 
and  promptly  treated  in  an  early  stage,  such 
tmnors,  when  found  by  the  pathologist  to  be 
nem-oblastomas  or  Wilms’  tumors,  afford  a 
hopeful  prognosis. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 
Council  Minutes 


The  meeting  was  called  to  order  at  1 : 00  p.m.,  Feb- 
ruary 19,  1953,  by  the  President,  Dr.  James  L.  Ham- 
ner.  Those  attending  were  Dr.  Vincent  W.  Archer, 
Dr.  John  T.  T.  Hundley,  Dr.  Mack  I.  Shanholtz, 
Dr.  Kinloch  Nelson,  Dr.  Lewis  H.  Bosher,  Jr.,  Dr. 
A.  A.  Creecy,  Dr.  Guy  W.  Horsley,  Dr.  Wilkins  J. 
Ozlin,  Dr.  Louis  P.  Bailey,  Dr.  Frank  A.  Farmer, 
Dr.  Harold  W.  Miller,  Dr.  Claude  A.  Nunnally,  and 
Dr.  James  P.  King.  , 

First  on  the  agenda  was  consideration  of  action 
taken  by  the  Albemarle  County  Medical  Society  with 
regard  to  a full  page  Chiropractic  advertisement 
which  appeared  in  a Richmond  newspaper  on  Jan- 
uary 4.  A letter  protesting  this  form  of  advertising 
was  sent  by  the  Albemarle  Society  to  the  paper’s 
editor. 

It  was  pointed  out  that  since  Chiropractors  are 
legally  recognized  in  Virginia,  it  might  be  well  to 
seek  legal  advice.  A motion  was  then  made  by  Dr. 
Hundley  that  the  matter  be  referred  to  Mr.  Duval, 
attorney  for  The  Medical  Society  of  Virginia,  and 
his  opinion  sought  as  to  what  action  the  State  So- 
ciety might  take. 

Considered  also  was  an  advertisement  by  T.  W. 
Wood  & Sons  Seed  Co.,  which  praised  the  beneficial 
effects  of  alfalfa  seed  tea  on  arthritis,  etc.  It  was 
mentioned  that  thus  far,  little,  if  anything,  is  known 
of  any  such  values  contained  in  alfalfa  seed  tea, 
and  the  consensus  was  that  such  companies  should 
remain  out  of  the  field  of  medicine.  It  was  suggested 
that  individual  physicians  write  the  company  point- 
ing out  their  objections  to  such  advertising. 

An  appropriation  for  legislative  expense  was  con- 
sidered, and  it  was  explained  that  the  current  budget 
does  not  provide  for  the  retainer  fee  of  $50.00  per 
month  for  Mr.  Duval.  A motion  to  appropriate  the 
necessary  $600.00  was  passed  unanimously. 

Attention  was  then  given  the  matter  of  selecting 
a time  and  place  for  the  Annual  Meeting  of  the 
Society  in  1954.  White  Sulphur  Springs  (The 
Greenbrier)  and  Hot  Springs  (The  Homestead) 
were  considered,  as  was  the  possibility  of  a joint 
meeting  with  the  District  of  Columbia  Medical  So- 
ciety to  be  held  in  Washington  (Statler).  It  was 
emphasized  that  if  the  latter  were  seriously  consid- 
ered, the  Arlington,  Alexandria  and  Fairfax  County 
Medical  Societies  should  first  be  contacted.  Dr. 


King  then  moved  that  the  Executive  Committee,  the 
President  and  the  Executive  Secretary  be  authorized 
to  investigate  and  determine  the  location  and  dates 
of  the  1954  meeting.  The  motion  passed  unan- 
imously. 

The  following  resolution  of  the  Mid-Tidewater 
Medical  Society  concerning  the  care  of  the  Walter 
Reed  Birthplace  at  Belroi,  Gloucester  County,  was 
considered : 

Where.as,  Drs.  H.  A.  Tabb  and  R.  D.  Bowles, 
members  of  this  society  and  also  members  of  the 
Committee  of  The  Medical  Society  of  Virginia 
which  has  charge  of  the  Walter  Reed  Birthplace 
properties  at  Belroi,  have  brought  to  the  attention 
of  the  Mid-Tidewater  Medical  Society  the  increas- 
ing burden,  labor  and  expense  of  caring  for  this 
property,  as  it  should  be  done,  and  the  inadequate 
publicity  which  it  enjoys  at  this  time. 

And,  Whereas,  the  National  Park  Service  is  only 
12  miles  away  at  Yorktown,  fully  equipped  and 
staffed  to  give  the  Walter  Reed  property  proper 
and  adequate  custodial  care  and  proper  restora- 
tion and  landscaping,  in  keeping  with  the  impor- 
tance of  the  great  national  personage  as  Dr.  Walter 
Reed  has  now  become. 

Therefore  Be  It  Resolved,  1.  That  the  Mid- 
Tidewater  Medical  Society  bring  this  matter  to 
the  attention  of  the  Council  of  The  Medical  So- 
ciety of  Virginia,  and  request  that  steps  be  taken 
to  arrange  for  proper  care  of  the  property,  if  fea- 
sible with  the  National  Park  Service;  2.  That  ef- 
forts be  made  to  preserve  and  restore  the  Walter 
Reed  Birthplace  as  a memorial  to  this  distin- 
guished Virginian  in  keeping  with  the  great  work 
he  accomplished;  3.  That  a copy  of  these  resolu- 
tions be  transmitted  to  The  Medical  Society  of 
Virginia  by  the  secretary  of  this  society. 

The  thought  prevailed  that  Mr.  Duval’s  opinion 
should  be  sought  concerning  the  advisability  of  such 
a step  and  also  what  the  proper  procedure  would  be. 
It  was  then  moved  that  if  such  action  seems  feasible 
after  investigation,  and  if  reasonable  assurance  is 
had  that  the  National  Park  Service  will  preserve  and 
maintain  the  property  as  a fitting  monument  to 
Walter  Reed,  the  necessary  steps  then  be  taken  to 
turn  the  property  over  to  them.  The  motion  passed 
unanimously. 
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Next  on  the  agenda  was  the  matter  of  framing 
and  preserving  the  pictures  of  past  presidents  of 
The  Medical  Society  of  Virginia.  It  was  revealed 
that  over  ninety  pictures  have  been  secured  thus 
far.  Estimates  received  indicated  that  the  cost 
would  be  $150.00  for  five  frames  (24  pictures  to  a 
frame)  or  $200.00  for  frames  and  mats.  It  was 
moved  by  Dr.  Archer  that  $200.00  be  appropriated 
for  this  purpose.  The  motion  carried  unanimously. 

The  following  resolution  of  the  Arlington  County 
Medical  Society  was  discussed: 

That  the  Arlington  County  Medical  Society  would 
like  to  go  on  record  as  opposing  the  financial  back- 
ing and,  in  some  instances,  the  setting  up  of  med- 
ical centers  by  big  business  and  industry,  and 
especially  their  claim  that  group  practice  is  far 
superior  to  individual  or  partnership  practice,  and 
That  members  of  the  Society,  in  their  relations 
with  the  press  and  the  public  in  general,  subm't 
through  the  Board  of  Censors  for  clearance,  all 
written  or  oral  statements  concerning  medical  sub- 
jects. 

It  was  believed  that  the  resolution  deserved  fur- 
ther study,  and  a motion  was  made  to  refer  the  matter 
to  the  Ethics  Committee  with  the  request  that  the 
Committee  make  its  recommendations  after  consul- 
tation with  the  Council  on  Medical  Service  of  the 
A.M.A.  The  motion  carried. 

Dr.  King  suggested  that  members  of  The  Medical 
Society  of  Virginia  be  given  adequate  notice  of 
Council  meetings  in  order  that  those  wishing  to  attend 
might  have  that  opportunity.  It  was  decided  that 
such  notice  should  be  carried  in  the  Virginia  Med- 
ical Monthly. 

Concerning  the  $25.00  increase  in  dues  for  the 
Conference  of  Presidents  and  Other  Officers  of 
State  Medical  Societies,  it  was  moved  that  an  appro- 
priation be  made  to  cover  the  increase  and  that  the 
Society’s  delegates  to  the  A. INI. A.  look  into  the  value 
and  advisability  of  continuing  membership  in  the 
Conference.  The  motion  carried. 

The  value  of  having  a district  council  was  next 
considered,  and  it  was  brought  out  that  such  a coun- 
cil is  often  the  best  contact  a Councilor  has  with 
members  in  his  district.  It  was  moved  that  the 
Executive  Secretary  contact  each  component  society, 
urging  them  to  elect  a member  of  the  district  council 
from  each  county  and  city  represented  in  the  various 
societies.  The  motion  carried. 

Next  on  the  agenda  was  the  question  of  sponsoring 


an  exhibit  at  the  1953  Atlantic  Rural  Exposition. 
It  was  pointed  out  that  first  of  all,  an  appropriation 
in  the  amount  of  $205.00  was  needed  to  cover  the 
cost  of  the  1952  exhibit,  since  the  books  were  closed 
prior  to  the  exhibit  date  in  October.  A motion  to 
appropriate  the  needed  sum  was  carried.  A further 
motion  that  a sufficient  sum  be  appropriated  to 
sponsor  a similar  exhibit  at  the  1953  Exposition 
and  also  at  the  meeting  of  the  Virginia  Pharmaceu- 
tical Association  was  carried.  It  was  stipulated  that 
the  exhibits  would  be  sponsored  only  upon  the  ad- 
vice of  the  Public  Relations  Committee.  The  work 
of  the  Woman’s  Auxiliary  in  making  the  1952  ex- 
hibit a success  was  commended. 

Recent  increases  in  mal-practice  insurance  were 
discussed,  and  it  was  pointed  out  that  several  mem- 
bers of  the  Society  had  expressed  dissatisfaction. 
The  largest  increase  noted  was  that  for  hospitals. 
It  was  moved  that  the  matter  be  referred  to  the 
Medical  Service  Committee  for  study  and  any  rec- 
ommendations they  might  wish  to  offer.  It  was  also 
suggested  that  the  Committee  investigate  the  possi- 
bility of  zone  insurance. 

Considered  next  was  the  matter  of  exemption  from 
the  payment  of  dues  those  members  of  the  Society 
who  retire  from  active  practice  prior  to  their  seven- 
tieth birthday.  Although  th's  is  left  to  the  discre- 
tion of  the  President,  it  was  believed  that  perhaps  the 
Judicial  Committee  should  take  the  question  under 
consideration  and  study  the  advisability  of  recom- 
mending a change  in  the  Constitution  and  By-Laws 
which  would  more  clearly  define  the  conditions  of 
dues  exempt  membership. 

Dr.  Nelson  brought  up  the  difficulty  encountered 
by  the  State  Board  of  Medical  Examiners  when 
considering  applications  of  graduates  of  foreign  med- 
ical schools  to  take  the  State  Board  examination.  It 
was  believed  that  an  advisory  committee  of  The 
Medical  Society  of  Virginia,  appointed  for  the  pur- 
pose, might  advise  the  State  Board  concerning  in- 
dividual applicants  and  also  study  the  possibility 
of  some  type  of  helpful  legislation.  At  the  present 
time  the  Board  is  handicapped  when  considering 
graduates  of  schools  behind  the  Iron  Curtain  since 
little  information  is  available  concerning  those  in- 
stitut  ons.  It  was  moved  and  passed  that  the  deans 
of  the  two  medical  schools  constitute  an  advisory 
committee  and  associate  with  themselves  such  other 
members  of  The  Medical  Society  of  Virginia  as  they 
might  wish.  The  committee  would  study  and  sug- 
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gest  possible  methods  of  easing  the  present  difficulty 
in  Virginia. 

Dr.  King  asked  for  suggestions  to  stimulate  in- 
terest in  the  Woman’s  Auxiliary  over  the  state,  point- 
ing out  that  the  Society  has  too  long  neglected  one 
of  its  best  public  relations  mediums.  A motion  was 
made  to  suggest  to  the  Finance  Committee  the  pos- 
sibility of  financing  the  Auxiliary  program  beginning 
next  year.  It  was  further  moved  that  the  President 
of  the  Auxiliary  be  invited  to  attend  the  meetings  of 
Council  and  that  the  Auxiliary  be  represented  at  the 
regular  meetings  of  the  House  of  Delegates.  The 
motion  carried. 

The  importance  of  working  closely  with  members 
of  the  Student  A.M.A.  was  emphasized,  and  it  was 
suggested  that  component  societies  invite  the  students 


to  attend  society  meetings  when  home  on  vacation. 
The  Executive  Secretary  was  requested  to  contact 
the  medical  schools  and  arrange  to  have  each  mem- 
ber of  Council  furnished  with  the  names  of  students 
in  the  respective  districts. 

Dr.  Hamner  outlined  his  thoughts  concerning  the 
possible  setting  up  of  a special  committee  to  confer 
with  the  State  Department  of  Health,  and  also  dis- 
cussed the  advantages  of  a committee  to  confer  with 
the  American  Legion,  the  State  Denal  Association, 
and  the  State  Hospital  Association  regarding  per- 
tinent topics  of  the  day,  including  hospitalization  of 
veterans  and  non-service  connected  disabilities. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Approved  James  L.  Hamner,  M.D.,  President 


Goodwill  Gesture 

Whenever  I receive  an  announcement  from  a new  M.D.,  I reply  with  a note 
worded  something  like  this : “It  was  good  to  get  your  announcement  and  to  note  that 
you  plan  to  practice  here.  If  I can  be  of  any  assistance  to  you,  just  call  on  me. 
Meanwhile;  let  me  wish  you  all  possible  success.” 

It’s  surprising  how  many  of  these  doctors  refer  cases  to  my  office,  even 
though  referrals  are  not  my  object  and  in  some  instances  we’ve  never  even  met. 
As  one  practitioner  said:  “When  I was  new  here,  you  were  the  only  man  of 
your  specialty  thoughtful  enough  to  send  me  a good-luck  note.” — M.D.,  New' 
Jersey  Copright  1953,  Medical  Economics 
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WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


President — 

Mrs.  Thomas  N.  Huvnicutt,  Jr.,  Newport  News 


President-Elect Mrs.  K.  W.  Howard,  Portsmouth 

Treasurer Mrs.  Wm.  C.  Barr,  Richmond 

Recording  Secretary Mrs.  Lee  S.  Liggan,  Irvington 


Corresponding  Secretary — 

Mrs.  F.  a.  Car.mines,  Newport  News 
Publication  Chairman — 

Mrs.  Robert  H.  Detwiler,  Arlington 


Reports  from  Auxiliaries. 

N ORTHAMPTON- AcCOM.AC 

This  Auxiliary  held  its  first  meeting  of  the  New 
Year  on  January  13th,  at  luncheon  at  the  Owl 
Restaurant  near  Parksley,  as  guests  of  Mrs.  O.  R. 
Fletcher.  Twenty  members  and  one  guest  were 
present. 

The  business  meeting  followed  the  luncheon,  with 
the  new  president,  Mrs.  John  R.  Hamilton,  presid- 
ing and  Mrs.  H.  L.  Denoon,  Jr.,  the  new  secretary, 
read  the  minutes  of  the  last  meeting. 

A tribute  of  respect  in  memory  of  IMrs.  E.  W.  P. 
Down’ng  and  Mrs.  J.  Mortimer  Lynch  was  read 
by  Mrs.  Holland  Trower,  and  the  President  requested 
that  a copy  be  sent  to  the  families  of  Mrs.  Downing 
and  Mrs.  Ljmch. 

A review  of  the  history  of  The  Northampton- 
Accomac  Hospital  was  given  by  Mrs.  W.  J.  Sturgis, 
Sr.,  from  its  inception  to  the  present  time. 

Dr.  \V.  J.  Sturgis,  Sr.,  had  long  seen  the  need 
of  a hospital  on  the  Eastern  Shore,  especially  in 
emergencies.  Mrs.  Sturgis  gave  many  names  and 
gifts  of  the  first  donors,  and  told  of  the  untiring 
work  of  the  hospital  auxiliaries  in  raising  funds. 

.411  contributed  so  generously  that  finally,  on 
August  17,  1928,  the  hospital  opened  with  great 
rejoicing.  General  Hugh  S.  Gumming,  of  the  U.S. 
Dept,  of  Health,  spoke  at  the  opening  of  the  hospital. 
Since  then,  the  hospital  has  grown  and  expanded 
and,  at  present,  the  new  wing  and  nurses  home  is 
nearing  completion. 

At  the  close  of  Mrs.  Sturgis  talk,  Mrs.  J.  H.  Hiden 
spoke  her  appreciation  of  Mrs.  Sturgis  fine  report. 

Mrs.  W.  T.  Green,  Jr.,  chairman  of  The  Grace 
Wilkins  Holland  Memorial  gave  her  report  on 
Room  No.  305,  which  is  known  as  The  Grace 
Wilkins  Holland  Memorial  Room,  stating  the  Aux- 
iliary to  date  has  donated  two  beds,  two  bedside 


tables,  one  dresser,  one  comfortable  chair,  drapes, 
and  two  bedside  lamps,  at  a cost  of  $400.00.  The 
room  is  to  be  painted,  and  the  memorial  committee 
plans  to  buy  tray  tables,  one  for  each  bed,  and 
another  comfortable  chair. 

Mr.  Alvin  Bradford,  business  administrator  of 
the  hospital  gave  a detailed  report  on  the  rearrange- 
ment and  operation  of  the  hospital  and  account  of 
the  new  plant  and  the  changes  to  be  made  for  more 
room  and  efficiency.  A new  Children’s  section  will 
be  arranged,  and  is  to  be  taken  care  of  by  The 
Junior  Woman’s  Club  of  Accomac. 

Some  of  the  new  things  Mr.  Bradford  listed  are 
as  follows:  new  elevator,  kitchen  enlarged,  steam 
pacs  for  food  to  be  taken  to  the  patients’  rooms, 
new  building  for  the  laundry,  new  water  supply, 
sprinkler  system,  sewage  disposal  system,  air  con- 
ditioning for  operating  rooms,  and  a third  operating 
room,  landscaping  of  the  grounds.  He  hopes  to  have 
the  hospital  on  a sound  business  basis,  and  also  stated 
that  the  new  nurses’  home  should  be  completed  in 
.4pril,  but  there  is  still  a shortage  of  nurses. 

Mr.  Bradford’s  report  was  most  interesting  and 
informative,  and  he  was  given  a round  of  applause 
for  his  very  fine  year’s  work  and  report. 

The  Auxiliary  contributed  to  The  March  of  Dimes, 
the  1953  dues  were  collected,  and  the  meeting  ad- 
journed. 

Catherine  R.  Trower, 

(Mrs.  Holland) 

Chairman,  Press  and  Publicity. 

Richmond 

On  Valentine’s  Day,  February  the  14th,  the  Wom- 
an’s Auxiliary  to  the  Richmond  Academy  of  Medicine 
had  a Dinner  Dance  at  the  Hotel  Jefferson  to  honor 
their  husbands.  The  husbands  were  given  red  car- 
nations as  they  entered  the  door.  Mrs.  William  F. 
Grigg,  Jr.  was  General  Chairman  for  the  dance. 
Mrs.  John  E.  Stevens  was  Ticket  Chairman. 

The  Auxiliary  manned  the  headquarters  of  the 
Richmond  Chapter  of  the  Heart  Association  for  the 
week  of  February  23  rd  through  February  27th, 
and  furnished  23  volunteers. 

At  the  February  meeting,  Mrs.  Gilman  R.  Tyler 
resigned  as  President-elect  and  Mrs.  Custis  L.  Cole- 
man, Vice-President  was  installed  as  President-elect. 
Mrs.  J.  R.  Grinels  became  Vice-President. 

Janet  F.  Coleman,  President-Elect 
(Mrs.  C.  L.) 
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Alexandria 

Mrs.  Jerome  Baum  was  hostess  to  the  Auxiliary 
at  her  home  on  January  27,  a Tuesday  evening. 
Mrs.  Forrest  Swisher,  president,  presided.  The  by- 
laws, wliich  have  been  completely  rewritten  this  year, 
were  read  for  the  final  time  and  were  adopted.  It 
was  agreed  to  send  contributions  to  the  Leigh- 
Hodges-WTight  Memorial  Fund  (for  Tuberculosis), 


as  has  been  done  in  past  years,  and  to  the  American 
Medical  Education  Foundation. 

Dr.  and  Mrs.  Daniel  Yuter  were  hosts  at  their 
home  for  the  second  Auxiliary  social  of  the  year 
on  Valentine’s  Day.  Fifty-six  turned  out  for  the 
gala  occasion.  Each  member  contributed  a favorite 
recipe,  which  resulted  in  a very  attractive  buffet 
supper.  The  doctors  seem  to  especially  enjoy  these 
social  get-togethers. 


MISCELLANEOUS 


Program,  Virginia  Academy  of  General  Prac- 
tice. 

The  program  for  the  annual  meeting  of  the  Acad- 
emy in  Richmond,  May  7 and  8 is  given  below: 

Thursday,  May  7 

9:00  A.M. — “A.M.A.  Representation  in  Washington” 
Cyrus  H.  Maxwell,  M.D. — Washington, 
D.  C. 

9:40  A.M. — “Infant  Feeding” — McLemore  Birdsong, 
M.D. — University  of  Virginia 

11:00  A.M. — “Genital  Urinary  Infections” — Thomas  B. 
Washington,  M.D. — Richmond 

11:40  A.M. — “Dental  Infections” — Holmes  Knighton, 
D.D.S. — Medical  College  of  Virginia 

12:20  P.M. — “Diagnosis  and  Treatment  of  Epilepsy” — 
Randolph  Leigh,  Jr.,  M.D. — University  of 
Virginia 

3:30  P.M. — Clinical  Pathological  Conference — 

Presentation  of  Clinical  Case:  Charles  M. 
Caravati,  M.D. — Richmond 
Pathological  Discussant:  G.  R.  Hennigar, 
M.p. — Medical  College  of  Virginia 

4:30  P.M. — “Diseases  of  the  Pituitary  Glands” — Ken- 
neth R.  Crispell,  M.D. — University  of 
Virginia 

Friday,  May  8 

9:00  A.M. — “The  Office  Treatment  of  Fractures” — 
Milton  J.  Hoover,  Jr.,  M.D. — Medical 
College  of  Virginia 

9:40  A.M. — “Toxicology” — Sidney  Kaye,  M.Sc. — Medi- 
cal College  of  Virginia 

11:00  A.M. — “Peripheral  Vascular  Diseases — Non-Dia- 
betic”— James  P.  Hendrix,  M.D. — Duke 
University  Hospital,  Durham,  North  Caro- 
lina 

11:40  A.M. — “Relation  of  the  Physician  in  Industry  to 
Those  in  Private  Practice” — R.  Lomax 


Wells,  M.D. — C & P Telephone  Co. — 
Washington,  D.  C. 

12:20  P.M. — “Diagnosis  of  Acute  Abdomen” — Charles 
E.  Davis,  Jr.,  M.D. — Norfolk 

2:00  P.M. — “Antibiotics” — Count  D.  Gibson,  Jr.,  M.D. 
— Medical  College  of  Virginia 

3:30  P.M. — “Treatment  of  Hypertension” — Upshur 
Higginbotham,  M.D.  — Bluefield,  West 
Virginia 

4:10  P.M. — “The  Role  of  the  General  Practitioner  in 
Early  Diagnosis  of  Cancer” — John  O. 
Boyd,  Jr.,  M.D. — Roanoke 

A cordial  invitation  is  extended  to  all  physicians 
in  Virginia  and  elsewhere  to  attend  the  sessions  and 
it  is  hoped  many  from  neighboring  states  will  avail 
themselves  of  the  opportunities  and  facilities  af- 
forded by  this  annual  “gathering  of  the  clan”  of 
General  Practitioners. 

Woman’s  Auxiliary — V.A.G.P. 

The  Woman’s  Auxiliary  of  the  Virginia  Academy 
of  General  Practice  will  meet  also  at  the  Hotel  Jef- 
ferson, Richmond,  on  May  7 and  8 and  a most  in- 
teresting program  has  been  arranged. 

A Luncheon  meeting,  with  election  of  officers,  will 
be  held  in  the  Elemish  Room  at  1:00  p.m.  on  Thurs- 
day, May  7.  at  which  time  Mr.  William  Tayloe 
Munford,  authority  on  interior  decorating,  will  be 
the  guest  speaker,  his  topic  being  “Decorating”. 

A Card  Party,  beginning  at  10:00  o’clock  Friday 
morning,  also  in  the  Flemish  Room,  will  conclude 
in  time  to  adjourn  to  the  Commonwealth  Club  for 
Luncheon,  where  the  ladies  will  be  the  guests  of  Mr. 
Walter  F.  Hyer,  Medical  Service  Representative  of 
J.  B.  Roerig  and  Company  of  Chicago. 
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BOOKS 


Hospital  Staff  Appointments  of  Physicians  in  New 
York  City.  Hospital  Council  of  Greater  New  York. 
The  Macmillan  Company,  New  York.  1951.  151 
pages.  Cloth.  Price  $3.25. 

Synovial  Fluid  Changes  in  Joint  Disease.  By 
MARIAN  W.  ROPES,  M.D.,  Associate  Physician, 
Massachusetts  General  Hospital,  Assistant  Clinical 
Professor  of  Medicine,  Harvard  Medical  School; 
and  WALTER  BAUER,  M.D.,  Chief  of  Medical 
Services,  Massachusetts  General  Hospital,  Jackson 
Professor  of  Clinical  Medicine  and  Director  of 
Robert  W.  Lovett  Memorial  Foundation  for  the 
Study  of  Crippling  Diseases,  Harvard  Medical 
School.  Published  for  the  Commonwealth  Fund 
by  Harvard  University  Press,  Cambridge,  Massa- 
chusetts. 1953.  xvi-150  pages.  Illustrated.  Cloth. 
Price  $4.00. 

Textbook  of  Surgery.  Edited  by  H.  F.  MOSELEY, 
M.A.,  D.M.,  M.Ch.  (Oxon),  F.A.C.S.,  F.R.C.S. 
(Eng.),  F.R.C.S.  (C),  Assistant  Professor  of  Sur- 
gery, McGill  University;  Associate  Surgeon, 
Royal  Victoria  Hospital,  Montreal,  Canada.  With 
Foreword  by  G.  GAVIN  MILLER,  M.D.,  C.M.,  M.Sc., 
F.R.C.S.  (C),  F.A.C.S.,  Chairman  of  the  Surgical 
Department,  McGill  University;  Surgeon-in-Chief, 
Royal  Victoria  Hospital.  St.  Louis,  The  C.  V. 
Mosby  Company.  1952.  xxi-896  pages.  With  460 
Text  Illustrations  and  46  Color  Plates.  Cloth. 
Price  $15.00. 

Chlorophyll  in  Medicine.  Scientific  Background; 
Clinical  Experience  in  Topical  Therapy  with 
Chloresium  (ointment  and  solution-plain).  Pub- 
lished by  Rystan  Company,  Inc.,  Mount  Vernon, 
New  York.  Pamphlet  of  53  pages.  May  be  ob- 
tained upon  request  to  publishers. 

Studies  in  Visual  Optics.  By  JOSEPH  I.  PASCAL, 
B.S.,  M.A.,  O.D.,  M.D.,  Director  of  Eye  Department, 
Stuyvesant  Polyclinic;  Attending  Ophthalmologist, 
New  York  Polyclinic  Medical  School  and  Hospital, 
Outpatient  Department;  Lecturer  in  Ophthalmol- 
ogy. New  York  Polyclinic  Medical  School  and  Hos- 
pital. St.  Louis,  The  C.  V.  Mosby  Company.  1952. 
800  pages.  Illustrated.  Cloth.  Price  $12.50. 

The  author  succeeded  in  writing  a rather  readable 
and  comprehensive  outline  of  physiological  optics 
for  students  of  optometry  and  of  ophthalmology. 
Although  this  book  contains,  according  to  its  preface, 
not  even  “a  sizeable  portion  of  the  material”  pre- 
sented by  Dr.  Pascal  to  his  classes,  its  content  in  the 
opinion  of  the  reviewer  is  complete  enough  to  serve 
as  a textbook.  The  material  is  presented  in  an  un- 
usual way,  which  is  easily  grasped  and  absorbed  by 
the  student.  A large  number  of  illustrations,  sche- 
matic and  graphic  representations,  and  hints  for 
memor}'  aid  as  well  as  simplifications  of  some  of  the 
usual  mathematical  formulae  increase  the  value  of 
this  book  as  a student  helper.  In  his  attempts  to 
simplify  some  of  the  very  complicated  problems  of 
visual  optics,  the  author  might  arouse  the  wrath 
of  some  learned  physicists  or  physiologists,  but  he 


wall  be  compensated  in  all  probability  by  the  thank- 
fulness of  his  readers  and  students. 

E.  F. 

The  Oculorotary  Muscles.  By  RICHARD  G.  SCOBEE, 
B.A.,  M.D.,  F.A.C.S.,  Assistant  Professor  of  Oph- 
thalmology, Washington  University  School  of  Med- 
icine, St.  Louis,  Missouri.  Second  Edition.  St. 
Louis,  The  C.  V.  Mosby  Company.  1952.  512  pages. 
With  159  Illustrations.  Cloth.  Price  $11.00. 

This  second  edition  of  Dr.  Scobee’s  book,  which 
was  so  well  received  when  first  published,  is  con- 
siderably enlarged  and  rewritten  in  many  parts.  The 
fascinating  story  of  the  functiop  and  dysfunction  of 
the  oculorotary  muscles  is  well  told  and  makes  the 
book  an  excellent  text  for  postgraduate  study.  A 
fairly  complete  subject  index  is  a big  help  for  the 
reader  not  yet  familiar  with  the  subject,  since  some 
expressions,  such  as  “esophoria”,  “IMaddox  rod  test”, 
etc.,  are  used  in  early  chapters  long  before  an  exact 
definition  or  description  is  offered.  Although  the 
author  recognizes  the  value  of  orthoptics  as  a non- 
surgical  or  a pre-operative  treatment  of  heterotropia 
in  some  cases,  he  does  not  discuss  the  methods  used 
by  the  orthoptists  since  this  subject  has  been  recently 
covered  by  excellent  books.  However,  the  surgical 
treatment  of  heterotropia  is  critically  discussed  in 
detail. 

E.  F. 

Correlative  Neuroanatomy  and  Functional  Neurol- 
ogy. By  JOSEPH  J.  MCDONALD,  M.S.,  M.Sc.D., 
M.D.,  Professor  of  Surgery,  Columbia  University; 
etc.  And  JOSEPH  G.  CHUSID,  A.B.,  M.D.,  Attend- 
ing Neurologist,  St.  Vincent’s  Hospital,  New  York. 
Sixth  Edition.  Lange  Medical  Publications.  Uni- 
versity Medical  Publishers,  Los  Altos,  California. 
1952.  263  pages.  Price  $4.00. 

The  author’s  own  term,  “concise  outline  format,” 
best  describes  this  volume  of  “Correlative  Neuro- 
anatomy and  Functional  Neurology”.  It  is  compen- 
dious, yet  completely  fulfills  the  purpose  for  which 
it  is  intended,  namely,  a quick  review  for  the  student 
in  Neurology.  This  latest  revision  incorporates 
newer  concepts  in  the  clinical  field,  as  well  as  ex- 
cellent additions  in  diagrams,  charts  and  illustra- 
tions; especially  the  portion  on  muscle  testing. 

The  reasonable  cost  belies  the  wealth  of  informa- 
tion between  the  covers,  and  it  could  well  be  a most 
useful  addition  to  the  library  of  any  student  of  the 
nervous  system. 


L.L.J. 
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EDITORIAL 


Dr.  Claude  C.  Coleman,  1879-1953 

Dr.  CLAUDE  C.  COLEMAN,  one  of  the  pioneers  in  the  development  of  neuro- 
logical surgery  in  this  country,  died  on  January  9,  1953,  aged  73,  in  Richmond. 
Dr.  Coleman,  son  of  Frank  and  Jane  Patrick  Coleman,  was  born  in  Caroline  County, 
Virginia,  July  21,  1879.  His  early  education  was  obtained  in  the  local  schools  there 
and  he  entered  William  and  Mary  College  in  1896  and  two  years  later  was  awarded 
a teacher’s  certificate.  He  taught  school  on  the  Eastern  Shore  of  Virginia  for  two  years, 
and  then  matriculated  in  the  Medical  College  of  Virginia  at  Richmond,  from  which 
institution  he  received  his  iM.D.  degree  in  1903.  In  the  first  decade  after  graduation 
from  medical  school.  Dr.  Coleman  engaged  in  the  general  practice  of  medicine  in 
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Buena  Vista,  Virginia  and  obtained  graduate  training  in  surgery,  for  a time 
with  Dr.  J.  Shelton  Horsley.  In  1913,  ten  years  after  being  graduated  from  the  Med- 
ical College  of  Virginia,  Dr.  Coleman  entered  the  practice  of  surgery  in  Richmond  and 
soon  had  a wdde  and  diversified  general  surgical  practice.  Even  during  this  period 
he  was  especially  interested  in  plastic  and  neurological  surgery. 

During  World  War  I,  Dr.  Coleman’s  interests  were  concentrated  on  neurological 
surgery.  He  was  made  chief  of  the  brain  surgery  school  at  Fort  Oglethorpe,  Georgia 
where  he  did  extensive  work  in  peripheral  nerve  surgery,  operating  on  numerous  pa- 
tients with  nerve  injuries,  chiefly  casualties  of  the  war  in  France.  During  the  war 
period  he  also  was  associated  with  Dr.  Charles  H.  Frazier,  Professor  of  Surgerj^  at 
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the  University  of  Pennsylvania,  in  a military  hospital  in  Cape  May,  New  Jersey.  He 
also  worked  in  a similar  institution  in  Staten  Island,  New  York. 

Returning  to  Richmond  during  the  latter  part  of  1919,  Dr.  Coleman  began  his  most 
significant  surgical  achievement : the  organization  and  development  of  the  Department 
of  Neurological  Surgery  at  the  Medical  College  of  Virginia,  where  he  was  to  carry- 
on  his  work  as  Professor  of  Neurological  Surgery  for  a period  of  32  consecutive  years. 
Dr.  Coleman  also  organized  a department  of  neurological  surgery  at  the  request  of  the 
Dean  of  the  medical  school  of  the  University  of  Virginia  in  Charlottesville  and  served 
as  clinical  professor  of  Neurological  Surgery  in  that  institution  from  1937  to  1941. 
He  thus  concretely  implemented  his  long-felt  desire  to  establish  departments  of  neu- 
rological surgery  in  the  two  medical  schools  in  Virginia.  In  all,  he  held  four  professor- 
ships in  the  two  medical  schools  in  Virginia,  during  his  active  surgical  career.  In 
addition  to  the  two  mentioned,  he  was  elected  in  1912  to  the  Professorship  of  the 
Principles  of  Surgery,  and  in  1913  to  the  Professorship  of  Oral  Surgery  and  Anes- 
thesia, both  in  the  Medical  College  of  Virginia.  In  1951  he  retired  and  w'as  appointed 
Neurosurgical  Consultant  to  the  Medical  College  of  Virginia  Hospitals,  which  posi- 
tion he  retained  until  his  death.  At  the  time  of  his  retirement  from  active  surgical 
practice  in  1951,  Dr.  Coleman  had  taught  a total  of  44  years  in  public  and  private 
schools,  and  in  the  medical  schools. 

He  was  a member  of  numerous  important  surgical  and  neurological  societies  in- 
cluding the  Society  of  Neurological  Surgeons  (President  in  1929),  the  American 
Neurological  Association,  the  Southern  Surgical  Association,  the  American  College 
of  Surgeons,  the  Seaboard,  Norfolk  and  Western  (President),  and  Chesapeake  and 
Ohio  Railroad  Surgeons’  Associations,  the  Southeastern  Surgical  Congress,  the  Amer- 
ican Medical  .Association,  The  Medical  Society  of  Virginia  and  the  Richmond  Academy 
of  Medicine.  He  was  president  of  the  last  named  organization  in  1925.  In  1943,  he 
was  elected  an  honorary  member  of  the  Harvey  Cushing  Society. 

In  his  later  years,  many  well-deserved  honors  came  to  Dr.  Coleman.  He  was  ap- 
pointed to  the  Board  of  A’isitors  of  William  and  Mary  College  on  April  24,  1941  and 
served  on  that  board  until  1950.  He  also  received  the  .Alumni  award  and  the  hon- 
orary degree,  Sc.D.  from  that  school.  The  honorary  Sc.D.  degree  also  was  conferred 
upon  Dr.  Coleman  by  the  Medical  College  of  Virginia  in  June  1951,  at  the  time  of 
his  retirement  from  the  Professorship  of  Neurological  Surgery.  He  was  a member  of 
the  Founders’  Group  of  the  .American  Board  of  Surgery  and  served  as  an  examiner 
for  the  .American  Board  of  Neurological  Surger>'  from  its  inception  in  1940  to  1949. 
Perhaps  h’s  happiest  and  proudest  moment  was  in  May  1949,  when  all  of  his  former 
neurosurgical  residents,  occupying  important  posts  throughout  this  country,  assembled 
to  honor  him  on  the  completion  of  his  thirtieth  year  as  Director  of  Neurological  Sur- 
gery at  the  Medical  College  of  Virginia.  .A  number  of  his  neurosurgical  contemporaries 
from  Boston  Baltimore,  San  Francisco  and  the  Mayo  Clinic  also  took  part  in  this 
celebration  in  honor  of  Dr.  Coleman.  In  September  1951  his  former  residents  pre- 
sented his  portrait  to  the  Medical  College  of  Virginia  at  an  impressive  ceremony  in 
the  Baruch  .Auditorium.  This  portrait  now  hangs  in  the  auditorium  of  the  Medical 
College  of  Virginia  Hospital.  In  World  War  II,  he  served  as  Civilian  Consultant 
in  Neurological  Surgery  to  the  Surgeon-General  and  in  1946  he  was  named  as  neuro- 
surgical consultant  to  the  Special  Medical  Advisory  Group  of  the  Veterans’  Admin- 
istration, which  met  at  frequent  intervals  in  Washington  D.  C.,  and  in  which  capacity 
he  served  through  1952. 
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His  medical  writings  were  models  of  clarity  in  simple  yet  forceful  language. 

I'his  note  should  not  close  however,  without  a word  concerning  Dr.  Coleman’s  out- 
standing characteristics  as  well  as  reference  to  his  significant  contributions,  to  his  chosen 
specialty.  In  his  practice  he  combined  the  art  and  the  science  of  medicine  to  an 
unusual  degree. 

His  contributions  toward  the  diagnosis  and  treatment  of  injuries  to  the  head,  spine 
and  peripheral  nerves  along  with  his  clarification  of  facial  nerve  lesions  were  out- 
standing and  may  well  be  considered  his  most  important  achievements.  His  excellent 
results  in  the  treatment  of  brain  abscesses  and  tumors,  Meniere’s  disease  and  other 
neurosurgical  lesions  also  are  well  known. 

To  have  known  Dr.  Coleman  during  his  active  neurosurgical  career  was  a unique 
and  rewarding,  indeed  an  unforgettable  experience.  He  had  an  unusual  capacity  to 
inspire  loyalty  and  devotion  in  his  residents,  his  medical  colleagues  and  his  patients. 
Such  loyalty  and  devotion  was  the  natural  result  of  his  complete  sincerity.  Dr.  Cole- 
man had  an  infectious  sense  of  humor  and  was  a raconteur  of  more  than  ordinary 
talent.  Tales  of  his  many  unique  mannerisms  and  anecdotes  of  his  effective  methods 
for  dealing  with  patients  and  other  individuals  are  legendary  and  are  fondly  recounted 
whenever  two  or  more  of  his  former  associates,  residents  or  interns  meet.  His  diag- 
nostic skill,  his  operative  boldness  or  conservatism,  as  the  individual  case  demanded, 
the  excellence  of  his  surgical  judgment  coupled  with  his  genuine  interest  in  his 
patients’  problems  were  significant  characteristics  throughout  his  surgical  career.  His 
interest  in  his  residents  and  in  their  careers  was  genuine  and  was  sustained.  Like 
Osier,  Dr.  Coleman  was  the  “Young  Man’s  Friend”  and  he  furthered  their  careers  to 
the  best  of  his  ability. 

Dr.  Coleman  was  married  three  times.  In  1917  he  married  Julia  Langhorne  Cone 
and  to  them  were  born  four  children,  three  daughters  and  a son,  C.  C.  Coleman,  Jr., 
who  is  following  in  his  distinguished  father’s  footsteps.  His  first  wife  died  in  1927 
and  in  1931  he  married  Ruth  Threadcraft  Putney,  who  died  in  1945.  In  1948  he 
married  Constance  Gooding  Cardozo,  who  survives  him,  together  with  his  four  children, 
three  stepsons  and  seven  grandchildren. 

Ten  days  after  Dr.  Coleman’s  death,  in  the  same  month,  another  grandson  was  born 
who  was  appropriately  named  Claude  Coleman  Sloan,  thus  doubly  insuring  the  con- 
tinuation of  his  name. 

The  opinions  of  Dr.  Coleman’s  career  and  achievements  by  highly  observant  laymen 
including  Virginia’s  two  distinguished  United  States  Senators,  express  the  ep.tome  of 
his  accomplishments,  perhaps  better  than  this  could  be  done  by  his  medical  colleagues. 
At  the  time  of  Dr.  Coleman’s  death.  Senator  A.  Willis  Robertson,  a friend  of  Dr.  Cole- 
man’s since  early  manhood  when  they  were  both  practicing,  the  one  law,  the  other 
medicine,  in  Buena  Vista,  Virginia  (1908-9),  telegraphed  the  family  as  follows:  “Dr. 
Coleman’s  eminence  in  his  profession  was  due  primarily  to  two  factors,  first,  an 
unusual  and  extraordinary  capacity  for  friendship,  combined  with  the  excellent  and 
outstanding  quality  of  his  professional  work.”  Senator  Harry  F.  Byrd  on  the  occasion 
of  the  celebration  for  Dr.  Coleman  said  “ . . . he  is  the  personification  of  all  those 
qualities  which  make  our  nation  great.” 

J.  M.  Meredith 
I.  A.  Bigger 
F.  S.  Johns 
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SOCIETIES 


Wise  County  Medical  Society. 

In  spite  of  a stormy  night  and  it  being  the  height 
of  the  flu  epidemic,  twenty-two  doctors  enjoyed  a 
steak  dinner  and  a lecture  by  Dr.  John  Paul  Urban 
of  Norton  on  “Treatment  of  Diabetes,”  at  the  Feb- 
ruary' meeting.  The  picture  “Without  Fear”  was  also 
shown.  The  following  were  elected  officers  for  the 
ensuing  year:  President,  Dr.  B.  C.  Henson,  Roda; 
vice-presidents.  Dr.  R.  N.  Shelley  and  Dr.  Lewis 
Ingram,  both  of  Norton;  and  secretary-treasurer. 
Dr.  Thomas  J.  Tudor  of  Norton,  re-elected. 

The  matter  of  a Cancer  Detection  Clinic  w'as  dis- 
cussed and  it  w'as  decided  to  have  Dr.  George  Cooper 
of  Charlottesville  speak  to  the  Society  at  its  next 
meeting.  It  is  expected  that  a diagnostic  center 
will  be  organized  at  Norton.  Approval  of  a blood 
bank  at  Norton  was  also  given.  Applications  were 
presented  for  two  new  members  who  will  be  voted 
on  at  the  next  meeting  to  be  held  on  the  second 
Wednesday  in  April. 

Mid-Tidewater  Medical  Society. 

The  regular  quarterly  meeting  of  this  Society  was 
held  at  West  Point  on  January  27,  at  which  time 
Dr.  \\'illiam  H.  Hosfield  of  that  place  was  installed 
as  president.  Following  the  business  session,  papers 
were  presented  by  Dr.  Dean  B.  Cole  of  Richmond 
on  “Chest  Diseases  and  Changes  in  Treatment”,  and 
by  Drs.  Frank  Johns  and  D.  D.  Talley,  Jr.,  also  of 
Richmond,  on  “A  Case  Report  of  Intestinal  Obstruc- 
tion with  a Gallstone”. 

.\n  interesting  program  on  Public  Relations,  held 
with  the  West  Point  Kiwanis  Club  at  their  regular 


dinner  meeting,  featured  an  address  by  Dr.  Vincent 
Archer,  president-elect  of  The  Medical  Society 
of  Virginia.  Dr.  Archer  gave  a detailed  account  of 
the  efforts  being  made  by  organized  medicine  in  the 
best  interests  of  the  people  for  their  protection,  in- 
formation and  health. 

The  next  meeting  of  the  Society  is  to  be  held  on 
the  fourth  Tuesday  in  April  at  Urbanna. 

Rockingham  County  Medical  Society. 

The  officers  of  this  Society  for  1953  are;  Presi- 
dent, Dr.  E.  B.  Miller,  of  Elkton;  vice-president. 
Dr.  J.  C.  Harshbarger,  Harrisonburg;  and  secretary- 
treasurer,  Dr.  Clifford  T.  Riddel,  Jr.,  Bridgewater. 

The  Tri-County  Medical  Society 

Held  its  regular  monthly  meeting  at  Sunbury, 
N.  C.  on  January  27th.  After  a social  hour  and 
dinner.  Dr.  Archie  Eagles  of  Ahoskie,  N.  C.,  pre- 
sented a paper  on  “Cardiac  Emergencies”.  During 
the  business  session  the  following  officers  were  re- 
elected to  serve  for  the  coming  year : President,  Dr. 
T.  A.  Morgan,  Franklin;  Vice-president,  Dr.  W. 
Holmes  Chapman,  Jr.,  Suffolk;  Secretary-treasurer, 
Dr.  W.  N.  Eddy,  Suffolk. 

The  Lynchburg  Academy  of  Medicine 

Held  its  regular  monthly  meeting  at  a dinner  on 
February  9.  Dr.  Robert  Moss,  Professor  of  Obstet- 
rics and  Gynecology  at  the  University  of  North 
Carolina,  spoke  on  “Maternal  Morbidity  and  Mor- 
tality”. No  business  was  discussed  at  this  time. 
Dr.  C.  E.  Keefer  is  president  and  Dr.  Frank  N. 
Buck,  Jr.,  secretary. 


NEWS 


The  World  Medical  Association, 

In  conjunction  with  the  Pan  American  Medical 
Association,  will  hold  its  first  Western  Hemisphere 
Conference  at  Richmond,  Virginia,  April  23-24.  Dr. 
Louis  H.  Bauer,  Secretary- General  of  The  World 
Medical  Association,  writes  very  fully  of  this  meet- 
ing in  the  Guest  Editorial  in  this  issue  of  the 
Monthly.  We  feel  honored  in  having  the  meeting 
in  our  midst. 

Pictures  of  Past  Presidents  Wanted. 

Several  years  ago.  The  Medical  Society  of  Virginia 


collected  pictures  of  its  past  presidents  for  display  at 
its  100th  Anniversary  meeting.  The  Council  has  now 
authorized  the  office  to  frame  these  pictures  so  they 
may  be  preserved  for  the  future.  Some  of  the  pictures 
are  still  missing,  and  it  is  hoped  our  readers  may  be 
able  to  help  us  obtain  these.  Those  missing  are  listed 
below  with  the  year  they  served  as  president : 

1849 — Name  of  President  Unknown 

1855 — Dr.  H.  C.  Worsham,  Dinwiddie 

1857 — Dr.  James  Bolton,  Richmond 

1874 — Dr.  Alfred  G.  Tebault,  London  Bridge 

1883 — Dr.  William  D.  Cooper,  Morrisville 
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1885 — Dr.  Samuel  K.  Jackson,  Norfolk 
1889 — Dr.  Elhannon  W.  Row,  Orange 
1896 — Dr.  William  L.  Robinson,  Danville 
1898 — Dr.  Lewis  E.  Harvie,  Danville 

Perhaps  you  know  some  of  the  families  of  these 
doctors  who  may  have  pictures  of  them.  If  you  are 
able  to  obtain  a picture,  send  it  to  the  Society  at  1105 
West  Franklin  Street,  Richmond.  It  will  have  the 
best  of  care  and  will  be  returned  as  soon  as  a print  is 
made. 

The  Virginia  Diabetes  Association 

Will  hold  its  annual  scientific  meeting  in  Rich- 
mond, beginning  at  9 :00  a.m.  on  Wednesday,  May  6, 
at  the  Hotel  Jefferson,  on  the  day  preceding  the 
annual  scientific  assembly  of  the  Virginia  Academy 
of  General  Practice. 

Dr.  Collins  D.  Nofsinger  of  Roanoke,  President 
of  the  Association,  will  be  in  charge  of  the  program 
which,  arranged  by  Dr.  Thomas  S.  Edwards  of 
Charlottesville,  will  include  papers  on  the  following 
subjects: 

“The  Management  of  the  Obese  Diabetic” — Drs.  Frank 
A.  Wade  and  H.  St.  George  Tucker — Richmond 

“Clinical  Symptoms  Associated  With  Kimmelstiehl — 
Wilson’s  Syndrome” — Dr.  James  B.  Hutcheson,  III 
— Roanoke 

“Choosing  Insulin  For  The  Diabetic” — Dr.  Wm.  R. 
Jordan — Richmond 

“Common  Errors  In  Therapy” — Dr.  H.  B.  Mulholland, 
Vice-President,  American  Diabetes  Association — 
Charlottesville 

Panel  Discussion  on  “Therapy": 

Panel  Members:  Robert  C.  Crawford,  M.D.,  Roanoke 
William  R.  Jordan,  M.D.,  Richmond 
H.  B.  Mulholland,  M.D.,  Charlottes- 
ville 

George  S.  Grier,  III,  M.D.,  New- 
port News 

Virginia  Chapter,  American  College  of  Chest 

Physicians. 

Continuing  its  custom  begun  in  1952,  this  Society 
will  hold  its  annual  scientific  meeting  at  the  Jefferson 
Hotel,  Richmond,  at  1 :30  p.m..  May  6th,  these  two 
meetings  adding  interest  to  those  attending  the  meet- 
ings of  the  Virginia  Academy  of  General  Practice 
the  following  days. 

The  papers  to  be  presented  will  be : 

“The  Total  Approach  To  The  Diagnosis  of  Tubercu- 
losis”— Carl  W.  La  Fratta,  M.D.,  Richmond 

“The  Treatment  of  Chronic  Bronchitis” — W.  LeRoy 
Dunn,  M.D.,  Washington,  D.  C. 


“Primary  Cancer  of  the  Lung” — Frank  Philip  Coleman, 
M.D.,  Richmond 

Virginia  Academy  of  General  Practice. 

Plans  are  virtually  complete  for  the  third  annual 
Scientific  Assembly  of  the  Academy  at  Hotel  Jeffer- 
son in  Richmond  on  May  7,  immediately  following 
meetings  on  May  6th  of  the  Virginia  Diabetes  As- 
sociation and  the  Virginia  Chapter,  American  College 
of  Chest  Physicians.  Dr.  E.  E.  Haddock  of  Rich- 
mond will  preside. 

Business  and  committee  meetings,  during  lunch- 
eons, etc.,  will  occupy  portions  of  the  two-day  gather- 
ing of  the  VAGP,  which  will  begin  with  registration, 
from  8:00  to  9:00  a.m.,  on  Thursday  May  7. 

The  business  meeting,  with  election  of  officers, 
directors  and  delegates  to  the  Congress  of  Delegates 
of  the  American  Academy  of  General  Practice,  and 
annual  reports  from  officers  and  committee  chair- 
men, will  be  held  at  Luncheon,  from  1:00  to  3:00 
p.m.,  on  Thursday,  May  7.  The  day  will  be  con- 
cluded with  a Cocktail  Party  at  6:30  p.m.,  when  the 
Academy  members,  their  wives  and  guests  will  be 
guests  of  Van  Pelt  and  Brown,  Inc.  This  will  be 
followed  by  a Banquet  and  Dance  at  7 :30,  the  guest 
speaker  for  the  Banquet  being  Dr.  John  S.  De  Tar 
of  Milan,  Michigan,  of  the  American  Academy  of 
General  Practice.  A floor  show  and  dance  will 
follow. 

Between  50  and  60  pharmaceutical  and  surgical 
supply  houses  will  be  represented  with  exhibit  booths 
and  a cordial  invitation  is  extended  to  all  to  visit 
these.  A large  group  of  Richmond  members  are 
actively  working  toward  what  appears  will  be  the 
“biggest  and  best”  Assembly  yet  held  and  toward 
making  all  in  attendance  feel  “at  home”  and  have 
a good  time. 

The  complete  scientific  program  appears  on  page 
239  of  this  issue. 

To  Organize  A Clinic  Unit. 

Dr.  George  Zur  Williams,  professor  of  pathology 
and  director  of  the  tumor  clinic  at  the  Medical 
College  of  Virginia,  Richmond,  has  been  granted 
a one-year  leave  of  absence  to  organize  a clinical 
pathology  department  at  the  National  Institute  of 
Health  at  Bethesda,  Maryland.  He  will  leave  the 
first  of  July  to  establish  the  department  in  a recently 
completed  500-bed  clinical  center  at  Bethesda  but 
he  expects  to  make  frequent  trips  to  Richmond  to 
continue  his  cancer  research  work  here. 
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Scientific  Exhibits  for  Roanoke  Meeting. 

The  Scientific  Exhibit  Committee  of  The  Medical 
Society  of  Virginia  is  now  receiving  applications  for 
space  at  the  annual  meeting  in  Roanoke,  October 
18-21.  The  scientific  exhibits  have,  in  the  past, 
formed  a most  significant  part  of  the  Society’s  scien- 
tific sessions,  and  the  committee  is  particularly  in- 
terested in  exhibits  of  a scientific  or  teaching  nature 
that  would  appeal  to  the  general  practitioner.  All 
members  having  material  of  interest  should  apply  for 
space  and  it  is  hoped  they  may  ask  for  a minimum 
space  that  could  serve  their  purpose. 

Applications  should  be  made  on  forms  furnished  by 
the  Society.  Write  Dr.  Allen  Barker,  603  Medical 
Arts  Building,  Roanoke,  Virginia,  for  these  and 
return  them  to  him  when  completed.  Applications 
must  be  in  by  July  1st. 

Dr.  William  Cralle  Brann, 

South  Boston,  an  alumnus  of  the  class  of  ’27, 
University  of  Virginia,  has  been  appointed  marshal 
of  Acca  Temple  Shrine  for  1953.  Dr.  Brann  rece.ved 
his  Scottish  Rite  degree  in  November  1945. 

Tumor  Clinics  in  Virginia. 

With  the  hope  that  it  might  be  helpful  for  the 
doctors  of  the  State,  we  publish  a list  of  the  Tumor 
Clinics  of  the  State,  brought  up  to  date,  with  the 
addresses,  names  of  Directors  and  times  of  meetings. 

Tumor  Clinics 

Alexandria; 

McCluer  Tumor  Clinic — Dr.  Alvin  C.  Wyman,  Di- 
rector, Community  Health  Center,  218  South  Columbus 
Street,  Alexandria,  Virginia 
New  Cases — Friday,  9:00  A.M. 

Old  Cases — Friday,  11:00  A.M. 

Bristol  : 

Bristol  Memorial  Hospital,  Tumor  Clinic — Dr.  George 
McCall,  Director,  Bristol,  Tennessee 
Friday,  2:00  P.M. 

Charlottesville; 

Mclntire  Tumor  Clinic — Dr.  Vincent  Hollander,  Di- 
rector, University  of  Virginia  Hospital,  Charlottesville, 
Virginia 

New  Cases — Wednesday,  10:00  A.M. 

Old  Cases — Thursday,  2:00  P.M. 

New  gyn.  cases — Tuesday,  10:00  A.M. 

Old  gyn.  cases — Wednesday,  2:00  P.M. 

Clifton  Forge: 

Chesapeake  and  Ohio  Tumor  Clinic — Dr.  J.  M.  Em- 
mett, Director,  Chesapeake  and  Ohio  Hospital,  Clifton 
Forge,  Virginia 
Thursday,  1 ;30  P.M. 


Danville  : 

Memorial  Hospital  Tumor  Clinic — Dr.  J.  W.  Hooker, 
Director,  Memorial  Hospital,  Danville,  Virginia 
Thursday,  10:30  A.M. 

Eastern  Shore: 

Eastern  Shore  Tumor  Clinic — Dr.  John  R.  Mapp, 
Director,  Northampton-Accomack  Memorial  Hospital, 
Nassawadox,  Virginia 

2nd  and  4th  Wednesdays — 12:30  P.M. 

Lynchburg: 

Lynchburg  Tumor  Clinic — Dr.  Joseph  Houck,  Direc- 
tor, Dr.  John  Devine,  Jr.,  Director,  509  Allied  Arts 
Building,  Lynchburg,  Virginia. 

Tuesday,  2:00  P.M.,  Lynchburg  General  Hospital 

Norfolk: 

Diagnostic  Tumor  Clinic — Dr.  W.  B.  Wiley,  Director, 
221  West  Bute  Street,  Norfolk,  Virginia 
Wednesday,  2:00  P.M. 

Tuesday,  1:30  P.M. — Gyn.  patients 

Richlands: 

Try-County  Tumor  Clinic — Dr.  George  Vermilya, 
Director,  Clinch  Valley  Hospital,  Richlands,  Virginia 
New  Cases — Thursday,  10:00  A.M. 

Old  Cases — Thursday,  2:00  P.M. 

Roanoke: 

Jefferson  Hospital  Tumor  Clinic — Dr.  Alfred  P.  Jones, 
Director,  1301  - 1321  Franklin  Road,  Roanoke,  Virginia 
Monday  through  Friday  9:00  A.M.  to  3:00  P.M. 

Memorial  and  Crippled  Children’s  Hospital  Tumor 
Clinic — Dr.  H.  Rowland  Pearsall,  Director 
Tuesdays — 1:00  P.M. 

Richmond; 

Medical  College  of  Virginia  Tumor  Clinic — Dr. 
Arthur  B.  Gathright,  Jr.,  Director,  1200  East  Broad 
Street,  Richmond  19,  Virginia 
Tuesday — General,  8:30  A.M. 

Wednesday — Gyn.,  8:30  A.M. 

Thursday — Head  and  Neck,  8:30  A.M. 

Friday — G.  U.,  12:00  Noon 

Suffolk: 

Louise  Obici  Memorial  Hospital  Tumor  Clinic — Dr. 
Lawrence  J.  Stetson,  Director 

2nd  and  4th  Tuesdays — 4:00  P.  M. 

Virginia  Host  to  National  Conference  on 
Rural  Health. 

More  than  600  representatives  of  medical,  agricul- 
tural, university  extension  services  and  other  groups 
attended  the  Eighth  National  Conference  on  Rural 
Health  in  Roanoke,  February  27-28.  This  was  the 
largest  attendance  in  the  history  of  the  Conference. 
Forty-two  states  and  the  District  of  Columbia  were 
represented. 

The  two  day  program  was  woven  about  the  theme 
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“Widening  the  Highways  to  Health”,  and  featured 
many  of  the  outstanding  speakers  in  the  rural  health 
field. 

Dr.  Louis  H.  Bauer,  President  of  the  American 
Medical  Association,  emphasized  the  necessity  of 
each  community  making  a concerted  effort  to  bring 
the  highest  standards  of  medical  care  to  their  area. 
“No  one  organization  can  do  the  job  by  itself”,  said 
Dr.  Bauer.  “It  requires  a community  effort.” 

“One  of  the  difficulties  in  the  past  has  been  the 
developing  of  some  means  to  attract  physicians  to 
those  regions  lacking  them.  A physician  w’ho  has 
spent  8 to  13  years  of  his  life  in  being  trained  to 
practice  modern  medicine  is  not  willing  to  settle 
in  an  area  where  there  are  no  facilities  for  practicing 
such  a type  of  medicine.  Increasing  the  number  of 
physicians  will  not  do  it,  as  they  would  still  tend  to 
congregate  in  cities. 

“In  some  states,  the  problem  has  been  solved  by 
the  community  providing  medical  facilities  and  then 
permitting  the  physician  to  rent  those  facilities  or 
to  buy  them  through  gradual  amortization.  Where 
this  has  been  done,  physicians  have  been  obtained.” 

He  also  pointed  out  that  in  these  days  of  good 
roads  and  automobiles  a physician  can  cover  a wider 
territory  than  before,  and  is  able  to  take  care  of 
more  people. 

“Every  community  does  not  need  a hospital  so 
long  as  one  is  available  within  a reasonable  distance 
and  good  roads  lead  to  it”,  he  added. 

Virginians  appearing  on  the  program  were  Dr. 
James  L.  Hamner,  President  of  The  Medical  So- 
ciety of  Virginia,  Dr.  Paul  D.  Sanders,  Editor  of  the 
Southern  Planter,  Earl  J.  Shiflet,  State  Deputy  of 
the  Virginia  Grange,  and  Miss  Janet  L.  Cameron, 
nutrition  specialist  of  V.P.I.  Agricultural  Extension 
Service. 

News  from  the  State  Health  Department. 

Dr.  Paul  J.  Christenson  resigned  as  Health  Of- 
ficer of  Alleghany-Bath-Highland  Health  District 
on  March  15,  1953. 

Dr.  Walter  Johnson  retired  as  Health  Officer  of 
Fauquier-Prince  William-Rappahannock  Health 
District  on  April  1,  1953.  He  was  replaced  by  Dr. 
L.  T.  Giles. 

American  Psychiatric  Association. 

The  annual  meeting  of  this  association  is  to  be 
in  Los  Angeles,  California,  May  4-9,  under  the  presi- 
dency of  Dr.  D.  Ewen  Cameron,  of  Montreal  Can- 
ada. Dr.  R.  Finley  Gayle  of  Richmond,  Virginia, 


is  secretary.  The  association  has  a membership  of 
7,200  persons  in  the  United  States  and  Canada  and 
it  is  expected  fhere  will  be  an  attendance  of  3,500 
W'ith  their  wives  at  this  meeting. 

Surgeons’  Hall  of  Fame  Planned  by  Inter- 
national College  of  Surgeons. 

Upon  the  suggestion  of  Dr.  Max  Thorek  of  Chi- 
cago, founder  and  secretary-general  of  the  Interna- 
tion College  of  Surgeons,  the  Board  of  Trustees  of 
the  College  voted  to  accept  his  suggestion  and  pro- 
ceed with  the  plan  of  having  a Surgeons’  Hall  of 
Fame  in  their  new  building  which  has  been  pur- 
chased next  door  to  their  present  offices  on  Lake 
Shore  Drive  in  Chicago.  It  is  planned  to  have 
individual  niches  in  this  building  for  busts  of  the 
great  surgeons  to  be  commemorated,  together  with 
special  lighting  and  bronze  plaques  detailing  their 
contributions  to  human  welfare.  Those  honored  will 
be  chosen  by  vote  of  an  electoral  college,  with  rep- 
resentatives from  every  part  of  the  world.  Dr. 
Rudolph  Nissen  of  the  University  of  Basel,  Switzer- 
land is  chairman  of  the  Board  of  Trustees  of  the 
College,  and  Dr.  Morris  Fishbein  of  Chicago  is  co- 
chairman. 

The  American  College  of  Allergists. 

The  annual  conclave  of  the  College  will  be  held 
this  year  at  the  Conrad  Hilton  Hotel  in  Chicago 
April  24  to  April  29. 

The  first  four  days  will  be  devoted  to  instruction 
under  the  tutelage  of  recognized  authorities  and  the 
last  three  to  a discussion  and  reporting  of  recent 
advances  in  the  field  of  allergy  by  the  investigators 
themselves.  For  detailed  information  write  The 
American  College  of  Allergists,  La  Salle  Medical 
Building,  Minneapolis  2,  Minnesota. 

Dr.  Galen  G.  Craun 

Has  been  elected  new  president  of  the  Harrisonburg 
(Va.)  Rotary  Club  and  will  take  office  July  1. 

A Conference  on  Diabetes  and  Its  Compli- 
cations 

Is  to  be  held  on  Friday,  April  the  17th  in  the 
Medical  School  Auditorium  (basement  of  Medical 
School)  at  the  University  of  Virginia,  Charlottes- 
ville. Physicians  who  have  not  registered  should  do 
so  promptly,  addressing  the  office  of  the  Dean,  School 
of  Medicine  at  the  University. 

The  program  starts  at  9 :00  a.m.  and  lasts  until  late 
afternoon,  with  morning  and  afternoon  intermissions- 
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in  addition  to  time  for  lunch.  The  first  feature  will 
be  an  Introduction  and  Welcome  by  Thomas  H. 
Hunter,  M.D.,  new  Dean  of  the  School  of  Medicine, 
after  which  talks  will  be  given  on 

Some  Fundamental  Principles  of  Carbohydrate  Metab- 
olism— D.  R.  H.  Gourley,  Ph.  D. 

Office  Management  of  Diabetes  Mellitus — H.  B.  Mul- 
holland,  M.D. 

The  Clinical  Use  of  Insulin — Arthur  H.  Colwell,  M.D., 
Chicago 

Treatment  of  Diabetic  Acidosis — K.  R.  Crispell,  M.D. 

Renal,  Retinal  and  Neural  Complications  of  Diabetes — 
T.  S.  Edwards,  M.D. 

The  Action  of  Insulin — Charles  H.  Best,  M.D.,  Toronto 

Diabetes  and  Pregnancy — Wm.  N.  Thornton,  Jr.,  M.D. 

Diabetes  and  Arteriosclerosis — William  Parson,  M.D. 

Surgical  Complications  of  Diabetes  Mellitus — W.  R. 
Sandusky,  M.D. 

These  talks  will  be  followed  by  a Question  and 
Answer  Panel  with  Dr.  Mulholland  as  Moderator. 

American  Board  of  Obstetrics  and  Gyne- 
cology. 

I'he  next  scheduled  examinations.  Part  II  (oral 
and  pathological),  for  all  candidates  will  be  held 
at  The  Edgewater  Beach  Hotel,  Chicago,  by  the  entire 
Board  from  May  17  through  iMay  24,  1953.  Formal 
notice  of  the  exact  time  of  each  candidate’s  examina- 
tion will  be  sent  him  several  weeks  in  advance  of 
the  examinations. 

Applications  for  Certificat’on  for  the  1954  (Part 
I)  examinations  are  now  being  accepted,  and  candi- 
dates are  urged  to  make  such  application  sometime  in 
.August  or  September.  This  would  be  of  great  help 
in  expediting  processing  of  these  applications. 

Requests  for  Applications  for  Appraisal  of  In- 
complete Training  Applications  for  Certification, 
current  Board  Bulletins,  and  Preceptorship  or  Sup- 
plemental Training  Forms  should  be  made  to:  Rob- 
ert L.  Faulkner,  M.D.,  Secretary,  American  Board 
of  Obstetrics  and  Gynecology,  2105  Adelbert  Road, 
Cleveland  6,  Ohio. 

The  Eastern  States  Health  Education  Con- 
ference 

Of  the  New  York  Academy  of  Medicine  will  be 
held  on  Thursday  and  Friday,  April  23rd  and  24th, 
1953.  The  program  will  include  four  sessions  and 
an  evening  dinner  meeting  on  Thursday  evening. 

The  subject  of  this  year’s  Conference  will  be  The 
Sociology  of  Health  Education. 

In  this  program  the  sociologist,  the  anthropologist, 
and  the  social  psychologist  will  analyze  from  the 


vantage  point  of  their  respective  disciplines  the 
functions  of  health  education,  with  special  emphasis 
on  the  problems  of  Communication. 

Participation  in  the  Conference  is  limited.  Those 
interested  in  the  Conference  should  address  them- 
selves to  Dr.  lago  Galdston,  The  New  York  Academy 
of  Medicine,  2 East  103  Street,  New  York  29,  N.  Y. 

Over  the  Top  for  Hospital  Expansion. 

Employees  of  Eli  Lilly  and  Company  went  over 
the  top  in  their  recent  campaign  for  contributions  to 
the  hospital-expansion  fund  in  Indianapolis.  The 
Lilly  employee  pledges,  averaging  $40.50  per  person, 
will  provide  forty-eight  critically  needed  new  hos- 
pital rooms  in  Indianapolis. 

The  first  project  to  be  financed  by  the  fund  will 
be  a new  300-bed  east-side  Community  Hospital  at 
an  estimated  cost  of  $4,800,000.  Other  projects 
planned  include  a new  100-bed  Norways  Foundation 
Hospital;  added  facilities  for  104  beds  at  St.  Francis 
Hospital;  and  addition  of  224  beds  and  added  nurses’ 
residence  facilities  at  Methodist  Hospital. 

Parke,  Davis  and  Company  Awarded  Cer- 
tificate 

The  American  Institute  of  Management,  which 
makes  a continuing  study  of  over  3,000  companies 
in  all  industries,  has  awarded  a “certificate  of  man- 
agement excellence  for  the  year  1952”  to  Parke,  Davis 
& Company. 

The  institute  head  said  “This  signifies  that  your 
company  has  achieved  a degree  of  management  ex- 
cellence that  is  worthy  of  emulation  by  all  companies 
concerned  with  the  improvement  of  management 
operations  throughout  the  country.” 

The  Southeastern  Allergy  Association 

Will  hold  its  next  meeting  at  the  Andrew  Jackson 
Hotel,  Nashville,  Tennessee,  May  15  and  16,  under 
the  presidency  of  Dr.  Clarence  S.  Thomas  of  that 
city. 

For  further  information,  write  the  secretary.  Dr. 
Katharine  B.  Macinnis,  1515  Bull  Street,  Columbia, 
South  Carolina. 

The  First  World  Congress  on  Fertility  and 

Sterility, 

Sponsored  by  The  International  Fertility  Associa- 
tion in  conjunction  with  The  American  Society  for 
the  Study  of  Sterility,  will  be  held  in  New  York 
City,  May  25-31,  at  the  Henry  Hudson  Hotel,  im- 
mediately preceding  the  A.M.A.  meeting.  Owing 
to  the  fact  that  there  will  be  seat  limitations,  it  is 
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strongly  urged  that  advance  registration  be  made 
to  insure  reservations.  Address  Chairman,  Arrange- 
ments Committee,  World  Congress  on  Fertility  and 
Sterility,  1160  Fifth  Avenue,  New  York  29,  N.  Y. 

Rocky  Mountain  Cancer  Conference. 

Knowing  that  many  doctors  from  all  parts  of  the 
country  planning  July  vacations  like  to  include  a 
few  days  in  Colorado  and  arrange  dates  so  as  to 
include  some  medical  meeting,  Mr.  Harvey  Sethman, 
Executive  Secretary  of  the  Colorado  State  Medical 
Society,  calls  attention  to  the  fact  that  the  Seventh 
Annual  Rocky  ^Mountain  Cancer  Conference  will  be 
held  in  Denver  on  July  8 and  9.  As  in  previous 
years  there  will  be  eight  outstanding  guest  speakers, 
and  on  the  first  evening  a banquet  and  entertain- 
ment for  both  the  doctors  and  their  ladies.  There  is 
no  registration  fee  for  this  Conference  and  a warm 
welcome  will  aw'ait  any  of  our  members. 

Dr.  McCormick’s  Inaugural  to  Be  Broadcast 

Nationwide. 

The  presidential  inaugural  address  of  Dr.  Ed- 
ward J.  McCormick  will  be  broadcast  nationwide 
on  Tuesday  evening,  June  2.  The  program  will 
originate  from  the  Commodore  Hotel,  New  York, 
during  the  AM.\’s  102nd  annual  meeting.  Imme- 
diately following  the  ceremony,  a reception  honoring 
the  new  president  will  be  held  in  an  adjoining  ball- 
room. 

Schering  Award  for  Medical  Students. 

The  Schering  .-^ward  competition  for  1953,  in 
the  nation’s  medical  schools,  seeks  to  encourage 
original  reporting,  in  the  hope  that  the  students  will 
later  contribute  substantially  to  the  development  and 
communication  of  knowledge  throughout  the  medical 
profession.  Three  $500  prizes  will  be  awarded  for 
the  papers  judged  most  distinctive  by  a panel  of 
leading  medical  authorities  on  the  subjects  covered. 
Other  awards  will  be  arranged  for  meritorious  papers 


where  several  apply  from  same  school. 

Titles  of  the  three  general  topics  are:  antihis- 
taminic  treatment  of  upper  respirator^’  allergies  and 
infections;  hormone  therapy  of  the  degenerative  dis- 
eases; and  new  concepts  in  the  treatment  of  peptic 
ulcer. 

The  deadline  for  entry  forms  specifying  the  title 
chosen  by  the  student  is  July  1.  The  actual  manu- 
script must  be  postmarked  by  October  1. 

All  students  duly  matriculated  in  medical  schools 
in  the  United  States  and  Canada,  including  those  who 
have  participated  in  previous  competitions,  are  eli- 
gible. ^lanuscripts  are  limited  to  5000  words. 

Information  and  instructions  for  the  competition 
in  1953  are  available  from  Schering  Corporation, 
2 Broad  Street,  Bloomfield,  New  Jersey. 

The  Virginia  Society  of  Anesthesiologists. 

At  its  annual  meeting  held  in  Richmond,  March 
7,  1953,  the  following  officers  were  elected:  Presi- 
dent, Dr.  Harold  F.  Chase,  Charlottesville;  Vice- 
president,  Dr.  W.  E.  Pembleton,  Richmond;  and 
Secretary-Treasurer,  Dr.  John  L.  Rosenthal,  Nor- 
folk. 

For  Sale  to  Settle  an  Estate. 

Mobile  X-Ray  Department.  Sacrificed  at  $1,500.00 
1 — G.E.  Model  D X-Ray  Unit  like  new;  1 — 14x17 
Cassette  good  par  speed  screens;  1 — 8x10  Cassette 
good  par  speed  screens;  1 — Portable  Buck;  1 — Flu- 
orescent Illuminator;  1 — Kodak  safe  light;  1 — 3-gal. 
three  compartment  Developing  tank,  and  interval 
timer. 

Also  1 — Scanlan-Morris  Battery’  Sterilizer  con- 
sisting of:  Autoclave  12x24;  Water  Sterilizers  (Hot 
and  cold)  5 -gal.  capacity;  Instrument  & Utensil 
Sterilizer  20x24;  Electrically  operated  on  230  v. 
Power.  Good  condition — approximately  twelve  to 
fifteen  years  old.  $500.00.  Write  Mrs.  R.  C.  Fravel, 
Woodstock,  Va. 


OBITUARIES 


Dr.  Robert  W.  Holley 

Of  Appalachia,  died  February  11,  of  a cerebral 
hemorrhage,  after  an  illness  of  some  time.  He  was 
born  on  June  14,  1877  in  Washington  County,  Vir- 
ginia, and  graduated  in  medicine  from  the  Medical 
College  of  Virginia  in  the  class  of  ’99.  He  was  a 


member  and  past  president  of  the  Wise  County 
Medical  Society,  and  a member  of  his  State  and  the 
American  Medical  Associations,  as  well  as  several 
fraternal  and  civic  organizations.  In  1949  he  W’as 
made  a Life  member  of  The  Medical  Society  of  Vir- 
ginia. His  wife  and  two  daughters  survive  him. 
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Dr.  Joshua  Warren  White, 

A leading  physician  of  Norfolk,  died  March  4 in 
Palm  Beach,  Florida,  where  he  was  spending  a va- 
cation. A native  of  Charlotte  County,  he  was  77 
years  of  age  and  graduated  from  the  Medical  College 
of  Virginia  in  1901.  He  interned  at  St.  Vincent’s 
Hospital,  Norfolk,  after  which  he  located  in  that 
city  and  had  always  taken  a prominent  part  in  the 
activities  of  that  city.  During  World  War  I he  served 
in  the  .-^rmy  Medical  Corps  and  was  chief  of  the 
ophthalmological  department  at  a hospital  in  France. 
He  was  a past  president  of  the  Norfolk  County 
Medical  Society  and  was  a member  of  The  Medical 
Society  of  Virginia,  of  which  he  was  made  a Life 
member  in  1951.  He  was  on  the  ophthalmological 
and  otolaryngological  services  of  all  the  Norfolk 
hospitals.  His  wife  and  a son  survive  him. 

Dr.  Forrest  McLean  Bennett, 

A practicing  physician  in  Richmond  for  the  past 
36  years,  died  February  14.  native  of  North 
Carolina,  he  was  sixty-five  years  of  age  and  a grad- 
uate of  the  Medical  College  of  Virginia  in  1914. 
After  an  internship  at  St.  Elizabeth’s  Hospital,  he 
located  in  this  city.  He  was  a member  of  his  local 
and  State  medical  societies  and  of  the  American  IMed- 
ical  .dissociation.  He  was  a Mason  and  a Chriner. 
His  wife  and  a son  survive  him. 

Dr.  William  Wingfield  Wilkinson, 

Widely  known  physician  of  LaCrosse,  died  Feb- 
ruary 23,  at  nearly  75  years  of  age.  He  was  a 
graduate  of  the  former  L’niversity  College  of  Med- 
icine, Richmond  in  1901,  and  had  practiced  in  Bruns- 
wick and  adjoining  counties  ever  since.  He  was  on 
the  Board  of  Visitors  of  the  Medical  College  of 
Virginia  for  a number  of  years,  and  had  taken  an 
active  part  in  the  civic  and  religious  work  of  his 
community.  He  was  also  a Mason.  He  is  survived 
by  his  wife  and  two  children. 


Resolutions  Concerning  Death  of  Dr,  J.  G. 
Davis. 

The  Roanoke  Academy  of  Medicine  adopted  the 
following  resolutions  on  death  of  Dr.  J.  G.  Davis  of 
that  city : 

Dr.  J.  G.  Davis,  Roanoke’s  oldest  practicing  physician, 
died  Saturday  night,  January  31,  1953.  He  was  89  years 
of  age. 

Often  called  Roanoke’s  last  horse  and  buggy  doctor.  Dr. 
Davis  had  practiced  in  Roanoke  sirce  1905.  He  was 
always  very  active  and  had  been  making  calls  until  he 
became  sick  about  two  days  ago.  Dr.  Davis  devoted  most 
of  his  time  to  his  practice  and  his  only  two  affiliations 
were  the  Knights  of  Pythias  and  the  Episcopal  Church. 

Dr.  Davis  was  graduated  from  the  Medical  College 
of  Virginia  in  1885  and  was  a member  of  the  first  class 
to  take  the  Virginia  State  medical  examinations.  He 
practiced  medicine  in  West  Point  and  Boones  Mill  and 
in  Montgomery  County  before  coming  to  Roanoke. 

When  he  first  came  here,  he  made  calls  with  a horse 
and  buggy.  About  1909  he  bought  a Model-T  Ford  in 
which  he  made  his  calls  at  any  time  of  night  or  day.  He 
had  five  sons,  a grandson,  granddaughter  and  brother 
who  also  were  graduated  from  the  Medical  College  of 
Virginia,  making  nine  members  of  the  Davis  family  who 
were  graduated  from  the  medical  school. 

Surviving  are;  four  sons,  Dr.  Paul  Davis,  Dr.  Fred 
Davis,  Dr.  Algie  Davis  and  Dr.  Hal  Davis,  Roanoke;  a 
daughter,  Mrs.  R.  E.  Paine,  also  of  Roanoke;  17  grand- 
children and  16  great  grandchildren. 

Whereas,  the  medical  profession  and  our  entire  com- 
munity has  sustained  a great  loss  in  the  death  of  our 
esteemed  colleague.  Dr.  J.  G.  Davis,  be  it 

Resolved;  that  we,  the  members  of  the  Roanoke  Acade- 
my of  Medicine  extend  to  his  family  our  deepest  sympathy. 

Be  it  further  Resolved;  that  these  resolutions  be  em- 
bodied in  the  minutes  of  the  Roanoke  Academy  of  Medi- 
cine and  copies  sent  to  his  family  and  to  The  Medical  So- 
ciety of  Virginia. 

B.  P.  Seward 

George  B.  Lawson 

K.  D.  Graves,  Chairman 


R.egitine'* 

( phenlolamine  methanesulfo* 
nate  Ciba),  preferred  in  the 
diagnosis  of  pheochromocyto- 
ina,  the  cause  of  the  most  com- 
mon form  of  hypertension  of 
knotvn  etiology.  The  injection 
of  this  adrenergic  blocking 
agent  affords  an  accurate  test 
that  is  relatively  safe,  and  can 
be  simply  performed  by  any 
physician,  unassisted,  in  his 
office. 
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Esomid* 

chloride  (hexamethonium 
chloride  Ciba),  a potent 
oral  hypotensive  agent, 
may  be  particularly  valu- 
able in  those  patients  with 
severe  hypertension  which 
has  failed  to  respond  to 
Apresoline.  Esomid  acts  as 
a ganglionic  blocker,  in- 
hibiting the  transmission 
of  impulses  through  all 
autonomic  ganglia. 


hypertension 


Complete  information 

can  be  obtained  by  writing  to 

the  Medical  Service  Division, 

Ciba  Pharmaceutical  Products,  Inc,, 
Summit,  New  Jersey. 


Apresoline® 

hydrochloride  (hydralazine  hydrochlo- 
ride Ciba), an  agent  of  choice  (for  use)  in 
the  treatment  of  hypertension.  This  orally 
effective  antihypertensive  is  believed  to 
act  centrally  to  produce  a gradual,  sus- 
tained decrease  in  blood  pressure  while 
increasing  blood  flow  through  the  kidneys. 
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The  uncomplicated  nutritional 
progress*  of  infants  fed  Lactum® 
speaks  for  its  sound  rationale.  Lactum 
is  Mead’s  liquid  formula  made  from 
whole  milk  and  Dextri'Maltose.® 

It  provides  generous  milk  protein  for 
sturdy  growth  and  sound  tissue 
structure,  with  sufficient  calories  to 
spare  protein  and  meet  the  infant’s 
energy  needs. 

Lactum  is  convenient  and  easy  to 
prepare — simply  mix  equal  parts  of 
Lactum  and  water  for  a formula 
supplying  20  calories  per  fluid  ounce. 
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1.  Frost,  L.  H.,  andjackson,  R.  L.: 
J.  Pediat.  39:  585-592,  1951. 
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GUEST  EDITORIAL 


Recent  Advances  in  Cardiac  Surgery 

Not  since  the  Oklahoma  Land  Rush  has  an  area  been  opened,  explored,  and  settled 
with  the  speed  that  has  characterized  the  development  of  cardiac — particularly 
miracardiac — surgery.  The  distinction  is  a practical  one.  Operations  related  to  the 
pericardium  and  the  great  vessels  can  be  carried  out  under  direct  vision.  Many  times 
they  are  curative  in  the  sense  that  surgical  correction  of  inguinal  hernia  is  curative, 
and  it  is  usually  easy  to  appraise  their  value.  On  the  other  hand,  with  few  exceptions, 
intracardiac  procedures  have  been  “blind”.  Though  deliberate  and  accurate  so  far 
as  the  sense  of  touch  permits,  rarely  are  they  curative  in  the  sense  that  the  division 
of  a patent  ductus  is  curative.  They  do  not  aim  to  cure  but  to  improve.  Objective 
measurement  of  this  improvement  is  a major  problem  for  in  no  other  branch  of  surgery 
do  subjective  factors  play  a greater  part,  and  in  no  other  group  of  patients  is  there  a 
greater  emotional  charge. 

The  recent  literature  which  deals  with  cardiac  surgery  contains  an  impressive  list 
of  technical  advances.  It  also  provides  new  and  revised  concepts  of  pathology  and 
physiology  based  on  observations  in  the  living.  It  reveals,  however,  a surprising  de- 
ficiency of  clinical  and  laboratory  follow-up.  In  part  this  deficiency  can  be  justified 
on  the  ground  that  progress  is  not  served  by  caution  that  condemns  all  conclusions  to 
a decent  waiting  period  of  five  years.  On  the  other  hand  there  is  real  need  for  critical 
evaluation  as  we  progress. 

One  of  the  best  ways  to  supply  this  need  is  accurate  clinical  appraisal  of  an  individual 
patient’s  problem  in  terms  of  the  natural  history  of  a disease.  To  do  this  requires  time, 
patience,  and  experience,  in  medical  management.  It  is  essential  to  recognize  both  the 
limitations  of  “conservative”  measures,  and  also  the  situation  where  operation  represents 
a poor  substitute  or  short-cut  for  careful  management.  Survival  figures  are  useful, 
but  only  if  adequate  “controls”  are  available.  The  fact  that  a patient  refuses  surgery 
does  not  necessarily  make  him  a control,  and  even  in  this  enlightened  age  it  may  be 
permissible  for  a patient  to  die  without  benefit  of  surgery. 

Statements  of  improvement  are  notably  hard  to  assess.  If  they  are  based  upon  in- 
crease in  work  tolerance,  decrease  in  objective  signs  and  the  need  for  medications  or 
dietary  restrictions,  they  may  mean  a great  deal.  Insofar  as  such  statements  are  ob- 
jective they  are  among  the  best  measurements  we  have,  particularly  if  they  reflect  no 
real  change  in  quality  and  enthusiasm  of  medical  management.  Certain  readily  avail- 
able laboratory  studies  such  as  measurement  of  heart  size  or  peripheral  cyanosis  are 
also  reliable  indices.  Most  useful  of  all  laboratory  data  is  that  obtained  by  cardiac 
catheterization,  especially  if  observations  are  made  in  the  same  laboratory  under  com- 
parable conditions  before  and  after  a given  procedure.  This  is  a method  of  study 
which  is  extremely  valuable  in  clinical  investigation  but  we  are  only  beginning  to 
learn  its  clinical  significance.  For  example,  in  pulmonary  stenosis  we  can  measure 
the  degree  of  right  ventricular  hypertension  that  exists,  but  cannot  say,  except  ar- 
bitrarily, what  a critical  level  may  be.  To  do  this  will  require  many  observations  over 
a long  period  of  time.  Mitral  regurgitation  is  another  example.  This  is  a difficult 
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lesion  to  study,  complicated,  as  it  usually  is,  by  some  measure  of  stenosis. 

It  is  unreasonable  to  insist  that  all  patients  undergoing  cardiac  surgery  be  studied 
exhaustively  in  the  laboratory.  However,  it  is  reasonable  to  require  that  any  new 
procedure  be  subjected  to  careful  clinical  and  laboratory  control  and  that  we  do  not 
confuse  crusade  with  progress. 

J.  Gordon  Scannell,  M.D. 

Dr.  Scannell  is  an  Assistant  Surgeon  at  Massachusetts  General  Hospital,  and  Instructor  in 
Surgery  at  Harvard  Medical  School. 


Floral  Eponym 

Lobelia 

Lobel,  Matthia  de,  (1538-1616) 

Matthias  de  Lobel,  a famous  botanist  and  physician,  was  born  at  Lille  and  took  his 
doctor’s  degree  at  Montpellier  in  1568.  He  practiced  at  Antwerp  and  Delft  where  he 
was  the  physician  to  William  of  Orange.  Later  he  entered  the  service  of  James  I of 
England  as  botanist  and  physician.  He  was  the  first  to  attempt  to  classify  plants  by 
structure.  He  died  at  Highgate  March  2,  1616. 

much  used  in  the  garden  for  edging  plants,  l^.inflata  is  the  source  of  several  alkaloids. 
Lobelia  is  a large  genus  of  showy-flowered  annual  or  perennial  herbs.  They  are 
including  lobeline,  which  have  emetic,  respiratory,  and  vasomotor  action. 
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USES  OF  PROCAINE  FOR  PURPOSES  OTHER  THAN 
THE  PRODUCTION  OF  LOCAL  ANESTHESIA 


J.  H.  Weatherby,  Ph.D. 

Department  of  Pharmacology,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Seldom  if  ever  in  the  history  of  pharmacology  and 
therapeutics  has  a single  chemical  or  drug  been  found 
to  possess  as  many  diverse  uses  as  have  been  dis- 
covered for  procaine.  While  it  has  found  wide  ap- 
plication as  a local  anesthetic  since  its  introduction 
by  Einhom  in  1905,  its  uses  for  purposes  other  than 
the  production  of  local  anesthesia  in  the  conventional 
manner  have  been  discovered  for  the  most  part  during 
the  past  decade.  On  first  thought  one  might  be 
inclined  to  suggest  morphine  or  one  or  another  of 
the  antibiotics — perhaps  penicillin  or  aureomycin — 
as  drugs  also  possessing  extraordinarily  wide  appli- 
cation. Unquestionably  this  is  true  of  these  latter 
drugs,  but  never-the-less  it  appears  likely  that  pro- 
caine deserves  a place  alone,  at  least  for  the  present. 
^Morphine  is  used  under  many  diverse  conditions,  but 
the.se  condition^  usually  are  characterized  by  a single 
sATnptom  or  related  symptoms  (pain  and  its  asso- 
ciates) which  call  for  its  use.  Similarly,  the  an- 
tibiotics are  used  for  a single  purpose,  the  control 
of  infections  by  microorganisms,  though  it  is  ad- 
mitted that  the  symptoms  and  diseases  which  may  be 
so  controlled  often  present  quite  varied  pictures.  Prob- 
ably s«ne  of  the  systemic  applications  of  procaine 
depend  for  their  usefulness  on  its  action  as  a local 
anesthetic,  while  others  appear  to  be  associated  with 
its  antihistaminic  properties,  and  perhaps  still  others 
on  properties  not  yet  fully  understood.  Whatever 
may  be  the  underlying  explanations  undoubtedly  pro- 
caine possesses  an  extraordinarily  wide  field  of  use- 
fulness. A reasonable  degree  of  freedom  from  pro- 
longed or  permanent  pharmacological  effects  of  an 
unfavorable  nature,  and  the  rapidity  with  which  it  is 
destroyed  in  the  body  contribute  to  its  relative  safety. 
However,  one  should  not  ignore  the  fact  that  dis- 
agreeable, or  even  disastrous  results,  have  been  re- 
ported. 

In  preparing  this  review  no  attempt  has  been  made 
to  include  the  entire  literature  concerning  procaine. 
Rather,  it  has  been  the  author’s  intention  to  refer 
to  those  papers  which  provide  the  foundation  for  the 
many  newer  uses  of  this  drug  which  are  not  directly 
associated  with  the  production  of  local  anesthesia 


by  conventional  methods.  While  a serious  effort  has 
been  made  to  adhere  to  this  intention  it  is  not  unlikely 
that  there  have  been  omissions.  It  is  hoped  that 
these  will  not  be  of  a serious  nature. 

Intractable  Pain 

In  many  instances  the  intravenous  administration 
of  procaine  has  been  accompanied  by  relief  of  severe 
pain  not  afforded  by  more  conventional  procedures. 
According  to  Gordon^  the  earliest  recorded  intra- 
vascular injection  of  a local  anesthetic  agent  was 
made  by  Goyanes  of  Spain  who,  in  1908,  gave  such 
an  agent  intraarterially  for  the  production  of  anes- 
thesia in  extremities  after  the  application  of  a tourni- 
quet. This  was  followed  a year  later  by  the  report 
of  August  Bier^  of  Bonn,  Germany,  who  practiced 
the  intravenous  injection  of  local  anesthetic  agents 
for  a similar  purpose.  Bier  first  applied  an  Esmarch 
bandage  to  expel  the  blood  from  the  vascular  bed, 
after  which  a tourniquet  was  applied  to  prevent 
entry  of  the  drug  into  the  general  circulation.  .Ap- 
parently these  early  practices  were  received  with 
little  enthusiasm  by  the  medical  profession  because 
it  was  not  until  thirty  years  or  more  later  that  the 
practice  of  intravascular  injection  of  local  anesthetics 
was  given  a critical  reexamination.  In  his  book  on 
Clinical  Anesthesia  published  in  1942  Lundy*  sug- 
gests the  intravenous  injection  of  about  20  cc.  of 
1%  procaine  hydrochloride  solution  for  the  relief 
of  intolerable  pruritus  in  certain  greatly  jaundiced 
patients.  The  following  year  Gordon^  appears  to 
have  touched  off  widespread  interest  in  this  applica- 
tion of  procaine  by  his  use  of  it  to  control  pain  in 
a series  of  ten  cases  of  severe  burn.  .According  to 
Gordon  pain  originating  in  the  burned  areas  was 
relieved  promptly  without  any  obvious  local  anes- 
thetic effect  on  normal  tissues  adjacent  to  these  areas. 

Intravenous  procaine  has  been  found  to  possess  a 
powerful  capacity  for  relieving  pain  of  both  sympa- 
thetic and  somatic  origin.  According  to  Graubard 
and  Ritter^  procaine  becomes  seven  to  eight  times 
more  concentrated  in  inflamed  tissues  than  in  normal 
because  of  increased  capillary  permeability  in  the 
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damaged  or  diseased  tissue  responsible  for  the  pain. 
In  its  action  on  nerves  it  appears  to  follow  the  gen- 
eralization that  the  smallest  fibers  are  affected  first; 
that  is,  the  sympathetic  libers  and  those  conducting 
pain  impulses.  Motor  fibers  generally  are  not  in- 
volved except  with  much  higher  concentrations. 
W hether  or  not  intravenous  procaine  in  small  to 
moderate  amounts  will  provide  relief  from  pain  in 
areas  in  which  there  is  no  inflammation  or  increased 
capillar}'  permeabilit}'  has  not  been  ascertained  with 
certainty.  Probably  this  question  is  of  limited  prac- 
tical importance  in  an\'  event,  since  most  areas  in 
which  pain  originates  are  likely  to  exhibit  these 
changes  which  favor  concentration  of  procaine  in 
effective  amounts. 

The  types  of  pain  for  which  procaine  has  been 
found  effective  are  many  and  varied.  McLachlin® 
found  it  superior  to  morphine  in  the  control  of  post- 
operative pain;  Graubard,  Robertazzi  and  Peterson® 
and  Allen,  Crossman  and  Lyons'  used  it  with  suc- 
cess in  angina  pectoris;  Graubard,  Kovacs  and  Ritter® 
found  it  effective  in  destructive  arthritis;  Barber 
and  Tovell®  used  it  in  thrombophlebitis;  Stein^®  found 
it  helpful  in  intermittent  claudication  of  vascular 
disease;  Allen,  Crossman  and  Lyons’  used  it  for  the 
relief  of  pain  in  a case  of  herniated  nucleus  pulposus 
prior  to  surgical  intervention;  Thomas  and  Kamath^^ 
administered  procaine  orally  for  the  relief  of  pain  in 
peptic  ulcer;  Perroni^^  found  that  migraine  may  be 
relieved  by  the  intravenous  administration  of  pro- 
caine in  many  instances  in  which  it  is  refractory  to 
other  forms  of  treatment;  and  Lemoine^®  found  in- 
travenous procaine  capable  of  controlling  pain  in 
biliary  and  renal  colic. 

In  a highly  informative  paper  Graubard  and  Pe- 
terson^"* report  their  observations  on  the  effectiveness 
of  intravenous  procaine  in  a wide  variety  of  patho- 
logical conditions.  In  most  instances  pain  was  a 
prominent  feature.  The  following  list  is  prepared 
from  this  paper,  with  an  indication  of  the  nature  of 
the  results  obtained  in  each  instance: 

1.  traumata — good. 

2.  fractures — controls  post  reduction  pain,  but  not  a 
satisfactory  anesthetic  for  reduction. 

3.  post-reduction  arthralgia — good. 

4.  sprains — good. 

5.  traumatic  arthritis — good. 

6.  myofascitis — helpful. 

7.  herniated  intervertebral  disk — not  helpful. 

8.  post-operative  pain — good. 


9.  reflex  sympathetic  dystrophy — dramatic. 

10.  head  injuries — sometimes  helpful. 

11.  rheumatoid  arthritis — helpful. 

12.  acute  rheumatic  fever — results  were  encouraging 
in  the  single  severe  case  so  treated. 

13.  neuritides — variable;  not  helpful  in  tic  douloureux. 

14.  vascular  diseases — often  helpful. 

15.  arterial  embolism — marked  improvement  in  two 
cases. 

16.  thrombophlebitis — results  gratifying. 

17.  subdeltoid  bursitis — satisfactory. 

18.  osteoarthritis — generally  good. 

19.  acute  poliomyelitis — relief  from  pain. 

20.  chronic  poliomyletis — improvement. 

21.  congenital  spastics — improvement. 

22.  paralysis  agitans — some  improvement,  but  slow. 

Graubard  and  Peterson**  observed  that  the  simul- 
taneous administration  of  vitamin  C was  helpful  in 
preventing  complications  which  sometimes  are  asso- 
ciated with  the  intravenous  administration  of  pro- 
caine. In  a single  case  of  hernia  of  the  nucleus 
pulposus  no  relief  from  pain  was  obtained,  a fact 
which  these  authors  consider  a valuable  sign  in  the 
differential  diagnosis  of  low  backache.  However, 
Allen,  Crossman  and  Lyons*  found  intravenous 
procaine  effective  in  relieving  pain  in  such  a case 
confirmed  at  operation. 

Graubard  and  Peterson*®  gave  a total  of  1894  in- 
travenous injections  of  procaine  to  a series  of  250 
patients.  Of  these  54  were  cases  of  rheumatoid 
arthritis,  42  were  of  arthritis  due  to  injury,  and  154 
were  cases  of  degenerative  diseases  of  the  joints. 
The  standard  dose  or  “procaine  unit”  was  4 mg.  of 
procaine  hydrochloride  per  kg.  administered  as  0.1% 
solution  during  a period  of  20  minutes.  There  was 
no  mortality  or  morbidity,  and  the  results  obtained 
were  considered  satisfactory.  Most  patients  obtained 
considerable  relief  from  pain.  On  the  other  hand, 
Marton,  Spitzer  and  Steinbrocker*®  found  procaine 
generally  disappointing  in  the  treatment  of  33  cases 
of  painful,  chronic  neuro-musculo-skeletal  disorders. 
Of  these,  only  one  patient  showed  marked  improve- 
ment, 4 moderate  improvement,  and  there  was  one 
fatality  attributed  to  procaine.  The  dose  admin- 
istered was  6 mg.  per  kg.  during  a period  of  20-30 
minutes. 

Keats,  D’Allessandro  and  Beecher**  found  pro- 
caine disappointing  as  a therapeutic  agent  for  the 
relief  of  post-operative  pain.  In  a series  of  53 
patients,  saline,  prcxraine  and  morphine  were  admin- 
istered intravenously.  The  saline  was  given  first  as 
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a placebo;  those  patients  not  relieved  by  this  meas- 
ure were  then  given  4 mg.  per  Kg.  of  procaine,  and 
if  that  also  proved  ineffective  8 mg.  of  morphine  per 
70  Kg.  were  administered.  Of  these  patients  20% 
obtained  relief  from  the  saline,  40%  from  the  pro- 
caine, and  70%  from  morphine.  It  should  be  noted 
that  the  relatively  low  figure  of  70%  with  morphine 
was  obtained  on  patients  who  had  already  been  found 
resistant  to  procaine.  The  opinion  expressed  by 
these  authors  is  that  “The  analgesia  produced  by 
intravenous  procaine  was  accompanied  by  frequent 
unpleasant  and  sometimes  serious-side-actions.  Un- 
less procaine,  administered  by  this  route,  can  be 
demonstrated  to  produce  beneficial  effects  on  specific 
disease  processes,  it  has  no  place  in  the  treatment  of 
pain.” 

It  is  difficult  to  account  for  the  widely  different 
results  obtained  by  various  investigators  in  this  field. 
Graubard  and  Peterson^®  offer  the  explanation  that 
some  investigators  used  too  little  procaine  to  accom- 
plish the  result  and  too  little  ascorbic  acid  to  control 
the  undesirable  side  effects.  However,  it  is  doubt- 
ful if  the  earliest  investigators  used  any  ascorbic  acid 
at  all,  and  yet  quite  favorable  results  were  reported 
in  many  instances.  Presumably  some  of  these  dis- 
crepancies may  be  removed  by  carefully  controlled 
observations  conducted  jointly  by  two  or  more  groups 
whose  previous  results  have  been  in  disagreement. 
Surely  the  problem  is  of  sufficient  importance  to 
justify  a concerted  effort  to  obtain  its  solution. 

General  Anesthesia 

.■\.llen^*  developed  the  idea  .mainly  from  the  work 
of  Gordon^  on  burns  and  of  McLachlin^  on  post-op- 
erative pain  that  the  action  of  procaine  might  be 
extended  to  the  relief  of  pain  in  obstetrical  cases. 
This  proved  to  be  true,  a fact  which  will  receive 
further  consideration  later.  It  is  mentioned  at  this 
point  because  its  obstetrical  use  apparently  led  to 
its  application  by  Allen,  Crossman  and  Lyons'^  in 
the  production  of  general  surgical  anesthesia.  In 
these  surgical  cases  1%  procaine  hydrochloride  in 
5 % glucose  solution  was  administered  by  intravenous 
infusion,  the  rate  being  varied  to  suit  the  immediate 
needs  of  the  case.  While  a rate  of  infusion  of  a few 
cc.  per  minute  may  be  sufficient  to  relieve  pain  in 
many  instances  without  any  appreciable  dulling  of 
consciousness,  a much  higher  rate  was  found  neces- 
sary to  produce  loss  of  consciousness  and  anesthesia. 


.A.  change  in  depth  of  anesthesia  promptly  followed 
a change  in  rate  of  infusion.  At  the  faster  rates 
muscular  twitching  or  even  mild  convulsive  seizures 
occurred.  These  effects  subsided  within  a minute 
or  two  on  discontinuing  the  infusion  or  they  could 
be  controlled  by  the  intravenous  administration  of 
one  of  the  barbiturates  such  as  amobarbital  (Amy- 
tal). Recovery  from  such  anesthesia  is  prompt  and 
practically  devoid  of  undesirable  after  effects. 

Interest  in  intravenous  procaine  as  an  anesthetic 
agent  spread  rapidly.  Bittrich  and  Powers^®  report 
17  cases  of  thoracic  surgery  in  which  cyclopropane, 
ether,  nitrous  oxide  and  thiopental  were  used  at  one 
time  or  another  to  reinforce  the  anesthetic  effect  of 
procaine  and  to  assist  in  controlling  its  convulsant 
tendency  under  full  anesthetic  dosage.  Broncho- 
spasm  and  coughing  were  relieved,  the  patient  tol- 
erated the  operations  better,  there  was  less  evidence 
of  shock,  and  recoveries  from  anesthesia  were  less 
difficult  than  those  customarily  seen.  Fraser  and 
Kraft^  report  over  1500  intravenous  administrations 
of  procaine  during  a period  of  approximately  three 
years.  These  authors  used  a mixture  of  0.05%  to 
0.1%  procaine  hydrocloride  and  0.1%  to  0.2% 
thiopental  sodium  in  5%  glucose  saline  solution 
rather  than  the  stronger  solution  used  by  Allen 
et  al,'^  although  1%  procaine  solution  was  kept  at 
hand  for  use  in  the  event  that  the  weaker  solution 
did  not  meet  the  requirements.  Usually  the  mixture 
was  used  in  combination  with  spinal  or  inhalation 
anesthesia.  Edmonds,  Comer,  Kennedy  and  Taylor^^ 
used  intravenous  procaine  in  400  anesthesias,  and 
found  it  of  greatest  value  in  thoracic  operations,  thy- 
roidectomies and  in  many  superficial  procedures  for 
which  one  wishes  to  maintain  light  anesthesia.  In 
the  average  adult  patient  a total  dose  of  1 to  3 gm. 
per  hour  was  found  sufficient.  These  authors  stress 
the  danger  of  circulatory  depression  from  an  over- 
dose and  recommend  utmost  caution  to  avoid  it. 
Taylor,  Stearns,  Kurtz,  Henderson,  Sigler  and 
Notle^^  report  211  administrations  of  procaine  in- 
travenously, mostly  for  thoracic  surgery.  Usually 
anesthesia  was  induced  with  thiopental,  either  with 
or  without  curare,  after  which  the  infusion  of  pro- 
caine (1%  in  5%  glucose)  was  begun.  This  was 
supplemented  with  nitrous  oxide-oxygen  by  inhala- 
tion, and  with  additional  thiopental  if  necessary. 
The  following  advantages  were  noted;  (a)  the 
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cough  reflex  is  depressed  enough  to  allow  an  endo- 
tracheal airway  in  most  patients  during  light  anes- 
thesia without  coughing;  (b)  procaine  is  relatively 
effective  in  preventing  cardiac  arrhythmias  during 
intrathoracic  operations;  and  (c)  sweating  is  de- 
pressed, the  skin  being  dry  and  warm.  Doud^  lists 
80  cases  of  whicli  38  were  obstetrical  and  the  re- 
mainder representative  of  a general  surgical  practice. 
Again  1 % procaine  in  5 % glucose  solution  was  used 
in  association  with  one  of  the  barbiturates,  frequently 
amobarbital.  The  largest  amount  of  procaine  used 
by  Doud  in  any  one  case  was  10.5  grams  during  a 
period  of  two  hours  and  ten  minutes.  The  author 
describes  the  anesthetic  procedure  in  considerable 
detail. 

Obstetrical  Analgesia  and  .Anesthesia 

-Apparently  Allen^*  is  responsible  for  the  introduc- 
tion of  intravenous  procaine  medication  for  this  pur- 
pose. His  report  and  those  of  Johnson  and  Gilbert^'* 
and  Doud“®  are  highly  informative.  Several  impor- 
tant advantages  have  been  noted:  (a)  during  labor 
pain  may  be  controlled  satisfactorily  without  pro- 
ducing so  much  central  depression  that  the  patient 
is  unable  to  understand  instructions  and  to  coop- 
erate; (b)  strength  of  uterine  contractions  is  not 
decreased,  nor  is  there  undue  prolongation  of  labor 
— at  least  not  in  most  instances;  and  (c)  procaine 
does  not  appear  to  cross  the  placental  barrier  so  that 
the  baby  is  not  affected  by  the  anesthetic  agent. 

Cardiac  .Arrhythmia 

The  effect  of  procaine  in  contributing  to  the  control 
of  cardiac  irregularities,  particularly  those  associated 
with  cyclopropane  anesthesia  and  cardiac  surgery, 
has  been  mentioned  above.  However,  the  problem 
of  arrhythmia  is  not  simple.  There  are  many  cir- 
cumstances and  contributory  factors  which  make  of 
it  something  that  is  exceedingly  complex.  The  con- 
trol of  arrhythmia,  particularly  during  surgery,  is 
ably  discussed  by  Harken  and  Norman^®  and  an 
extensive  bibliography  on  the  subject  is  given  by 
them.  Others  who  have  contributed  to  this  phase  of 
the  subject  include  Kochmann,  and  Daels^®,  Mautz^^, 
Beck  and  Mautz^*,  Shen  and  Simon^®,  Burstein, 
Marangoni,  DeGraff  and  Rovenstein^,  Dawes^^, 
Burstein®^,  and  den  Otter^®.  Depending  on  circum- 
stances it  may  be  applied  by  intravenous  injection, 
intracardiac  injection,  or  topically  to  the  surface  of 
the  heart. 


Vascular  Disease 

The  first  application  of  procaine  by  intravenous 
injection  to  peripheral  vascular  disease  appears  to 
have  been  made  by  Stein^®.  Twenty-five  patients 
received  daily  infusions  on  10  consecutive  days  of 
1000  cc.  of  0.5%  procaine  in  saline  or  glucose.  In 
15  cases  of  arteriosclerosis  obliterans  all  but  one  had 
complete  relief  from  pain  and  claudication  at  the 
end  of  the  ten  day  period;  of  8 patients  followed  for 
6 months  or  longer  relief  persisted  in  6.  In  7 cases 
of  diabetic  gangrene  relief  from  pain  was  obtained, 
although  the  response  was  not  as  satisfactory  as  in 
the  previous  group.  In  3 cases  of  arteriosclerosis 
obliterans  with  ulcerations  decided  relief  was  ob- 
tained in  2,  with  improvement  in  the  ulcerative 
process.  Some  or  all  the  patients  in  each  group  were 
given  glucose  or  saline  solution  alone  for  control 
purposes.  In  no  instance  did  this  cause  improve- 
ment, and  in  some  the  discomfort  appeared  to  be 
even  greater. 

Hypertension 

In  the  treatment  of  hypertension  Beckmann®'*  found 
that  a considerable  drop  in  blood  pressure  (50-100 
mm.  mercury  in  many  cases)  could  be  obtained  by 
repeated  intravenous  injections  of  procaine.  The 
preparation  used  by  Beckmann  is  known  as  “mel- 
caine”,  and  contains  procaine  hydrochloride  dissolved 
in  a vehicle  containing  honey, — hence,  its  name. 
Injections  were  made  twice  daily  over  a period  of 
several  weeks.  The  solution  contained  as  much  as 
2%  procaine  and  40%  honey  in  some  instances.  The 
lower  blood  pressure  often  persisted  for  as  long  as 
.several  months.  Pimps®®  reports  similar  results  from 
the  use  of  the  same  preparation  in  49  hypertension 
cases  whose  ages  ranged  from  60  to  95  years.  No 
untoward  reactions  were  observed. 

Allergic  Phenomena 

Several  investigators  have  found  procaine  to  be 
highly  effective  in  the  treatment  of  various  allergic 
phenomena.  In  some  instances  the  drug  was  admin- 
istered orally,  and  in  others  intravenously.  Apple- 
baum,  .Abraham  and  Sinton®®  report  a case  of  serum 
sickness  which  responded  satisfactorily  to  intra- 
venous procaine  therapy;  State  and  Wangensteen®" 
report  the  successful  treatment  of  delayed  serum 
sickness  with  procaine ; Dressier  and  Dwork®®  treated 
a case  of  p>enicillin  reaction  with  satisfactory  results; 
and  Luddecke®®  reports  a variety  of  allergic  phe- 
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nomena  which  responded  satisfactorily  to  procaine 
administered  orally,  usually  in  combination  with 
ascorbic  acid.  Many  of  Luddecke’s  patients  had 
received  previous  unsuccessful  treatment  with  one  or 
another  of  the  antihistaminics. 

Miscellaneous 

In  addition  to  the  disorders  mentioned  previously, 
still  others  have  been  treated  with  procaine  with 
varying  degrees  of  success.  Lewy^®  found  intra- 
venous procaine  useful  in  the  treatment  of  tinnitus 
aurium  in  certain  .cases  but  not  in  all.  Since  tin- 
nitus probably  is  the  result  of  a variety  of  causes  it 
is  not  surprising  that  a single  mode  of  treatment 
should  prove  ineffective  in  some  cases.  Jensen'*^ 
observed  that  the  addition  of  0.2%  procaine  to  blood 
prior  to  transfusion  reduced  venospasm  at  the  point 
of  injection  so  that  transfusion  proceeded  more 
rapidly.  Roka  and  Lajtha'*^  used  procaine  orally 
for  the  abolition  of  pyloric  spasm  with  striking  re- 
sults. A dose  of  50  to  100  cc.  of  1%  solution  was 
found  to  keep  the  pylorus  open  for  several  hours, 
it  had  no  side  effects,  and  it  could  be  repeated  twice 
daily  for  several  days.  The  authors  recommend  the 
procedure  in  cases  of  functionally  spastic  pylorus, 
and  as  a preparation  for  surgical  intervention  in 
cases  of  organic  pyloric  obstruction.  Balfour  and 
Wharton^^  obtained  relief  of  cardiospasm  in  two 
patients  by  the  administration  of  80  mgm.  of  procaine 
in  solution  one-half  hour  before  meals.  After  the 
routine  use  of  procaine  in  this  manner  for  several 
days  these  patients  found  that  they  could  discontinue 
medication  for  long  periods,  although  excess  worr}' 
or  other  emotional  states  usually  required  resumption 
of  procaine  for  several  days. 

Procaine  Amide 

The  outstanding  success  which  often  has  accom- 
panied the  use  of  procaine,  either  orally  or  intra- 
venously, in  many  disorders  has  prompted  the  search 
for  other  therap>eutic  agents  of  similar  potentialities 
but  devoid  of  some  of  the  undesirable  side-effects 
sometimes  seen  with  procaine.  Of  these  the  most 
promising  at  the  present  time  appears  to  be  procaine 
amide  (pronestyl).  Sadove,  Wyant,  Kretchmer  and 
Gittleson'^  investigated  the  therapeutic  actions  of  this 
substance  under  various  conditions.  Concerning  their 
observations  they  state  (p.  56) : “Advantages  of 
procaine  amide  over  procaine  in  anesthesia  are  pro- 
longed action,  making  continuous  administration  un- 


necessary; possibility  of  oral  administration;  absence 
of  stimulating  effects  on  the  central  nervous  system; 
and  lower  incidence  of  hypotension.  Procaine  amide 
does  not  appear  to  interfere  significantly  with  liver 
and  kidney  function  where  these  organs  are  func- 
tioning efficiently,  and  has  no  significant  influence 
on  blood  count  and  sedimentation  rate.  It  has  good 
analgesic  properties  in  control  of  pruritus  and  of  pain 
in  myositis  and  fibrositis,  but  is  ineffective  in  severe 
pain  of  advanced  malignant  disease.  Pyloric  spasm 
is  well  controlled  by  the  drug.  Opposing  disadvan- 
tages are  that  with  our  present  state  of  knowledge, 
administration  of  procaine  amide  may  not  produce 
the  desired  effect,  may  cause  results  not  anticipated, 
or  may  be  entirely  ineffective.  In  prophylaxis  of 
cardiac  arrhythmias  determination  of  the  protective 
dose  is  difficult  and  uncertain.  We  believe,  however, 
that  the  drug  is  a useful  additional  agent  for  both 
anesthetist  and  internist,  and  that  with  further  phar- 
macologic investigations  and  with  greater  clinical  ex- 
perience, procaine  amide  will  eventually  attain  a 
definite  place  among  the  therapeutic  agents  for  car- 
diac arrhythmias.” 

Similarly,  TrauP^  found  procaine  amide  effective 
as  an  analgesic  in  certain  types  of  skeletal  pain  when 
given  intravenously  but  not  when  administered  orally. 
It  is  less  likely  to  produce  hypotension  than  procaine, 
and  is  less  toxic  in  certain  other  respects  as  well. 
In  those  instances  in  which  procaine  amide  is  ef- 
fective Traut  favors  its  use  instead  of  that  of  pro- 
caine because  of  its  greater  safety.  Unfortunately, 
its  field  of  usefulness  appears  considerably  more 
restricted  than  that  of  procaine. 
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MISSED  DIAGNOSIS  IN  CORONARY  ACCIDENT* 


J.  Edward  Payne,  M.D., 

Arlington,  Virginia 


Heart  disease  remains  the  greatest  killer  and 
crippler  of  our  times  in  this  country.  Thirty-five 
per  cent  of  all  heart  deaths  are  attributed  to  coronary 
disease,  and,  despite  all  of  our  improved  methods  of 
diagnosis  and  treatment,  such  as  unipolar  electro- 
cardiography and  the  now  widespread  use  of  the 
anticoagulants,  the  death  rate  continues  to  rise  stead- 
ily each  year.  The  increasing  toll  in  the  earlier 
decades  is  especially  distressing.  Our  medical  rec- 
ords, for  instance,  in  the  South  Pacific  areas  during 
the  last  war,  reveal  that  many  young  men  died 
during  landing  operations  and,  at  autopsy,  showed 
findings  leading  to  the  coining  of  a new  medical 
phrase:  “Beachhead  Coronary”.  Paul  White’^  has 
compiled  statistics  showing  the  increase  in  the  num- 
ber of  coronary  deaths  in  the  earlier  age  groups,  and 
holds  that  coronary  disease  is  actually  on  the  increase 
and  is  more  widespread  in  age  limits  than  ever 
before. 

Many  theories  are  evolved  to  explain  this  un- 
fortunate situation : The  effect  of  the  artificial  chem- 
ical fertilization  of  foods  in  changing  us  chemically 
and  rendering  us  more  liable  to  arteriosclerosis  at  an 
earlier  age,  the  relative  disappearance  of  breast 
feeding,  the  ingestion  of  fat  and  dilesterol,  etc. 
Whatever  may  be  the  cause  and  whatever  may  be  the 
ultimate  solution,  we  are  faced  with  the  urgent  prob- 
lem of  reducing  the  death  rate  in  any  way  practicable. 

We  may  attack  this  problem  in  several  ways:  (a) 
By  increasing  our  efforts  to  educate  the  public  in  the 
signs  and  sATnptoms  of  coronary  disease,  (b)  By 
increased  impetus  in  research  efforts,  (c)  By  more 
care  and  concentration  by  physicians  in  the  early 
diagnosis  and  proper  care  of  coronary  disease  and 
accident. 

The  American  Heart  Association  and  its  affiliates 
are  doing  a tremendous  job  at  educating  the  public. 
Through  literature  given  to  school  children  to  take 
home,  through  the  establishment  of  local  speakers’ 
bureaus  to  furnish  programs  to  service  clubs,  wom- 
en’s clubs,  parent-teacher  groups,  fraternal  groups, 
veterans  organizations,  etc.,  we  are  reaching  many 
people.  The  public  press  has  cheerfully  joined  the 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  at  Richmond,  September  28 — October  1,  1952. 


crusade,  as  has  the  motion  picture  industry,  radio 
and  television.  My  suggestion  here  is  that  if  all  of 
us  as  physicians  would  interest  the  public  at  a local 
and  personal  level,  the  problem  could  be  more  nearly 
solved.  It  is  my  sad  confession  to  you,  that,  as  a 
member  of  the  Board  of  Directors  of  the  Virginia 
Heart  Association,  I have  gone  into  urban  communi- 
ties to  help  to  organize  local  chapters  and  could  not 
evoke  the  slightest  interest  among  the  local  physi- 
cians, even  among  those  few  limiting  their  work  to 
cardiology.  This  is  not  a healthy  condition  and  must 
be  corrected. 

The  American  Heart  Association  is  very  active  in 
supporting  research  in  cardio-vascular  problems  in 
this  country.  This  work  must  be  continued  and  in- 
creased in  so  far  as  possible. 

Finally,  we,  as  physicians,  must  concentrate  our 
every  effort  upon  the  correct  and  early  diagnosis  of 
coronary  disease.  Today  we  are  placing  too  much 
dependence  in  the  early  and  single  electrocardio- 
graphic tracing.  It  is  known  that  30  to  40%  of 
infarcts  may  be  missed  by  the  electrocardiograph, 
even  with  repeated  and  careful  observations.  Volumes 
have  recently  been  written  regarding  this  fact  and 
warning  as  to  the  limitation  of  the  test.  Smith^ 
points  out  that  the  value  of  the  electrocardiograph  as 
a diagnostic  instrument  must  be  viewed  with  caution 
and  restraint.  This  is  imperative  when  the  electro- 
cardiogram shows  no  deviation  from  normal  in  cases 
suspected  of  coronary  heart  disease.  It  is  probable 
that  40  to  50%  of  cases  of  angina  pectoris  will  have 
normal  resting  electrocardiographs.  It  is  also  prob- 
able that  10  to  20%  of  cases  of  coronary  insufficiency 
will  not  give  findings  of  diagnostic  help  with  exercise 
tests.  Electrocardiographic  patterns  simulating  healed 
infarction  may  be  due  to  causes  other  than  coronary 
heart  disease.  The  newer  techniques  have  expanded 
the  diagnostic  value  of  electrocardiography,  but  they 
have  also  created  new  problems  of  evaluation.  Al- 
together too  many  patients  are  needlessly  invalided 
because  of  erroneous  interpretation  of  tracings. 

If  time  permitted  it  might  be  helpful  to  show 
specimens  of  electrocardiographic  tracings  shortly 
after  a coronary  accident  where  such  tracings  are  well 
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within  normal  limits  and  where  the  patient  has  died 
within  hours  or  days  afterward,  with  classical  au- 
topsy findings  of  occlusion  and  myocardical  infarc- 
tion, but  I am  sure  that  all  of  you  are  now  too 
painfully  familiar  with  such  cases  in  your  own 
experiences. 

IVIy  late  father  was  a general  practitioner  for 
many  years,  first  in  rural  \\’est  Virginia  and  later  in 
a small  town.  I well  remember  that,  as  a boy,  when 
1 was  promoted  to  “chief  engineer  of  horses  (and 
stables )“.  I went  with  him  on  house  visits,  carried 
his  bag  into  the  house,  and  often  got  to  see  the  pa- 
tient. His  only  tools  were  his  stethoscope,  a crude 
blood  pressure  instrument  and  his  five  senses;  but 
he  carefully  questioned  and  examined  the  patient 
at  length  and,  if  there  was  any  doubt  at  all,  he 
kept  the  patient  in  bed  for  several  weeks  and  gave 
nitroglycerine,  edatives,  morphine,  aminophyllin  and, 
sometimes,  digitalis.  Strangel}'  enough,  most  of  his 
cases  recovered  and  returned  to  a fairly  active  life. 
In  those  days  coronary  disease  was  referred  to  as 
“spasm  of  the  heart”,  but  the  treatment  and  after- 
care were  about  the  same  as  at  present. 

new  method  of  studying  the  coronary  arteries 
by  a special  type  of  injection  devised  by  Schlesinger^ 
has  thrown  considerable  light  on  the  diagnostic  prob- 
lem of  coronary  disease.  It  has  been  revealed  that 
many  occlusions  occur  that  are  not  recognized  in 
life  and  that  are  not  accompanied  by  the  clinical 
features  of  an  acute  attack.  It  has  also  been  found 
that  thromboses  occur  without  infarction  and  that 
infarction  can  take  place  without  thrombosis.  Most 
hearts  from  patients  with  “angina  pectoris”  have 
shown  two  or  more  occlusions,  even  as  man\'  as  ten 
in  rare  instances.  We  must  always  keep  in  mind 
that  the  electrocardiogram  does  not  reveal  disease  of 
the  coronary  arteries,  but  changes  in  the  myocardium. 

In  recent  years  the  lay  press  has  taken  up  the  task 
of  informing  the  public  on  many  medical  matters 
and,  while,  in  general,  this  is  a very  helpful  public 
service,  it  also  provides  a rather  doubtful  medical 
education,  which  is  used  by  some  neurotic  people 
and  even  by  medical  malingerers  to  further  the  au- 
thenticity of  their  alleged  S}mptoms.  For  this 
reason  it  might  be  well  to  describe  an  acute  attack 
of  coronary  occlusion  followed  by  myocardial  infarc- 
tion to  bring  out  some  salient  points  leading  toward 
a correct  clinical  diagnosis. 


The  attack  may  begin  during  activity,  or  when 
the  patient  is  resting  or  sleeping.  Most  frequently 
the  pain  begins  behind  the  center  of  the  sternum  and 
between  the  two  nipples,  and  as  a rule  does  not  begin 
with  maximum  intensity.  It  may  radiate  to  the  upper 
mid-back,  the  sides  of  the  neck  and  to  both  shoulders 
and  arms,  especially  the  left.  In  the  chest  the  pain 
takes  on  the  character  of  a terrible  squeezing  or 
crushing  sensation  which  produces  in  the  patient 
the  feeling  of  impending  death.  The  pain  is  in 
waves  of  increasing  intensity  lasting  ten  or  fifteen 
minutes  and  then  followed  by  continuous  pain  until 
relief  is  given  b}'  narcotics.  Many  patients  will  walk 
about  during  this  stage  as  if  trying  to  “outrun”  the 
pain.  Others  will  sit  on  the  side  of  the  bed  doubled 
up  with  the  arms  and  head  upon  the  knees  and  will 
not  allow  themselves  to  be  approached  or  touched. 
Vomiting  is  a common  early  S}'mptom.  In  the  neu- 
rotic the  vomiting  is  of  the  “convenient”  type,  often 
of  the  gagging  type  only  and  well  controlled  to 
punctuate  or  end  a drastic  tirade.  In  the  true  cor- 
onary vomiting  is  violent,  almost  projectile  and 
entirely  uncontrollable,  often  replacing  a word  being 
spoken  at  the  time.  It  resembles  the  type  of  vomiting 
seen  in  meningitis,  brain  injury  or  the  pyloric  stenosis 
of  infants.  Breathlessness  often  occurs  early  and,  in 
patients  where  the  pain  is  not  marked,  may  be  the 
chief  complaint.  The  patient  may  appear  to  be  in 
shock.  The  skin  is  cold,  clammy  and  has  a peculiar 
ashen  gray  color.  Sweating  is  characteristic.  The 
patient  is  anxious  and  does  not  speak  unless  forced 
to  answer  a question  and  almost  never  screams  as 
does  the  neurotic.  He  grunts  or  groans  aloud  but 
seems  too  far  gone  and  out  of  breath  to  do  more. 

The  blood  pressure  at  first  rises,  then  usually 
falls,  in  some  cases,  to  100  or  less  and  may  reach 
shock  levels.  Later  slight  fever  and  leukocytosis 
often  occur. 

The  heart  sounds  are  often  muffled  or  distant  and 
slightly  accelerated;  in  many  cases  there  is  initial 
bradycardia.  Pericardial  friction  rub,  if  properly 
interpreted,  is  of  great  diagnostic  value.  The  lung 
bases  usually  show  some  fine  rales,  especially  at  the 
right  base. 

The  electrocardiograph  now  may  or  may  not  con- 
firm the  diagnosis.  I am  convinced  that  once  the 
physician  has  made  a diagnosis  in  his  own  mind  from 
the  clinical  picture  alone,  he  should  put  the  patient 
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under  active  treatment  including  anticoagulants,  un- 
less contraindicated. 

So  far,  we  have  been  discussing  only  one  side  of  a 
diagnostic  problem : that  is  the  side  of  “under-diag- 
nosis” or  failing  to  make  a diagnosis  where  coronary 
disease  actually  e.xists.  Now  let  us  briefly  consider 
the  other  side — the  side  of  “over-diagnosis”,  or  mak- 
ing a diagnosis  of  coronary  disease  or  accident  where 
it  does  not  exist.  I am  sure  that  Dr.  Reno  Porter  will 
have  something  to  say  on  this  phase,  as  it  has  always 
been  one  of  his  “pet  peeves”. 

Fully  50%  of  all  the  heart  patients  who  come  to 
us  do  not  have  heart  disease  at  all.  There  are  so 
many  different  organs  represented  in  the  epigastric 
area,  that  many  cases  are  difficult  to  evaluate  properly 
and  correctly.  Then,  too,  a great  many  physicians 
are  over-cautious  in  these  matters  and  will  prefer 
to  always  leave  an  “escape  door”  by  never  coming  out 
with  a firm  negative  diagnosis  in  any  coronary  case. 
In  one  way,  then,  or  another,  many  patients  get  the 
impression  that  they  are  coronary  sufferers  when 
they  really  are  not.  Once  this  conviction  is  allowed 
to  become  set  in  a patient’s  mind,  it  may  never  dis- 
lodge. I have  seen  many  competent  cardiologists  and 
psychiatrists  try  vainly  to  undo  the  damage  done  to 


a patient’s  mind  by  one  careless  word  from  his  own 
physician. 

The  term  “coronary”  to  a middle  aged  man  has  the 
same  ring  of  terror  as  the  word  “cancer”  has  to  a 
woman,  and  once  the  seed  has  been  sown,  we  may 
have  a neurotic  patient  for  the  rest  of  his  life  during 
which  he  will  no  doubt  suffer  more  than  if  he  ac- 
tually had  coronary  disease.  It  is  far  better  not 
to  mention  the  word  “coronary”  if  it  can  be  avoided, 
and  also  to  explain  that  often  the  diagnosis  of  cor- 
onary disease  cannot  be  made  in  a single  examination. 
In  summary,  then,  we  realize  that  coronary  deaths 
are  on  the  increase.  We  must  continue  to  educate 
the  public,  especially  at  the  school  child  level;  to 
increase  our  research  efforts,  looking  toward  a real 
explanation  and  a real  approach  to  the  nature  and 
prevention  of  arteriosclerosis,  and,  finally,  greater 
care  in  the  diagnosis  of  the  patient  himself,  rather 
than  a too  ready  acceptance  of  the  reports  of  his 
electrocardiograph  and  laboratory  findings. 
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Doctors’  Building. 


Doctors  Help  Support  Medical  Schools. 

Nearly  37,000  physicians  contributed  more  than 
$3,150,000  in  direct  support  of  medical  education 
last  year.  This  total,  however,  does  not  inc  ude 
amounts  given  for  buildings,  endowments,  scholar- 
ships, research  and  other  special  purposes.  Dr.  Don- 
ald G.  Anderson,  secretary  of  the  .\MA’s  Council 
on  ^ledical  Education  and  Hospitals,  announced 
that  reports  from  76  of  the  country’s  79  medical 
schools  indicate  that  more  than  29,000  doctors  gave 


$2,258,534  directly  for  teaching  budgets. 

The  American  Medical  Education  Foundation 
raised  $906,553  of  the  total  from  more  than  7,000 
individual  contributors.  The  AMEF’s  1953  fund- 
rais’ng  drive  has  been  launched  with  a third  gift  of 
$500,000  from  the  AMA.  Since  its  organization 
two  years  ago,  the  Foundation  has  raised  more  than 
two  million  dollars  from  the  medical  profession  for 
distribution  “without  strings  attached”  to  medical 
schools. 
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HIATUS  HERNIA  AS  AN  OBSCURE  CAUSE  OF  ANEMIA* 


R.  Vincent  Crowder,  Jr.,  M.D., 

and 

George  B.  Craddock,  M.D., 
Lynchburg,  Virginia 


A coincidence  which  has  occurred  frequently 
enough  in  our  practice  to  warrant  reporting  is  the 
combination  of  anemia  and  esophageal  hiatus  hernia. 
It  has  been  of  especial  interest  to  us  that  the  symp- 
toms of  anemia  are  actually  what  brings  some  of 
these  patients  to  the  office.  Therefore,  we  are  pre- 
senting eight  cases  we  have  seen,  together  with  their 
x-rays. 

Case  I.  Mrs.  J.  F.,  a 73  year  old  moderately 
obese  white  female  came  in  for  examination  prior 
to  pelvic  repair  surgery.  Systems  review  revealed 
that  she  had  been  having  some  dizziness  and  exer- 
tional dyspnea.  She  also  stated  that  she  had  had 


some  tightness  in  her  abdomen  for  years,  noted  more 
after  eating.  Physical  examination  was  normal  aside 
from  the  presence  of  a very  large  cystocele.  Hemo- 
globin was  59*^?,  and  red  blood  count  2.8  million; 
urine  was  negative.  Gastric  analysis  revealed  the 
presence  of  free  acid.  An  upper  gastro-intestinal 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  in  Richmond,  September  28 — October  1,  1952. 


series  showed  an  esophageal  hiatus  hernia  of  the 
short  esophagus  type.  Chest  and  colon  films  were 
negative.  She  was  placed  on  a diet,  iron  by  mouth, 
and  an  antispasmodic.  Six  weeks  later,  her  hemo- 
globin was  88  9^,  and  when  last  seen  one  year  later 
was  100%. 

C.ASE  11.  Mr.  J.  \V.  C.  This  75  year  old  mod- 
erately obese  white  male  was  seen  at  the  University 
of  Virginia  in  1938  because  of  “sour  stomach”  and 
tarry  stools.  X-ray  there  revealed  a constriction  of 
the  lower  esophagus,  and  esophagoscopy  showed  a 
stricture  at  the  hiatus  with  several  areas  of  ulcera- 


Case  2 


tion  and  marked  vascularity.  He  recovered  with 
symptomatic  therapy  and  was  well  until  seen  in  our 
office  in  April  of  1949  because  of  a spontaneous 
pneumothorax.  Hemogloliin  at  that  time  was  88%. 
One  month  later  he  rather  suddenly  became  weak, 
began  passing  tarry  stools,  and  appeared  to  be  in 
shock.  Hemoglobin  was  65%.  He  was  hospitalized, 
transfused,  and  recovered  without  incident.  Gastro- 
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intestinal  x-ray  showed  a hiatus  hernia.  He  was 
placed  on  the  usual  therapy  regime,  and  when  last 
seen  in  1951  had  a hemoglobin  of  96%,  with  neither 
symptoms  nor  recurrence  of  hemorrhage.  Note: 
This  man’s  son  age  49,  has  a large  hiatus  hernia 
which  produces  postprandial,  epigastric,  and  chest 
pain;  but,  as  yet,  had  no  acute  or  occult  bleeding. 

Case  III.  Mrs.  J.  W.  DuP.,  a 62  year  old  obese 
M’hite  female,  presented  her-elf  complaining  of  weak- 
ness, fatigue,  and  exertional  dyspnea.  She  had  been 
receiving  liver  injections  for  five  months  because  of 


Case  3 

anemia  but  seemed  no  better.  She  furthermore  stated 
that  she  had  had  ccns’derable  heartburn  and  belching 
after  meals  for  five  to  ten  years  and  occasional  at- 
tacks of  severe  nocturnal  epigastric  pain  relieved  by 
hypodermics.  Stools  were  at  times  black.  Her 
hemoglobin  was  found  to  be  53%  and  a sternal  mar- 
row examination  was  consistent  with  anemia  due 
to  chronic  blood  loss.  Upper  gastro-intestinal  series 
revealed  a large  hiatus  hernia.  She  was  hospitalized, 
transfused,  and  is  now  maintained  on  the  usual 
therapy.  Four  and  one-half  months  later,  her  hemo- 
globin is  86%  and  she  has  only  very  occasional  mild 
epigastric  discomfort. 


Case  IV.  Mrs.  C.  G.  C.,  a 64  year  old  obese 
white  female,  presented  herself  in  1942  complaining 
of  heartburn  after  meals  associated  with  dyspnea 
which  was  relieved  in  a few  minutes  bv  sittino'  up 
sfaight.  Her  hemoglobin  was  85%  and  red  blood 
count  4.82  million.  Electrocardiogram  and  gastro- 
intestinal x-rays  were  negative.  She  was  seen  again 
in  1951  with  the  same  complaints  and  a hemoglobin 
of  49 '■y  . Repeat  x-ray  revealed  a large  non-reducing 
esophageal  hiatus  hernia.  She  was  hospitalized, 
transfused  and  discharged  on  the  usual  therapy. 
Hemoglobin  is  now  88%  . 

Case  V.  Mrs.  L.  B.  W.  Phis  66  year  old  white 
moderately  obese  female  began  having  episodes  about 
eight  years  ago  of  choking  sensations  and  inability 
to  swallow  coming  on  wliile  eating.  Attacks  were 
relieved  spontaneously  in  ten  to  thirty  minutes.  Two 
or  three  years  ago  she  was  x-rayed  and  a hiatus 
hernia  of  the  para-esophageal  tyjLe  found.  She  came 
under  our  care  for  the  treatment  of  rheumatoid  arth- 
ritis which  developed  in  the  meantime  and  was  doing 
very  well  with  a hemoglobin  static  at  about  85%, 
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Case  5 

when  she  was  awakened  one  night  by  an  episode  of 
choking,  chest  discomfort,  and  the  welling  up  of 
moderately  large  amounts  of  bright  red  blood.  Hem- 
orrhage ceased  spontaneously  and  the  hemoglobin 
was  found  to  have  dropped  to  about  70%.  Since 
then  she  has  been  maintained  on  routine  therapy,  and 
has  had  two  smaller  episodes  of  gross  hemorrhage 
with  no  appreciable  drop  in  hemoglobin. 

Case  VI.  Mrs.  G.  F.  This  78  year  old  moderate- 
ly obese  white  female  was  seen  at  home  because  of 
sub-sternal  pain  coming  on  after  her  evening  meal. 
Electrocardiogram  was  normal  and  she  was  being 
observed  for  developments  when  she  had  to  be  hos- 
pitalized because  of  a coincident  incarceration  of  an 
inguinal  hernia.  Soon  after  admission  this  reduced 
spontaneously,  but  anemia  (hemoglobin  72%  and 
red  blood  count  .3.9  million)  was  noted  and  sub- 
sternal  discomfort  persisted.  Consequently,  an  upper 
gastro-intestinal  series  was  done  and  a hiatus  hernia 
revealed.  This  responded  to  symptomatic  treatment 
and  she  has  done  well,  is  free  of  symptoms  and  her 
hemoglobin  remains  at  around  86%. 

Case  VII.  E.  B.  This  36  3’ear  old  colored  female 
had  been  having  episodes  for  about  five  years,  lasting 
twelve  to  twenty-four  hours,  and  consisting  of  upper 
abdominal  pain,  nausea,  and  vomiting  of  question- 
able coffee  ground  material.  These  attacks  always 
subsided  spontaneously  in  a few'  hours  and  required 
little  or  no  medical  care.  We  saw  her  recently  for 
a similar  tyjie  of  attack  and  there  was  no  question 
but  what  the  vomitus  contained  old  blood.  Her 


Case  6 

hemoglobin  was  85%,  and  an  upper  gastro-intestinal 
series  revealed  a small  hiatus  hernia.  She  is  doing 
well  on  therapy.  It  is  interesting  to  note  that  this 
patient  is  neither  old  nor  obese. 


Case  7 

Case  VIII.  Mr.  T.  T.  A.,  white  male,  age  59, 
was  admitted  to  the  Lynchburg  General  Hospital 
on  June  17,  1952,  with  anemia  and  with  chills  and 
fever.  Hemoglobin  was  42%  and  red  blood  count 
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Case  8 


2.23  million.  The  chills  and  fever  were  found  due 
to  a urinary  tract  infection.  However,  a large  hiatus 
hernia  was  discovered  on  x-ray  which  accounts  for 
his  anemia. 

Discussion 

That  esophageal  hiatus  hernia  can  be  a cause  for 
anemia  is  without  question.  Ritchey  and  Winsauer^, 
reporting  on  a survey  of  the  literature  up  to  1947 
plus  their  own  cases  at  the  Indiana  University  Med- 
ical Center,  noted  102  cases  specifically  presented 
because  of  this  combination.  Numerous  others  occur, 
of  course,  and  are  not  reported  because  of  small  series, 
intellectual  inertia,  etc.  The  type  of  anemia  varies 
according  to  the  acuteness  of  the  onset.  Where  acute 
hemorrhage  with  melena  and/or  hematemesis  has 
occurred,  it  is  of  the  normochromic  normocytic  type. 
In  the  cases  where  anemia  itself  is  the  presenting 
sign-symptom  complex  and  its  development  has  been 
gradual  and  obscure,  it  is  usually  of  the  hypochromic 
microcytic  type,  falling  into  the  so-called  group  of 
secondary  anemias. 

The  degree  of  anemia  may  be  quite  variable,  de- 
pending in  part  on  the  acuteness  of  the  blood  loss, 
but  also  on  the  compensatory  powers  of  the  patient. 
Some  cases  have  presented  themselves  with  hemo- 
globin levels  as  low  as  30  to  40%  of  normal  which 
have  insidiously  developed.  There  seems  to  be  no 
constancy  of  the  relationship  between  the  presence  of 
anemia  and  the  characteristic  symptoms  that  hiatus 
hernia  may  produce.  Many  cases  first  present  with 
no  prodrome  to  an  acute  upper  gastro-intestinal  hem- 
orrhage or  no  indigestional  complaints  concomitant 
with  the  development  of  the  classic  picture  of  anemia. 


As  to  the  exact  etiology  of  the  anemia,  variable 
theories  have  been  advanced.  All  are  agreed  that 
gross  ulceration,  either  of  the  lower  esophagus  or 
herniated  portion  of  the  stomach  accounts  for  some 
cases,  especially  those  with  acute  hemorrhage.^’^-®4.5.6,7 
The  British*  and  French  generally  tend  to  support 
the  theory  that  there  may  be  a question  of  deficient 
iron  absorption.  In  this  country,  however,  most 
observers  are  agreed  with  the  observation  of  Sahler 
and  Hampton'*  who,  on  a basis  of  gastroscopic  and 
p>ostmortem  examinations  in  several  patients  with 
hiatus  hernia  and  associated  anemia,  postulated  that 
the  anemia  in  these  non-acute  cases  is  due  to  the 
constriction  of  the  herniated  stomach  by  the  dia- 
phragm with  resultant  venous  engorgement,  edema, 
submucosal  hemorrhage,  and  shallow  ulcerations.  The 
fact  remains,  however,  that  in  many  cases  no  precise 
etiologic  mechanism  can  be  demonstrated. 

Hiatus  Hernia 

Anatomically,  there  are  three  types  of  esophageal 
hiatus  hernia.  The  most  common,  comprising  rough- 
ly 70%  of  all  cases,  is  the  true  hiatal  hernia  in  which 
both  the  lower  esophagus  and  the  cardiac  stomach 
form  a sliding  type  of  hernia,  protruding  into  the 
thorax  with  their  covering  of  peritoneum.  Second  in 
frequency,  accounting  for  about  10%  of  cases,  is 
the  short  esophagus  type  where  the  upper  stomach  is 
constantly  fixed  in  the  thoracic  cavity.  The  third 
type  is  the  para-esophageal  hernia  where  the  lower 
esophagus  stays  fixed  in  position  and  a portion  of 
the  stomach  herniates  into  the  posterior  mediastinum 
through  the  hiatal  ring. 

The  exact  etiology  in  most  cases  is  not  known. 
The  short  esophagus  type  is  congenital  and  some  are 
secondary  to  trauma.  However,  in  the  great  majority 
of  cases,  most  authorities  have  agreed  on  nothing 
less  vague  than  that  there  is  a loss  of  tissue  elasticity 
with  age.  We  do  know,  though,  that  such  factors  as 
protracted  vomiting,  chronic  cough,  and  obesity — all 
of  which  cause  an  increase  in  intra-abdominal  pres- 
sure— seem  to  be  predisposing  factors  to  the  develop- 
ment of  these  herniae. 

As  for  the  incidence  of  this  condition,  various 
observers^’'^,  have  placed  it  at  anywhere  from  2.4 
to  9%  in  routine  gastro-intestinal  x-rays.  They  are 
rare,  with  the  exception  of  the  short  esophagus  and 
traumatic  types,  before  40  years  of  age.  Schatzke^^ 
noted  that  he  could  demonstrate  the  presence  of  hiatal 
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hernia  in  70'^,/  of  patients  over  60  years  of  age, 
j>rovickd  he  employed  greater  tlian  normal  abdominal 
pressure  during  the  roentgen  examination.  These 
defects  are  found  twice  as  often  in  females  as  in 
males. 

The  symptoms,  as  stated  before,  vary  in  their 
jrresence  and  severity.  Strangely  enough,  there  seems 
to  be  no  correlation  between  the  size  of  the  hernia 
and  the  degree  of  symptoms.  Presenting  complaints 
may  be  those  due  to  anemia  alone  at  time^.  iMore 
commonly,  though,  there  are  indigestional  complaints, 
the  most  typical  of  wliich  is  the  sudden  onset  of  post- 
prandial epigastric  distress  with  radiation  to  the  back 
or  precordial  area  and  associated  with  dyspnea.  This 
most  often  is  noted  after  a heavy  meal  and  especially 
when  lying  down.  In  such  cases,  simply  standing  up 
will  often  terminate  the  attack.  Other  symptoms  fre- 
quently seen  include  dysphagia,  nausea  and  vomit- 
ing, regurgitation,  and  palpitation.  As  noted,  at- 
tacks frequently  come  on  at  night  because  of  the 
reclining  position.  Bending,  coughing,  vomiting,  and 
sneezing  may  also  precipitate  attack-. 

The  diagnosis  of  hiatal  hernia  is  definitely  estab- 
lished by  x-ray.  They  are  not  always  easy  to  find 
and,  indeed,  ofttimes  are  not  found  on  the  first  x-ray 
examination.  Hazel  & Jensik®  state  that  the  most 
consist'nt  position  in  which  to  demonstrate  their 
presence  is  with  the  patient  prone  and  lying  on  the 
right  side.  Sometimes,  simply  tilting  the  patient  into 
Trendelenburg  position  will  betray  the  defect.  If 
the  herniation  is  small,  extra-abdominal  pressure  will 
probably  be  necessary  to  reveal  it.  .'.nd  scmet'mes 
the  diagnosis  can  be  made,  when  all  other  methods 
have  failed,  by  having  the  patient  assume  the  posi- 
tion in  which  attacks  are  prone  to  occur. 

Complications,  in  addition  to  anemia  and/or  acute 
hemorrhage  which  occur  in  roughly  25%  of  cases, 
include  occasional  paro.xysmal  auricular  tachvrardia 
or  fibrillation  and  also  true  reflex  anginal  pain^ 
which  may  be  difficult  to  recognize  because  of  the 
similarity  between  it  and  the  pain  p cduced  by  the 
hernia. 

One  other  “complication”  that  should  be  borne 
in  mind  is  that  patients  with  the  short  esophagus 
type  of  hernia  are  especially  prone  to  develop  car- 
cinoma of  the  cardiac  stomach.  In  the  event  of  any 
unexpected  variation  of  their  course,  these  patients 
should  be  re-x-rayed  and  gastroscoped  rather  than 


assuming  the  hernia  is  the  cause  of  all  the  trouble. 

Generally,  the  preferred  method  of  treatment  is 
medical.  At  times,  it  is  necessary  to  repair  the 
larger  ones  surgically  but  the  results  are  not  uni- 
formly good  enough,  because  of  the  recurrence  and 
inoperability  rates,  to  recommend  this  type  of  therapy 
in  the  average  case^®.  Most  can  be  controlled  by  a 
combination  of  diet,  medication,  and  sensible  aware- 
ness. 

The  las.t  named  is  probably  most  important  of  all. 
Patients  are  advised  against  having  their  big  meal 
at  night  and  are  reminded  to  chew  their  food  thor- 
oughly and  to  eat  slowly.  They  should  never  lie 
down  sooner  than  three  hours  after  eating  and  at 
times  may  find  that  sleeping  in  a semi-recumbent 
position  is  necessary  to  prevent  herniation. 

The  diet  should  be  bland  and  of  the  convalescent 
ulcer,  low-residue  type.  This  at  times  p>oses  a prob- 
lem liecause  it  is  a generally  high  caloric  type  of  diet 
and  it  is  imperative  that  those  patients  who  have  a 
combination  of  hiatal  hernia  and  obesity  be  reduced. 
In  such  cases,  they  should  be  allowed  smaller  quan- 
tities of  food  rather  than  other  types.  Seme  anti- 
spasmodic  before  meals  and  an  anti-acid  after  meals 
is  advisable. 

The  anemia  typically  responds  dramatically  to 
therapy  with  iron  given  orally.  Ve  have  found  that 
the  hemoglobin  level  rises  rapidlv  to  normal,  a matter 
of  a few  weeks,  and  maintains  that  level  as  long  as 
dosage  is  continued.  Acute  hemorrhage  sometimes 
requires  transfusion. 

SUM]yiARY 

Attention  is  called  to  the  fact  that  one  cause  of 
obscure  anemia  may  be  esophageal  hiatu*^  hernia. 
Eight  cases  are  presented  to  demonstrate  that  the 
anemia  may  be  due  to  acute  hemorrhage  or  secondary 
in  type  and  that  gastro-intestinal  symptoms  may  or 
may  not  be  present  with  this  condition.  The  pa- 
thology, etiology,  incidence,  symptoms,  diagnosis, 
complications  and  treatment  of  these  herniae  are 
discussed  and  it  is  emphasized  that  the  majority  of 
cases  can  be  managed  by  a simple  medical  regime, 
dependent  for  its  success  upon  the  awareness  and 
fullest  cooperation  of  the  patient. 
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Treatment  of  Thyroid  Disease  Aided  By  Use 

Of  Hormone  Drug. 

Continuous  research  with  cortisone,  one  of  the 
hormone  drugs,  has  shown  it  to  be  useful  in  the 
treatment  of  subacute  nonsuppurative  thyroiditis,  ac- 
cording to  an  article  in  the  February  14  J.A.M.A. 
Subacute  nonsuppurative  thyroiditis,  a relatively  rare 
condition,  is  an  inflammatory  disease  of  the  thyroid 
that  results  in  an  enlarged,  firm,  tender  gland. 

Three  cases  in  which  the  preparation  was  used 
successfully  to  treat  the  disease  were  reported  by 
Drs.  Dwdght  E.  Clark,  Thomas  S.  Nelsen  and  Rob- 
ert J.  Raiman,  Chicago.  All  are  associated  with 
the  department  of  surgery  of  the  University  of 
Chicago. 

“A  single  daily  dose  of  25  milligrams  was  given 
[to  each  patient]  for  a total  of  12  to  14  days,”  they 
stated.  “Marked  relief  of  both  local  and  systemic 
s)Tnptoms  was  apparent  within  24  hours.  The  pain 
and  tenderness  had  completely  disappeared  in  from 
four  to  seven  days.  Within  the  first  week  of  therapy, 
the  glands  had  decreased  in  size  and  become  softer. 


In  all  cases,  the  thyroid  gland  had  returned  to 
nomial  size  and  consistency  within  two  months. 
There  have  been  no  recurrences. 

“Cortisone,  which  is  presented  as  another  mode 
of  therapy,  has  the  advantages  of  prompt  and  drama- 
tic relief  of  symptoms,  ease  of  administration,  and, 
in  the  dosage  levels  and  duration  of  treatment  found 
necessary,  the  absence  of  any  side-reactions.  In 
view  of  these  facts,  we  feel  justified  in  recommend- 
ing the  use  of  cortisone  as  an  agent  useful  in  the 
treatment  of  subacute  nonsuppurative  thyroiditis.” 

Previous  treatment  of  the  condition,  by  drugs, 
and/or  x-ray,  generally  gave  good  results,  the  doctors 
stated.  However,  these  forms  of  therapy  have  such 
disadvantages  as  inconvenience  of  treatment,  longer 
p>eriods  of  treatment  before  relief  was  obtained,  a 
high  recurrence  rate,  and  toxic  side-effects  in  some 
instances. 

It  was  pointed  out  that  the  cause  of  the  disease 
has  not  been  proven.  Most  of  those  persons  afflicted 
with  it  complain  of  bodily  discomfort,  weakness  and 
neck  pain;  many  have  low  grade  fever. 
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RECENT  TRENDS  IN  THE  TREATMENT  OF 
PULMONARY  TUBERCULOSIS* 


Frank  B.  Stafford,  M.D., 
Charles  G.  Pearson,  M.D., 

and 

Lee  B.  Brown,  M.D., 

Blue  Ridge  Sanatorium, 
Charlottesville,  Virginia 


Introduction 

In  recent  years  decided  changes  have  been  evident 
in  the  therapy  of  pulmonary  tuberculosis.  A survey 
of  the  older  accepted  forms  of  treatment  shows  that 
the  end-results  have  often  been  far  from  ideal.  Com- 
plications, frequently  introduced  by  the  method  of 
treatment,  have  added  to  the  gravity  of  the  situation 
and  have  been  too  often  encountered.  The  incidence 
of  relapse  even  in  cases  apparently  controlled  has 
been  considerable.  Prolonged  treatment  and  marked 
physical  limitation  of  the  patient  have  created  a 
definite  economic  problem. 

The  purpose  of  this  paper  is  to  present  the  collapse 
therapy  with  surgical  and  other  procedures  employed 
on  patients  discharged  from  Blue  Ridge  Sanatorium 
from  July,  1939,  through  June,  1952,  as  shown  in 
Table  I.  It  is  particularly  our  purpose  to  point  out 


in  general  it  does  represent  the  trend  of  treatment. 

It  is  evident  from  Table  I that  a definite  decrease 
in  artificial  pneumothorax  and  the  phrenic  nerve 
operation  has  taken  place  in  recent  years  and  that 
the  use  of  artificial  pneumoperitoneum  has  gained 
in  popularity.  Primary  thoracoplasty  still  enjoys  a 
rather  prominent  place  among  permanent  collapse 
measures,  but  the  greatest  change  is  noted  in  pul- 
monary resection  for  tuberculosis.  The  bronchoscope 
has  been  used  much  more  often  and  bronchoscopic 
findings  are  recognized  as  being  indispensable  in 
the  selection  of  therapy  and  in  the  complete  evalua- 
tion of  a case. 

Streptomycin  and  para-aminosalicylic  acid  have 
passed  through  the  experimental  phase  and  can  now 
be  administered  intelligently  and  in  a way  to  obtain 
maximum  results. 


Table  I 

Collapse  Therapy  with  Surgical  and  Other  Procedures 
Blue  Ridge  Sanatorium 


July  ’39 

July  ’48 

July  ’49 

July  ’50 

July  ’51 

June  ’40 

June  ’49 

June  ’50 

June  ’51 

June  ’52 

No.  of  Patients  Discharged 

363 

394 

362 

450 

419 

Pneumothorax 

99 

71 

49 

19 

7 

Pneumoperitoneum 

0 

29 

65 

69 

45 

Total  No.  Thoracoplasties 

25 

89 

79 

86 

84 

Total  No.  Thoracoplasty  Operations 

57 

186 

163 

164 

157 

Resections  (Total) 

0 

5 

1 

19 

92 

Local  (Wedge  and  Segmental) 

0 

0 

0 

2 

39 

Lobectomy 

0 

1 

0 

5 

30 

Pneumonectomy 

0 

4 

1 

12 

23 

Phrenic  Interruptions 

34 

31 

13 

6 

5 

Bronchoscopies 

7 

99 

118 

88 

179 

the  reasons  for  the  recent  trends  observed  as  we 
believe  them  to  be  as  a result  of  our  own  experience 
and  the  reasons  as  they  are  expressed  by  others  in 
the  medical  literature.  This  is  not  intended  to 
express  the  opinion  of  all  w’orkers,  as  there  continues 
to  be  considerable  variation  in  the  choice  of  collapse 
and  surgical  procedures  by  different  individuals,  but 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  in  Richmond,  September  28 — October  1,  1952. 


Artificial  Pneumothorax 

Artificial  pneumothorax,  a procedure  which  not  too 
long  ago  was  so  widely  used,  has  been  decidedly  on 
the  wane  in  recent  years.  MitchelP  has  found  an 
18.2%  incidence  of  tuberculous  empyema  in  his 
series  of  cases  ten  to  twenty  years  after  the  induction 
of  pneumothorax  but  has  observed  an  incidence  of 
tuberculous  empyema  of  only  8.2%  where  an  ex- 
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cellent  collapse  was  maintained.  Oglee  and  Jones, ^ 
in  reviewing  100  re-expanded  cases  of  artificial 
pneumothorax,  point  out  that  either  during  the  course 
of  treatment  or  the  period  of  re-expansion  74% 
developed  clear  fluid  but  only  8%  cloudy  fluid  in 
which  tubercle  bacilli  could  be  demonstrated  on 
direct  smear. 

Cutler,®  reporting  on  476  cases  of  artificial  pneu- 
mothorax, noted  an  incidence  of  7.7%  empyema  in 
346  cases  with  a mechanically  effective  pneumo- 
thorax, while  27%  empyema  occurred  in  130  cases 
with  a mechanically  ineffective  collapse.  In  1,389 
pneumothoraces  Salkin  and  Cadden'*  found  an  in- 
cidence of  16%  tuberculous  empyema,  this  16% 
including  only  a collection  of  frank  pus,  all  sero- 
fibrinous fluid  being  excluded.  An  incidence  of 
empyema  of  24%  was  noted  by  Morrison,®  who  fur- 
ther states  that  90%  of  the  empyemata  in  his  series 
developed  in  patients  who  previously  had  a serous 
effusion.  In  1939  Chapman  and  Stafford®  found 
15%  incidence  of  empyema  as  compared  to  1%  in 
1949. 

In  studying  the  reactivation  of  disease  after  aban- 
donment of  pneumothorax  on  249  patients  whose 
response  to  pneumothorax  had  been  entirely  satisfac- 
tory through  collapse  and  after  abandonment,  ISIitch- 
ell®  reports  an  incidence  of  21.7%  reactivation  after 
eighteen  years,  but  13.6%  of  these  reactivations  oc- 
curred within  three  years.  Potter®  states  in  126 
cases  voluntarily  re-expanded  a relapse  occurred  in 
6,  or  4.7%.  Involuntary  reexpansion  in  26  cases 
showed  a relapse  in  5,  or  19.2%. 

Of  312  cases  studied  by  MitchelP  only  17% 
had  no  discernible  contraction  of  the  lung  following 
re-expansion,  while  40%  showed  evidence  of  residual 
fluid  in  significant  amounts. 

Pinner  et  have  demonstrated  that  severe 

pleural  involvement  causes  not  infrequently  more 
profound  functional  damage  to  a lung  than  do  ad- 
vanced parenchymal  lesions.  According  to  these 
investigations,  functional  impairment  of  the  lung  it- 
self from  tuberculosis  is  variable  following  re-ex- 
pansion of  the  lung. 

In  reviewing  128  cases  of  unilateral  artificial 
pneumothorax  two  years  after  re-expansion,  Allen 
and  Kelly^^  report  72,  or  56.3%,  satisfactory  or 
cured  with  22,  or  17%,  definitely  improved.  Nine, 
or  7%,  died.  Aycock  and  Keller^®  show  satisfactory 
results  in  301,  or  57%,  of  530  individuals  receiv- 


ing artificial  pneumothorax. 

Table  I shows  a progressive  decline  in  the  cases 
of  artificial  pneumothorax  discharged  from  Blue 
Ridge  Sanatorium  from  July,  1939,  through  June, 
1952.  Of  363  discharges  from  July,  1939,  through 
June,  1940,  there  were  99  cases  who  were  receiving 
artificial  pneumothorax  as  compared  to  a total  of  7 
cases  in  419  discharges  from  July,  1951,  through 
June,  1952. 

Some  of  the  factors  involved  in  bringing  about  this 
decrease  in  pneumothorax  are: 

1.  The  fairly  high  incidence  of  pleural  effusions 
and  empyemata. 

2.  The  unexpandable  lung  resulting  from  atelec- 
tasis, pleural  changes,  pleural  fluid,  pulmonary  fi- 
brosis, or  a combination  of  these  factors. 

3.  The  subsequent  flare-up  of  disease  following 
re-expansion. 

4.  Functional  impairment  of  the  lung,  which  may 
iDe  variable  but  is  more  evident  where  severe  pleural 
changes  are  present. 

The  long-time  follow-up  of  cases  receiving  ar- 
tificial pneumothorax  would  indicate  that  often  the 
poor  selection  of  cases,  the  maintaining  of  unsatis- 
factory anatomical  collapses,  and  the  failure  to  rec- 
ognize certain  danger  signals,  such  as  persistent 
fluid  formation,  have  all  been  factors  in  bringing 
about  the  discouraging  statistical  results  which  are 
at  times  encountered.  The  result  today  is  that  pneu- 
mothorax has  become  unpopular,  though  the  pendu- 
lum will  probably  swing  back  somewhat  but  never 
to  the  point  where  it  was  at  one  time,  and  the  indica- 
tions will  always  be  greatly  limited.  As  important 
as  any  factor  in  moving  us  away  from  pneumothorax 
has  been  the  recent  demonstrable  safety  of  excisional 
therapy. 

Case  Report 

Case  R.A.:  The  patient  was  a sixteen  year  old 
white  female  admitted  to  Blue  Ridge  Sanatorium  on 
September  30,  1943.  On  admission  the  x-ray  re- 
vealed a predominantly  exudative  infiltration  in  the 
right  upper  lobe  laterally  between  the  2d  and  3d 
ribs.  Examination  of  the  sputum  on  culture  was 
positive  for  acid  fast  bacilli.  Diagnosis : Pulmonary 
tuberculosis,  right  lung,  minimal,  active. 

Treatment  initially  was  conservative  with  bed  rest 
only  and  improvement  was  noted  until  June,  1944, 
when  there  was  an  exacerbation  of  the  disease  and 
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the  sputum  examinations  liecame  positive  by  the  con- 
centration method.  Right  artificial  pneumcthorax 
was  instituted  on  July  18,  1944,  and  following  this 
changes  were  noted  suggesting  possildy  some  degree 
of  atelectasis  of  the  right  upjier  lobe.  Good  thera- 
peutic results  were  obtained  from  the  collapse,  thcugli 
it  was  not  an  ideal  anatomical  one  liecause  of  a small 
adhesion  into  the  apex  which  was  not  suitable  for  a 
pneumonol}’sis.  Repeated  examinations  of  the  sputum 
b}-  the  concentration  method  were  negative  and  the 
patient  was  discharged  on  April  7,  1945. 

Right  artificial  pneumothorax  was  continued  and 
in  1947  an  attempt  was  made  to  re-expand  this  lung 
but  this  was  only  partially  successful.  Finall},  in 
1951,  the  procedure  wa-  abandoned  and  the  remain- 
ing pleural  space  filled  with  fluid.  Laminagrams 
in  September  1951  showed  no  evidence  of  cavitation 
but  pronounced  pleural  thickening  was  evident.  The 
patient  was  given  streptomycin,  grams  1.0  with  para- 
aminosalicylic  acid  12  grams  daily,  for  a period  of 
30  days  and  on  November  21,  1951,  had  a decor- 
tication on  the  right  side  with  a right  upper  lobec- 
tomy, as  the  upper  lobe  was  found  completely  atelec- 
tatic. The  post-operative  course  was  uneventful. 

Disciissiou : This  case  illustrates  the  approach  to 
minimal  as  well  as  more  advanced  lesions  approx- 
imately seven  to  ten  years  ago.  Two  danger  signals 
were  presented  in  the  management  of  this  case, 
which  were  the  progressive  atelectasis  of  the  upper 
lobe,  indicating  po-sible  bronchial  disease,  and  a per- 
sistent adhesicn.  Therapeutic  results  were  consid- 
ered more  than  possible  complications. 

Our  approach  to  this  case  today  would  be  a pro- 
longed course  of  streptomycin,  grams  1.0  every  third 
day  with  para-aminosalicylic  acid  12  grams  daily, 
until  the  reversible  disease  had  responded.  After  this 
had  been  accomplished  a preliminary  bronchoscopy 
would  have  been  done,  and,  if  not  contraindicated, 
some  form  of  pulmonary  resection,  possibly  a wedge 
or  segmental,  would  be  performed.  Po^'t-operatively 
the  streptomycin  and  para-aminosalicylic  acid  would 
be  continued  for  a period  of  four  to  six  months. 

This  case  also  illustrates  one  of  the  serious  pleura] 
complications  of  a long-standing  pneumothorax, 
which  required  in  itself  a major  surgical  procedure 
even  though  the  parenchymal  lesion  was  a small  one. 

Phrenic  Nerve  Operation 

Phrenic  nerve  operation  is  a procedure  which  in 


the  past  has  enjoyed  some  popularity  and  has  been 
employed  alone  as  a therapeutic  measure  and  more 
recently  in  conjunction  with  artificial  pneumoperi- 
toneum. 

Seiler  and  Murphy,^^  in  considering  the  perman- 
ence of  the  so-called  temporary  phrenic  nerve  in- 
terruption, have  studied  157  cases  who  received  this 
operation  more  than  one  year  prev'cusly,  and  their 
results  showed  18.5%  with  complete  paralysis  of  the 
diaphragm  and  53.5%  with  partial  or  complete 
paralysi=.  Trimble  et  have  found  that  permanent 
interference  with  the  function  of  the  diaphragm  is 
frequently  an  aftermath  of  the  so-called  temporary- 
nerve  blocks  and  that  the  procedure  is  not  entirely 
innocuous.  They  observed  even  years  after  tem- 
porary operations  had  been  performed  that  the  mus- 
cles of  the  diaphragm  continued  to  show  damage. 
Pinner  et  al.^^  point  out  that  phrenic  paralysis  with 
thoracoplasty  produces  marked  functional  impair- 
ment of  the  lung. 

As  yvill  be  noted  from  Table  I,  since  July. 
1939,  there  has  been  a profound  decrease  in  the 
number  of  phrenic  nerve  operations  done  on  patients 
discharged  from  Blue  Ridge  Sanatorium.  From 
July,  1939,  through  June,  1940,  of  363  discharges 
34  patients  had  phrenic  interruptions,  yvhereas,  from 
July,  1951,  through  June,  1952,  only  5 patients  in 
419  discharges  had  this  operation. 

To  summarize,  the  factors  playing  a part  in  the 
decline  in  the  u^e  of  phrenic  nerve  interruption  are 
as  folloyvs: 

1.  The  high  percentage  of  persistent  permanent 
or  partial  paralysis  of  the  diaphragm  yvith  the  so- 
called  temporary  operation.  This  is  most  undesir- 
able, particularly  if  a thoracoplasty  is  indicated.  In 
the  event  of  development  of  contralateral  disease  the 
indicated  therapy  may  be  interfered  with. 

2.  Where  complete  or  partial  paralysis  persists, 
bronchial  drainage  is  definitely  impaired. 

.Although  there  mav  be  rare  indications  for  phrenic 
nerve  crush  in  conjunction  yvith  pneumoperitoneum, 
yve  are  impressed  with  its  hazards,  as  stated  in  the 
foregoing  paragraph;  and,  moreover,  yve  believe  that 
loyver  lobe  disease,  which  is  the  most  frequent  indi- 
cation for  pneumoperitoneum  with  added  phrenic 
crush,  is  usually  better  treated  by  resection. 

Pneumoperitoneum 

In  recent  years  artificial  pneumoperitoneum  has 
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gained  in  popularity.  Crenshaw  and  Gross^®  state 
that  pneumoperitoneum  is  not  a competitive  treat- 
ment to  artificial  pneumothorax  but  the  indications 
for  pneumothorax  have  narrowed  so  much  that  pneu- 
moperitoneum is  the  principal  temporary  collapse 
procedure.  They  do  not  consider  this  particularly 
suitable  for  minimal  cases  nor  those  with  predom- 
inantly tibrotic  lesions.  Of  560  cases  reported,  246 
were  considered  succ?ssfully  treated  by  this  j^rocedure 
alone. 

Crow  and  WhelcheP®  point  out  the  low  incidence 
of  complications  with  artificial  pneumoperitoneum. 
In  546  patients,  serious  complications  were  encoun- 
tered in  only  5 (0.99?).  Elliott  and  Blair^'  have 
found  in  over  10,000  pneumoperitoneum  refills  no 
cases  have  been  discontinued  because  of  complications 
directly  attributable  to  the  procedure. 

Mitchell  et  al.}^  in  reviewing  the  results  in  710 
cases  of  pneumoperitoneum  show  satisfactory  results 
in  57%  of  the  white  and  379?  of  the  colored  patients 
with  advanced  pulmonary  tuberculosis  not  amenable 
to  other  accepted  forms  of  collapse  therapy.  Stein, 
in  an  extensive  review  of  the  literature,  has  con- 
cluded from  his  study  that  S.6%  of  the  individuals 
taking  pneumoperitoneum  will  develop  complications 
sufficiently  serious  to  make  continuation  of  therapy 
impossible. 

Table  I shows  an  increase  since  1949  in  the  num- 
ber of  patients  discharged  from  Blue  Ridge  Sana- 
torium receiving  artificial  pneumoperitoneum,  though 
the  peak  was  reached  from  July,  1950,  through  June, 
1951,  when  69  patients  out  of  450  discharges  were 
receiving  this  procedure.  The  decline  from  July, 
1951.  through  June,  1952,  can  be  accounted  for  be- 
cause pneumoperitoneum  was  discontinued  in  a num- 
ber of  cases  and  other  more  permanent  procedures 
instituted.  The  increased  popularity  of  pneumoperi- 
toneum is  due  to  the  following ; 

1.  It  is  a reversible  procedure. 

2.  The  incidence  of  serious  complications  is  low. 

3.  The  procedure  has  definite  therapeutic  value, 
particularly  in  extensive  bilateral  disease  unsuited 
for  other  types  of  collapse  therapy. 

4.  It  can  be  used  as  a temporary  measure  in  pre- 
paring patients  for  more  definitive  surgical  pro- 
cedures. 

In  our  experience  pneumoperitoneum  is  frequently 
not  sufficient  in  itself  to  properly  treat  the  average 


case  of  tuberculosis.  It  is  most  effective  in  light 
disseminated  lesions  in  the  mid  and  lower  lung 
fields.  Cavities  rarely  close  as  a result  of  pneumo- 
peritoneum. Residual  cavitar}'  lesions  are  better 
treated  by  resection  or  thoracoplasty  when  possible. 

Case  Report 

Case  T.  D.  P.:  The  patient  was  a thirty-four 
year  old  white  male  who  was  admitted  to  Blue  Ridge 
Sanatorium  on  October  20,  1950.  On  admission 
the  x-ray  revealed  fibro-exudative  disease  throughout 
the  right  lung  with  cavitation  above  the  anterior  3d 
rib.  There  was  also  a predominantly  exudative  in- 
filtration fanning  out  from  the  root  zone  in  the  left 
lung.  Sputum  examinations  were  positive  for  tu- 
bercle bacilli  by  the  direct  method. 

Artificial  pneumoperitoneum  was  instituted  on 
November  20.  1950,  and  this  was  continued  until 
May,  1951.  Streptomycin,  grams  1.0  dail}',  was 
given  from  October  27  to  November  26,  1950.  Good 
clinical  and  x-ray  improvement  was  obtained  and  in 
May  and  June,  1951,  a two-stage  (7  rib)  thoraco- 
plasty was  performed  on  the  right  side.  His  course 
following  operation  was  uneventful  and  he  was  dis- 
charged on  September  28,  1951.  Sputum  examina- 
tions prior  to  discharge  were  repeatedly  negative  for 
acid  fast  bacilli  by  the  concentration  method. 

The  patient  was  last  seen  in  April,  1952,  when 
he  was  continuing  to  progress  satisfactorily  both 
symptomatically  and  from  an  x-ray  standpoint. 
Sputum  examinations  at  that  time  by  the  concen- 
tration method  were  negative  for  acid  fast  bacilli. 

Discussion:  This  case  illustrates  the  use  of  ar- 
tificial pneumoperitoneum  in  preparation  for  some 
other  procedure.  With  pneumoperitoneum  the  dis- 
ease in  the  left  lung  improved  to  the  point  where  the 
right  upper  thoracoplasty  could  be  performed.  Ther- 
apy in  this  case  was  satisfactory,  though  today  this 
individual  would  have  received  a prolonged  course 
of  streptom3'cin,  grams  1.0  every  third  day  with 
para-aminosalicylic  acid  12  grams  daily  divided  into 
three  doses. 

Thoracoplasty 

Thoracoplasty  has  been  and  still  is  recognized  as 
a most  satisfactory  type  of  permanent  collapse  in 
properly  selected  cases.  Guthiel  et  al.'^  report  on 
254  thoracoplast}'  cases  two  to  ten  years  after  the 
operation  and  state  193  of  these  had  their  disease 
controlled  by  this  procedure;  163  (64. 19^  ) were  well 
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and  working.  A late  reactivation  of  disease  took 
place  in  5 patients  (1.9%).  The  type  of  disease 
collapsed  did  not  alter  the  result,  though  the  poorest 
results  ■ were  obtained  with  the  so-called  destroyed 
lung. 

Hagn-Meincke,^^  in  reporting  on  420  thoracoplasty 
cases,  found  when  the  operative  material  was  selected 
from  a group  of  good  “chronics”  a recovery  of  more 
than  60%  is  obtained  as  against  20%  to  25%  by 
conservative  treatment.  His  operative  mortality  was 
3%.  Douglass, in  reviewing  the  late  results  of 
thoracoplasty  in  102  cases  operated  on  for  parenchy- 
mal disease  after  a five-year  follow-up,  states  69, 
or  68.6%,  obtained  good  results.  Dieffenbach  and 
Crecca,22  in  analyzing  100  consecutive  cases  of  tho- 
racoplasty, found  no  operative  mortality.  71%  be- 
came arrested  and  all  of  these  patients  were  working 
or  able  to  work.  Thirteen  patients  died  from  pro- 
gression of  their  disease. 

In  studying  the  end-results  of  thoracoplasty  with 
a control  group,  Freedlander  and  Wolpaw2‘‘  report 
on  85  thoracoplasties  and  58  patients  who  refused 
operation.  The  course  of  most  of  the  control  group 
was  unfavorable,  35%  becoming  worse  within  one 
to  four  )^ears  and  26%  died.  10%  of  the  group  be- 
came closed  as  compared  to  57%  with  thoracoplasty. 
O’Brien  et  in  reporting  on  511  patients  with 
thoracoplasty,  found,  of  the  296  patients  at  home, 
224  were  working  or  able  to  work.  Cavity  closure 
with  conversion  of  the  sputum  after  one  year  was 
accomplished  in  81.65%  of  the  patients.  In  a study 
of  56  consecutive  cases,  Goldman,  et  show  39, 
or  70%,  arrested  with  4,  or  7%  dead.  Dolley  et  alP 
evaluated  the  results  from  fourteen  American  clinics 
in  1,636  cases  and  concluded  that  the  prognosis  of  the 
far  advanced  case  of  tuberculosis  is  much  improved 
with  thoracoplasty. 

As  will  be  noted  in  Table  I,  only  25  thoracoplas- 
ties were  performed  on  the  363  patients  discharged 
from  Blue  Ridge  Sanatorium  from  July,  1939, 
through  June,  1940.  Since  1948,  however,  the  num- 
ber of  patients  operated  on  each  year  has  remained 
fairly  constant.  At  one  time  this  operation  was 
used  most  often  as  a last  resort  when  other  procedures 
had  failed,  and  this  resulted  in  many  bad  risks. 
As  the  indications  for  this  procedure  have  broadened, 
the  re.sults  have  been  much  better  and  the  future  of 
the  patient  has  become  more  secure. 

Thoracoplasty  is  particularly  suitable  in  diffuse 


upper  lobe  lesions,  peripherally  situated  for  the 
most  part.  Cavities,  if  present,  should  be  small  and 
preferably  2 cm.  or  less  in  diameter.  More  extensive 
disease  is  probably  better  treated  by  lobectomy.  We 
favor  either  segmental  or  wedge  resection,  when  pos- 
sible, for  the  more  localized  lesion  in  preference  to 
thoracoplasty. 

Pulmonary  Resection 

On  the  basis  of  the  present  available  data,  the 
evaluation  of  resection  in  the  treatment  of  pulmonary 
tuberculosis  is  impossible.  The  earlier  opera- 
tions done  were  without  the  use  of  streptomycin  and 
para-aminosalicylic  acid,  and  it  has  now  become  an 
established  fact  that  adequate  pre-operative  and  post- 
operative treatment  with  these  drugs  is  extremely 
important  in  obtaining  more  satisfactory  results. 

Sive  et  reporting  on  84  resections  for  pul- 
monary tuberculosis,  note  that  54  patients  had  sat- 
isfactory results,  while  21  had  unsatisfactory  results 
and  9 died.  The  immediate  surgical  mortality  was 
2.4%.  In  a follow-up  of  the  75  survivals  one  to 
four  years  later,  60  had  negative  sputums.  The 
poorest  results  were  obtained  in  the  Negro  race,  in 
those  with  large  tension  cavities,  and  those  resistant 
to  streptomycin. 

In  considering  resections  versus  thoracoplasty  in 
the  treatment  of  pulmonary  tuberculosis,  Beatty 
et  alP  had  a very  high  mortality  (20.4%)  in  93 
resections.  However,  of  the  74  patients  who  survived, 
a sputum  conversion  was  obtained  in  91.9%.  These 
authors  explain  the  high  mortality  on  the  basis  that 
most  patients  coming  to  operation  were  poor  opera- 
tive risks  and  that  the  resections  were  done  as  a last 
resort.  Also,  streptomycin  was  not  available  for  all 
patients.  In  an  analysis  of  426  patients  subjected 
to  437  pulmonary  resections.  Overholt  et  alP  dem- 
onstrate a reduction  in  total  post-operative  complica- 
tions where  streptomycin  was  used.  Of  336  living 
patients,  302  (89%)  were  well  with  negative  sputum. 
Forsee  et  alP  rep>ort  2 deaths  among  94  patients 
on  whom  lobectomy  had  been  performed  for  pulmon- 
ary tuberculosis  and  an  early  and  late  mortality  of 
4%  on  124  patients  with  various  types  of  resections. 
Day  et  al.p  however,  found  a fairly  high  incidence 
of  complications  in  a series  of  202  patients  consisting 
of  98  lobectomies  and  104  pneumonectomies.  Of 
this  group  13%  had  broncho-pleural  fistulae  with 
empyema  while  14%  of  the  lobectomies  and  10.5% 
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of  the  pneumonectomies  had  post-operative  spreads. 
An  early  and  late  mortality  rate  of  12.4%  was  noted. 

Sweet, likewise,  had  rather  discouraging  results, 
reporting  on  a two-year  follow-up  of  54  patients 
surviving  lobectomy  and  pneumonectomy.  Of  this 
group  only  19  remained  well,  19  patients  dying  as 
a result  of  progression  of  disease.  The  best  results 
were  obtained  with  the  pneumonectomies.  Moore 
et  in  reviewing  the  American  literature  on  pul- 
monary resections  up  to  1948,  reported  rather  dis- 
couraging results.  Murphy  and  Becker,*®  in  study- 
ing a group  of  100  patients  who  had  resections  for 
tuberculosis  and  were  observed  for  a three  to  six  year 
period,  report  results  superior  to  thoracoplasty.  Eighty 
patients  were  discharged  and  capable  of  carrying 
on  some  form  of  occupation.  Eighty- five,  or  93.4% 
of  the  living  patients,  had  negative  sputums.  Over- 
holt et  on  the  basis  of  their  results  feel  that 

primary  resection,  especially  when  used  early  in  the 
course  of  the  disease,  is  a very  effective  form  of  treat- 
ment. 

Medlar*’  has  contributed  much  towards  the  justi- 
fication for  removal  of  the  less  extensive  tuberculous 
lesions.  He  states  that  the  smallest  detectable  lesion 
in  tuberculosis  has  the  same  pathologic  components 
present  as  the  disease  of  larger  volume  and  extent. 
He  further  points  out  that  the  most  dangerous  part 
of  the  pathology  of  tuberculosis  is  the  necrotic  pneu- 
monic lesion  which  tends  towards  sloughing  into  the 
connecting  bronchus  and  which  causes  tuberculosis 
to  be  an  unpredictable  disease  with  considerable 
tendency  to  relapse.  Unsatisfactory  results  in  therapy 
often  relate  to  a failure  to  eradicate  the  sluggish, 
persistent,  necrotic  pneumonic  tuberculous  lesion. 

In  5 patients  with  minimal  disease,  each  having 
been  on  bed  rest  for  one  year  plus  four  months  or 
more  of  combined  streptomycin  and  P.A.S.,  Medlar*’^ 
reports  that  necrotic  pneumonic  lesions  were  present 
in  every  specimen  resected.  In  other  specimens  re- 
sected and  studied,  cavity  formation  that  had  become 
lost  to  view  proved  to  be  filled-in  cavities,  often  with 
a demonstrable  patent  bronchial  communication. 
Stable  roentgenographic  shadows  of  several  years’ 
duration  were  found  to  represent  usually  a mixture  of 
scar  formation,  of  unhealed  necrotic  pneumonic  le- 
sions and,  in  some  instances,  lobules  of  non-necrotic 
pneumonia  composed  in  a large  part  of  epithelioid 
tubercles  and  giant  cells. 


In  a study  of  long-term  results  of  spontaneous 
closure  of  tuberculous  cavities,  Meade**  reports  that 
cavities  which  close  on  bed  rest  alone  are,  on  the 
average,  2 cm.  or  less  in  size.  If  closure  is  to  be 
accomplished,  it  usually  takes  place  in  three  to  four 
months  and  about  30%  show  evidence  of  re-opening. 

Table  I shows  there  were  no  resections  in  363 
patients  discharged  from  Blue  Ridge  Sanatorium 
from  July,  1939,  through  June,  1940.  Only  a very 
few  cases,  a total  of  6,  were  among  the  756  patients 
discharged  from  July,  1948,  through  June,  1950. 
Nineteen  patients  with  resections  in  450  discharges, 
however,  left  during  the  year  beginning  July,  1950; 
whereas,  of  419  discharges  from  July,  1951,  through 
June,  1952,  92  patients  had  resections  for  pulmonary 
tuberculosis. 

In  a recent  analysis  of  106  consecutive  pulmonary 
resections  for  tuberculosis  done  on  patients  dis- 
charged from  Blue  Ridge  Sanatorium  between  July,. 
1950,  and  June,  1952,  70%  of  the  individuals  were 
discharged  as  having  arrested  disease.  The  tuber- 
culous fatality  rate  from  progressive  disease  on  the 
106  cases  following  operation  was  2.8%,  with  a non- 
tuberculous  fatality  rate  of  0.9%,  making  a total 
of  3.7%  from  all  causes.  It  is  interesting  to  note 
that  in  these  106  patients,  tuberculous  complications 
were  encountered  three  times  more  often  where  strep- 
tomycin was  not  used. 

These  106  cases  include  the  following: 


1.  Wedge  Resections 25 

2.  Segmental  Resections  16 

3.  Lobectomies  36 

4.  Pneumonectomies  29 


Pulmonary  resection  in  tuberculosis  does  not,  even 
in  slight  lesions,  necessarily  imply  the  eradication 
of  all  disease,  but  it  does  represent  the  removal  of 
the  focus  which  is  most  likely  to  cause  future  diffi- 
culty and  which  would  be  an  important  factor  in 
producing  a relapse.  The  approach  to  satisfactory 
therapy  in  any  case  of  pulmonary  tuberculosis  de- 
pends on  the  proper  immediate  treatment,  and  the 
selection  of  therapy  used  should  not  only  insure  ade- 
quate initial  treatment  but  the  measure  selected 
should  contribute  most  towards  the  future  security 
of  the  patient.  The  more  recent  immediate  results 
in  pulmonary  resection  for  tuberculosis  are  most  en- 
couraging, but  time  will  be  a definite  factor  in  finally 
evaluating  this  approach  to  the  treatment  of  this- 
disease. 
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Bronchoscopy 

Not  too  long  ago  bronchoscopy  was  used  onl\’  prior 
to  major  surgical  procedures  and  when  the  patient 
complained  of  symptoms  or  there  was  evidence  of 
atelectasis  on  the  x-ray  or  physical  signs  of  bronchial 
direase  were  definite. 

Today  bronchoscopy  is  frecpently  employed;  in- 
deed, some  have  advocated  routine  bronchoscopy  in 
established  tuberculosis.  It  has  been  surprising,  to  say 
the  least,  to  find  bronchial  disease,  sometimes  ex- 
tensive, associated  with  slight  parenchymal  lesions 
with  the  total  absence  of  symptoms  and  signs  or 
x-ray  findings  suggesting  bronchial  disease. 

We  have  been  impressed  with  the  great  safety  of 
bronchoscopy  in  active  tuberculosis.  \\’e  have  not 
observed  a single  instance  of  definite  spread  or  ex- 
acerbation of  disease  following  a bronchscopy. 

Bronchoscopic  findings  are  indispensable  in  plan- 
ning the  most  desirable  form  of  treatment  and  in 
avoiding  real  dangers.  For  example,  pneumoperi- 
toneum and  pneumothorax  may  be  hazardous  in  the 
presence  of  significant  bronchial  disease.  The  same 
obviously  applies  to  thoracoplasty  and  resection. 

Because  of  limited  facilities  and  personnel,  we  have 
been  unable  to  carry  out  routine  bronchoscopy;  but, 
nevertheless,  we  recognize  its  real  importance  in 
sanatorium  practice.  As  is  noted  in  Table  I,  in  363 
discharges  from  July,  1939,  through  June,  1940, 
only  7 bronchoscopies  were  carried  out;  whereas,  of 
419  patients  discharged  from  Blue  Ridge  Sanatorium 
from  July,  1951,  through  June,  1952,  179  had 
bronchoscopies. 

Streptomycin  and  Para-Axiinosalicylic  Acid 

Streptomycin  was  discovered  in  1944,  but  was  not 
widely  used  clinically  until  1947.  Attention  im- 
mediately centered  on  a suitable  dosage  regime  which 
would  minimize  the  emergence  of  resistant  tubercle 
bacilli  in  the  sputum,  and  the  manifestations  of  drug 
toxicity.  The  120-day  courses  consisting  of  1.0  or 
2.0  grams  daily  were  highly  effective  therapeutically, 
but  were  associated  with  a very  high  incidence  of 
undesirable  side  effects.  The  shorter  courses  of  30 
grams  and  45  grams,  1.0  gram  daily,  were  less  ef- 
fective therapeutically,  but  undesirable  aspects  of 
treatment  were  lessened.®®’^’^^  It  was  later  found 
that  intermittent  dosage  consisting  of  1 .0  gram  every 
third  day  for  120  days  was  the  most  ideal  in  every 

way.^2 


With  the  introduction  of  P.A.S.  in  1946'**  com- 
bined therapy  with  intermittent  streptomycin  and 
P.A.S.  became  more  popular.  Numerous  reports 
have  shown  that  the  incidence  of  emergence  of  re- 
sistant organisms  in  the  sputum  is  less  than  5%. 
Toxic  manifestations  are  low.  Therapeutic  effective- 
ness is  at  its  maximum,  as  evidenced  by  a 50%  con- 
version of  the  sputum  to  negative  by  culture,  80%  to 
90%  improvement  in  x-ray,  and  80%  to  90%  im- 
provement in  clinical  symptoms. D’Esopo^®  ob- 
serves similar  findings  in  a small  number  of  patients 
treated  continuously  from  eighteen  months  to  two 
years. 

D’Esopo*®  also  found  that  smears  of  lesions  re- 
sected in  these  patients  frequently  disclosed  bacilli 
but  they  could  not  be  cultured  and  it  was  impossible 
to  reproduce  the  typical  tuberculous  disease  in  guinea 
pigs.  Medlar*'  observed  similar  findings  in  a study 
of  resected  lesions  from  patients  who  had  been  treated 
with  combined  intermittent  streptomycin  and  P.A.S. 
for  a period  of  from  four  months  to  a year.  It  is 
natural  to  conclude  that  some  profound  change  has 
taken  place  in  the  biological  characteristics  of  the 
organism.  Are  the  organisms  killed?  This  is  a ques- 
tion which  remains  to  be  answered. 

The  trend  today  is  to  continue  treatment  with  strep- 
tomycin, 1.0  gram  every  third  day  with  P.A.S.  12 
grams  daily,  indefinitely  if  necessary  or  until  definitive 
treatment  has  been  completed.  We  feel  that  when- 
ever drug  therapy  is  indicated,  a course  should  cover 
a minimum  period  of  eight  to  twelve  months. 

It  can  be  said  that  combined  streptomycin  and 
P.A.S.,  particularly  the  prolonged  courses,  have  been 
highly  effective  in  the  general  treatment  of  tuber- 
culosis. No  other  single  advance  in  treatment  has 
contributed  as  much  to  the  safe  application  of  ex- 
cisional  surgery  in  particular. 

Summary 

On  the  basis  of  the  collapse  therapy  with  surgical 
and  other  procedures  employed  on  patients  discharged 
from  Blue  Ridge  Sanatorium  from  July,  1939, 
through  June,  1952,  the  recent  trends  in  the  treatment 
of  pulmonary  tuberculosis  have  been  presented.  The 
most  obvious  recent  trend  has  been  toward  pulmonary 
resection  and  combined  long  term  administration  of 
streptomycin  and  P.A.S.  A decline  in  artificial 
pneumothorax  and  temporary  phrenic  operation  is 
definitely  evident.  Pneumoperitoneum  is  the  tern- 
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porary  collapse  procedure  of  choice  in  our  experience. 

An  attempt  has  been  made  to  justify  the  rationale 
for  the  newer  methods  of  treatment,  chiefly  pulmonary 
resection,  but  we  are  aware  of  the  fact  that  additional 
time  must  elapse  for  more  thorough  evaluation. 
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NBC  to  Carry  Health  Series. 

.\nother  series  of  health  education  radio  programs 
will  be  presented  th  s year  by  the  .American  Medical 
.Association  in  cooperation  with  the  National  Broad- 
casting System.  The  series  entitled  “Medicine, 
US.A — 1953”  will  be  broadcast  from  New  York  on 
si.x  successive  Saturdays,  beginning  March  21  and 
running  through  .April  25,  from  8:30  to  9 p.m.,  EST. 
Subjects  include:  problems  of  aging,  arthritis,  prob- 
lems of  deafness,  anesthesia,  rural  health,  and 
exceptional  children.  State  and  county  medical  so- 
cieties are  urged  to  encourage  local  stations  to  carry 
the  ser  es. 

PR  Aid— “Your  Doctor”  Film. 

Tops  on  the  list  of  1953  public  relations  aids  for 
medical  societies  is  the  “Your  Doctor”  film.  Local 


societies  are  urged  to  continue  its  promotion  through 
two  channeh — (1)  encourage  commercial  theaters 
to  book  the  film  through  RKO-Radio  Pictures;  (2) 
arrange  showings  of  the  16mm  version  to  all  segments 
of  the  community. 

In  most  areas,  a brief  announcement  of  the  avail- 
ability of  “A' our  Doctor”  wdl  stimulate  a continuing 
demand.  The  16mm  version  can  be  booked  in  two 
ways.  The  .AMA  has  arranged  for  Modern  Talking 
Picture  Service  to  handle  orders  throughout  the  coun- 
try. Only  charge  is  for  postage  and  insurance.  The 
second  booking  method  is  through  state  and  county 
societies.  Individual  prints  may  be  secured  at  $70 
per  copy  from  RKO-Rad  o Pictures  and  requests 
filled  by  society  offices.  Purchase  16mm  prints  from 
Mr.  .Arthur  M.  Good,  RKO-Radio  Pictures,  1270 
.Avenue  of  the  .Americas,  New  A'ork,  N.  Y. 
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CHOLECYSTECTOMY  AS  EMPLOYED  FOR  THE  TREATMENT 
OF  ACUTE  AND  CHRONIC  CHOLECYSTITIS  AND 
CHOLELITHIASIS* 


John  D.  Adams,  M.D., 

and 

J.  P.  Cary,  M.D., 

Clifton  Forge,  Virginia 


The  management  of  acute  cholecystitis  remains  a 
fairly  controversial  subject  after  many  years  of  gen- 
eral interest  in  the  problem  and  many  studies  reported 
in  the  literature.  In  general  it  may  be  said  that 
there  are  two  schools  of  thought  on  the  manner  of 
treatment  preferred.  One  group  urges  early  opera- 
tion as  soon  as  the  diagnosis  is  assured  with  chol- 
ecystectomy the  procedure  of  choice.  The  other 
group  favors  conservative  management  of  the  acute 
case  during  the  early,  stormy  stage  and  elective  sur- 
gery later.  A third  group  may  be  said  to  exist  who 
profess  to  “individualize”  each  case  and  may  follow 
the  course  of  action  just  described  according  to  the 
duration  of  the  symptoms,  the  severity  of  the  disease 
and  the  age  of  the  patient. 

It  is  not  our  intention  to  introduce  any  new  or 
radical  ideas  of  therapy,  but  merely  to  present  a 
series  of  cases  of  acute  cholec}  stitis  treated  at  the 
C.  & O.  Hospital  of  Clifton  Forge,  Va.,  over  the  years 
1943  to  1951,  inclusive.  One  hundred  and  fifty- 
one  cases  of  acute  cholecystitis  are  presented  and  con- 
trasted with  395  cases  of  chronic  cholecystitis  en- 
countered over  the  same  period  of  time.  This  report 
differs  from  those  of  the  larger  in  titutions  in  that 
all  cases  have  been  under  the  direction  of  one  sur- 
gical service,  rather  than  several  different  services 
of  necessarily  varying  convictions.  Early  operation 
has  been  uniformly  employed  for  acute  cholecystitis 
and  cholecystectomy  has  been  performed  in  all  but 
two  cases. 

Of  the  reported  cases,  144  were  white  and  7 col- 
ored; 94  were  females  and  57  males.  Ages  ranged 
from  17  to  84  years — (Figure  1).  The  largest 
number,  forty-five,  were  between  60  and  69  years  of 
age.  There  were  2 under  20  years,  9 from  20  to  29 
years,  20  frcm  30  to  39  years,  26  from  40  to  49 
years,  23  from  50  to  59  years,  23  from  70  to  79 
years  and  3 from  80  to  89  years. 

The  most  common  symptom  has  been  typical  right 
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upper  quadrant  pain  radiating  to  the  right  sub- 
scapular region,  this  being  reported  by  123  patients. 
Left  upper  quadrant,  lower  quadrant  or  chest  pain 
was  termed  atypical  and  was  noted  in  23  cases. 
Nausea  was  a complaint  in  113  cases,  vomiting  in 
102  and  jaundice  in  14.  Tenderness  in  the  right 
upper  quadrant  was  the  most  common  sign  and  was 
encountered  in  140  instances.  Muscle  spasm  in  the 
right  upper  quadrant  was  recorded  59  times  and  a 
mass  was  palpable  in  the  gall  bladder  region  in  54 
patients.  Jaundice  was  clinically  obvious  and  re- 
corded only  seven  times. 

Fifty-five  patients  had  an  admission  temperature 
over  100  degrees,  56  had  temperatures  ranging  from 
normal  to  100  degrees  and  40  had  normal  tempera- 
tures. An  icteru-  index  above  12  was  obtained  in 
36  instances  between  6 and  12  in  82  and  less  than 
6 in  33.  Seventy-seven  patients  had  white  blood 
counts  exceeding  10,000  and  113  patients  had  a 
polymorphonuclear  leukocyte  count  over  — (Fig- 

ure 2). 

Radiologically  speaking,  there  were  63  non-func- 
ticning  gall  bladders  with  stones.  Poor  function 
was  reported  in  five  cases  and  one  cholecystogram 
was  normal.  Sixty-two  patients  were  not  X-rayed 
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ACUTE  CASES 

Temperature  Range 

Above  100  degrees  F 35.8% 

98.6  degrees  to  100  degrees  F 35.9% 

Normal  28.3% 

White  Blood  Count 

.'\bove  10,000  50.9% 

Below  10,000  49.1% 

Polymorphonuclear  Leukocytes 

Over  75% 74.8% 

Under  75%  25.2% 

Pathological  Diagnosis 

Acute  Cholecystitis  with  chronic  changes 68.2% 

Empyema  and  Gangrene --  31.8% 


Figure  2. 

becau?e  of  nausea  and  vomiting  or  because  of  clinical 
certainty  of  the  diagnosis.  The  admitting  officer’s 
clinical  impression  was  acute  cholecystitis  in  67  in- 
stances, gall  bladder  disease  of  other  type  or  phase 
in  67,  and  other  diseases  in  17.  Among  the  initial 
clinical  errors,  peptic  ulcer  disease  and  coronary 
occlusion  were  most  frequently  diagnosed. 

The  pathologist  in  each  case  reported  acute  chole- 
cystitis, the  diagnosis  being  based  upon  the  accepted 
features  of  edema,  submucosal  hemorrhage,  hypere- 
mia, and  in  the  more  severe  cases  leukocytic  infiltra- 
tion, necrosis  and  gangrene.  Empyema  and  gangrene 
were  reported  in  48  cases,  and  acute  cholecystitis 
with  chronic  changes  was  the  diagnosis  in  the  re- 
maining 103.  No  “clinically  acute”  cases  w’ere  in- 
cluded without  histologic  confirmation. 

The  average  duration  of  acute  symptoms  on  ad- 
mission w’as  five  days.  The  average  hospital  day 
upon  which  surgery  was  performed  was  4.5.  Ochs- 
ner  in  an  analysis  of  468  cases  of  acute  cholecystitis 
pointed  out  that  in  his  judgment  the  optimum  time 
for  surgical  intervention  w'as  within  the  first  72  hours 
or  later  than  10  days.  The  case  fatality  rate  in  his 
series  operated  upon  between  4 and  10  days  was  ap- 
preciably greater  than  those  operated  early.  One 
hundred  of  our  cases  were  operated  in  less  than  four 
days.  It  was  also  noted  that  the  chronicity  of  symp- 
toms in  Ochsner’s  cases  w'as  correlated  with  an  in- 
crease in  case  morbidity  and  fatality,  as  is  proven  in 
our  series. 

Cholecystectomy,  usually  combined  with  appendec- 
tomy, was  performed  in  149  cases  and  choledocho- 
lithotomy  was  added  in  20  instances  in  which  common 
duct  stones  w'ere  also  present.  Cholecystotomy  was 
employed  only  tw'O  times — 1.3%. 


In  comparing  the  151  acute  cases  with  395  cases 
of  chronic  cholecystitis  operated  during  the  jieriod 
of  study,  the  following  is  noted : the  overall  surgical 
mortality  in  the  acute  cases  w'as  3.3%  and  in  the 
chronic  cases  1.7%.  Morbidity  (defined  as  post-op- 
erative temperature  over  100  degrees)  in  acute  cases 
averaged  1.9  days  and  in  the  chronic  cases  also 
1.9  days.  Post-operative  hospital  stay  averaged  12 
days  in  the  acute  cases  and  10.5  days  in  the  chronic 
cases — (Figure  3 ) . 


ACUTE  CASES 
Post-Operative  Results 

Mortality:  acute  cases 3.3% 

chronic  cases  1.7% 

Morbidity:  acute  cases  1.9  days 

chronic  cases  1.9  days 

Hospital  Stay  Post-Operatively : 

acute  cases  12  days 

chronic  cases  10.5  days 

Figure  :?. 


Surgical  complications  developed  in  the  acute 
cases  in  7.3%.  There  were  five  instances  of  femoral 
thrombophlebitis,  four  of  w'ound  dehisence,  and  one 
of  hemorrhage  from  the  operative  site  necessitating 
re-operation.  Complications  of  the  chronic  cases, 
occurring  in  5.6%,  consisted  of  femoral  thrombo- 
phlebitis in  four,  wound  dehisence  in  eight,  pneu- 
monia in  six  and  one  each  for  the  following:  sub- 
diaphragmatic  abscess  requiring  drainage,  cerebral 
thrombosis,  acute  pancreatitis,  and  appendiceal 
stump  abscess  in  a case  combined  wdth  appendectomy. 

Late  sequelae  in  the  acute  cases  consisted  of  four 
instances  of  subsequent  choledocholithotomy,  an  in- 
cidence of  2.6%.  Following  choledocholithotomy 
these  patients  have  remained  w'ell.  Among  the  chronic 
cases  1 .3  % were  re-operated  for  common  duct  stones 
and  in  one  of  these  cases  an  intraperitoneal  abscess 
and  benign  stricture  of  the  common  duct  were  en- 
countered. 

The  causes  of  death  in  the  fatal  cases  were  as 
follows:  in  the  acute  cases  there  was  one  “anes- 
thetic” death  in  the  operating  room  at  the  comjiletion 
of  surgery  and  there  were  three  deaths  from  cerebral 
embolism,  two  of  which  had  chronic  heart  disease 
and  one  had  femoral  thrombophlebitis  with  a patent 
foramen  ovale.  There  was  also  one  death  from  heart 
failure,  bilateral  effusion  and  wound  dehisence — 
(Figure  4).  One  death  among  the  acute  cases  fol- 
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ACUTE  CASES 

Causes  of  Death 

1.  One  death  in  operating  room  (anesthetic  death) 

2.  Three  deaths  from  cerebral  embolism 

a.  Two  had  chronic  heart  disease 

b.  One  had  femoral  thrombophlebitis  with  patent 
foramen  ovale 

3.  One  death  from  heart  failure,  bilateral  pleural  ef- 
fusion and  wound  dehisence  (a  cholecystostomy  case) 

Figure  4. 

lowed  one  of  the  two  cholecystostomies.  Among  the 
chronic  cases  there  was  one  death  due  to  each  of 
the  following  causes : cerebral  thrombosis,  acute  post- 
operative pancreatitis,  uremia  and  peritonitis  fol- 
lowing re-exploration  of  the  common  duct. 

Increased  mortality  and  increased  technical  diffi- 
culty encountered  are  probably  the  most  common  ob- 
jections offered  to  early  definitive  surgery  in  acute 
cholecystitis.  The  mortality  of  3.3%  in  this  small 
series  compares  with  tliat  previously  reported  for 
surgical  treatment  in  the  acute  phase,  such  as  the 
2.7%  in  697  cases  of  Heuer  and  Gleim,  the  6.2% 
in  the  127  cases  of  Root  and  Priestly,  and  the  5.3% 
in  the  320  cases  of  McClure  and  Fallis.  In  regard 
to  the  mortality  of  this  series  it  should  be  noted  that 
71  patients,  or  almost  50%,  were  over  60  years  of 
age,  thus  being  in  the  group  inevitably  associated 
with  higher  mortality.  It  should  be  remarked  also 
that  cholecystotomy,  which  in  all  reports  carries  a 
higher  mortality  due  chiefly  to  poor  risk  selection, 
was  employed  only  twice  in  this  series,  one  of  which 
terminated  fatally.  Of  interest  is  the  fact  that  only 
one  of  the  deaths  detailed  above  was  attributable 
directly  to  the  disease  at  hand.  There  is  no  question 
that  operation  is  more  difficult  during  the  acute  phase 
of  cholecystitis  due  to  the  intense  inflammation,  but 
it  was  p)ossible  to  perform  cholecystectomy  in  149 


of  the  151  cases  of  this  series  and  to  add  chole- 
docholithotomy  to  20  cases  in  which  it  was  indicated. 
The  incidence  of  early  and  late  complications  was 
slightly  higher  in  the  acute  cases  than  in  the  chronic 
ones  as  shown  above ; but  the  morbidity  was  precisely 
the  same  and  the  post-operative  hospital  stay  not 
significantly  different.  It  is  believed  that  the  early 
resolution  of  the  pathologic  process,  the  prevention 
of  disastrous  complications  associated  with  gangrene 
and  rupture,  and  sparing  the  patient  weeks  of  suf- 
fering and  disability  justify  the  employment  of  early 
definitive  surgery  in  acute  cholecystitis. 

Summary 

The  management  of  151  cases  of  acute  cholecystitis 
observed  over  the  nine  year  period  from  1943  to  1951 
inclusive  has  been  discussed,  all  cases  being  diag- 
nosed finally  by  histologic  examination.  The  total 
number  of  cases  were  operated  early  in  the  acute 
phase  and  all  but  two  had  cholecystectomy.  To  chol- 
ecystectomy, choledocholithotomy  was  added  in  20 
instances  and  cholecystotomy  was  employed  only 
twice.  The  group  of  acute  cases  was  contrasted  with 
395  chronic  cases  operated  during  the  same  period 
of  time.  It  is  our  belief  that  early  definitive  surgery 
is  the  treatment  of  choice  for  acute  cholecystitis. 
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. At  first  glance  it  would  appear  unnecessary  to  dis- 
cuss the  use  of  the  tuberculin  test  before  this  au- 
dience. On  the  other  hand,  it  often  pays  to  review 
certain  subjects  which  have  been  known  for  so  long 
that  they  are  actually  in  danger  of  being  forgotten 
and  relegated  to  the  past.  Dr.  John  F.  Briggs  refers 
to  the  tuberculin  test  as  “The  Forgotten  Test”. 
There  is  a surprisingly  large  number  of  physicians 
who  think  of  the  tuberculin  test  as  a procedure  used 
only  by  epidemiologists  and  who  never  consider  it 
as  an  aid  in  the  routine  practice  of  medicine. 

In  the  practice  of  medicine  the  tuberculin  test  is 
of  great  value  in  the  differential  diagnosis  of  tuber- 
culosis. In  this  connection,  in  adults,  a negative 
reaction  has  considerably  more  significance  than  a 
positive  one.  On  the  other  hand,  in  children,  par- 
ticularly under  the  age  of  two,  a positive  test  has 
considerably  more  significance  than  in  adults.  In 
the  presence  of  such  conditions  as  obscure  fevers, 
pulmonary  lesions  which  may  or  may  not  resemble 
“typical”  tuberculous  lesions,  renal  infections  of 
uncertain  etiology — and  so  on — a negative  tuberculin 
reaction  for  all  practical  purposes  rules  out  tuber- 
culosis as  the  etiology.  Under  similar  circumstances 
a positive  test  has  no  diagnostic  significance  unless 
it  is  known  that  the  individual  has  become  tuberculin 
positive  more  or  less  coincident  with  development  of 
symptoms.  It  has  been  reported  that  false  negative 
tests  may  be  obtained  during  the  course  of  certain 
acute  infections,  such  as  measles  and  influezna,  dur- 
ing the  latter  part  of  pregnancy  and  in  some  cases 
of  terminal  tuberculosis.  These  reactions  are  un- 
common and  repeated  testing  under  these  circum- 
stances will  almost  always  give  positive  reactions  if 
tuberculosis  is,  or  has  been,  present. 

As  an  epidemiologic  tool  the  tuberculin  test  offers 
the  only  practical  means  of  determining  the  incidence 
of  tuberculosis  in  a given  group.  The  incidence  of 
positive  reactors  in  the  general  population  is  steadily 
decreasing.  As  the  incidence  of  positive  reactors 
falls,  the  positive  test  becomes  more  and  more  sig- 
nificant. 

•Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  at  Richmond,  September  28 — October  1,  1952. 


Finally,  we  use  the  tuberculin  test  to  determine 
candidates  for  BCG  vaccination  and,  following  vac- 
cination, to  determine  the  potency  of  the  vaccine. 

Cohen  stresses  the  importance  of  correctly  admin- 
istering and  accurately  interpreting  the  test  if  it  is 
to  be  of  value. 

The  Mantoux  or  intradermal  test  is  the  method  of 
choice  at  least  for  routine  use.  The  Vollmer  patch 
test  is,  perhaps,  more  practical  for  large  scale  test- 
ing,but  non-reactors  to  the  patch  test  should  be  tested 
intradennally  before  they  are  classed  as  tuberculin 
negative.  The  intradermal  test  can  be  performed 
with  either  Old  Tuberculin  (OT)  or  with  PPD. 
Old  Tuberculin  is  made  by  boiling,  filtering  and  con- 
centrating a bouillon  culture  of  human  tubercle 
bacilli  and  is  supplied  commercially  undiluted  with 
accompanying  diluent  and  instructions  for  preparing 
proper  dilutions.  Though  there  is  some  disagreement 
on  this  subject,  it  is  generally  believed  that,  follow- 
ing dilution.  Old  Tuberculin  does  not  lose  a sig- 
nificant degree  of  potency  over  a one  month  period  if 
kept  under  refrigeration  at  40°F.  Standard  practice 
is  to  test  the  individual  first  with  0.01  mgm.  of  O.T. 
(0.1  cc.  of  a 1:10,000  dilution),  injecting  the  ma- 
terial intradermally  on  the  flexor  surface  of  the 
forearm.  Properly  done,  such  an  injection  will 
produce  a wheal  7-8  mm.  in  diameter.  The  test 
should  be  read  in  48  and  72  hours,  a positive  re- 
action consisting  of  induration  and  edema  of  not 
less  than  5 mm.  in  diameter  with  or  without  ery- 
thema. If  there  is  no  reaction  to  the  first  test,  a 
second  test  is  made  using  1.0  mgm.  O.T.  (0.1  cc.  of  a 
1 :100  dilution).  Reading  is  carried  out  as  before.  It  is 
probably  unnecessary  to  use  more  than  1.0  mgm.  O.T. 
since  certainly  the  vast  majority  of  people  who  have 
or  have  had  tuberculosis  will  react  to  1.0  mgm.  or 
less.  However,  it  is  sometimes  prudent  to  employ 
less  than  0.01  mgm.  for  the  first  test  if  an  unusual 
degree  of  hypersensitivity  is  suspected.  Should  the 
first  test  with  0.01  mgm.  O.T.  be  doubtful,  it  is  wise 
to  use  0.1  mgm.  O.T.  as  the  second  test  to  avoid 
excessive  reaction  with  possible  necrosis  and  later 
scar  formation. 
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PPD,  a purified  protein  fraction  isolated  from 
culture  filtrates  of  human  tubercle  bacilli,  is  supplied 
commercially  in  tablet  form  with  diluent  and  in- 
structions for  preparing  the  proper  dilutions.  The 
first  strength  PPD  contains  in  0.1  cc.  0.00002  mgm. 
PPD,  and  is  equivalent  to  0.01  mgm.  O.T.  The 
second  strength  contains  in  0.1  cc.  .005  mgm.  PPD 
and  is  equivalent  to  2.5  mgm.  O.T.  An  intermediate 
strength  is  supplied  which  corresponds  to  O.l  mgm. 
O.T.  This  material  is  used  in  the  .«ame  way  as 
O.T.  PPD  is  said  to  be  more  specific  than  O.T. 
and  has  less  tendency  to  produce  severe  local  reac- 
tions. On  the  other  hand,  PPD  is  less  stable  than 
O.T.  following  dilution  and  should  be  used  imme- 
diately. 

It  is  to  be  emphasized  that  edema  or  induration 
and  not  erythema  is  the  criterion  of  a positive  test. 
It  should  be  further  emphasized  that  the  tuberculin 
test  does  not  measure  immunity  nor  does  a positive 
test  reflect  the  degree  of  tuberculous  activity. 

Let  us  now  turn  to  a brief  di'cussion  of  BCG 
vaccine.  BCG  vaccine  is  prepared  from  a non-viru- 
lent  strain  of  bovine  tubercle  baciPi  originallv  iso- 
lated by  Nocard  in  1906  from  the  milk  of  a tuber- 
culous cow.  Two  French  investigators  Calmette 
and  Guerin,  working  with  this  bacillus  obser%'ed 
that,  after  successive  transplants  onto  a bile-potato 
medium,  the  virulence  of  the  orsranism  had  dimin- 
ished until  it  was  no  longer  harmful  to  animals.  Fur- 
ther, animals  inoculated  with  this  organism  were 
resistant  to  later  inoculation  of  virulent  tubercle 
bacilli.  Numerous  animal  studies  were  undertaken 
and.  in  1921.  Weill-TIalle  in  Paris  began  inoculatin" 
infants.  The  same  vear,  Calmette  named  the  or- 
ganism BCG  and  in  1924  he  declared  that  the  viru- 
lence of  the  oreani'm  was  permanentlv  fixed  and  it 
was  harmless  for  humans.  The  use  of  the  vaccine 
then  spread  widelv  through  eastern  Furop°  and  the 
Scandinavian  countries  with  Heimbeck  and  Srheel 
in  Norwav  and  Walleren  in  Denmark  amon"  the 
nrincinal  investigators. 

Since  that  time  BCG  vaccination  has  become  stand- 
ard practice  in  manv  Furopean  countries.  It  has 
recently  been  estimated  that  more  than  50  000,000 
people  have  been  vaccinated  throughout  the  world. 
The  United  States  has  been  slow  to  accept  BCG  and 
probablv  rightlv  so,  since  it  is  in  the  United  States 
that  the  time  tested  control  measures  have  shown  the 
best  results. 


However,  the  United  States  Public  Health  Service 
and  most  of  the  groups  for  the  study  of  tuberculosis 
have  now  approved  the  use  of  the  vaccine  in  certain 
highly  exposed  groups  such  as  student  nurses,  med- 
ical students  and  sanatorium  personnel. 

The  theory  behind  vaccination  is  based  on  the 
generally  accepted  view  that  infection  with  a patho- 
genic type  of  tubercle  bacillus  produces,  after  an 
interval,  an  increase  in  resistance  to  subsequent 
tuberculous  infection.  It  is  also  accepted  that  tuber- 
culin allergy  normally  follows  this  first  infection  and 
appears  more  or  less  at  the  same  time  as  the  acquired 
resistance.  It  is  further  admitted  that  a first  or 
primary  infection  can,  instead  of  healing,  progress 
to  clinical  forms  of  tuberculosis  indistinguishable 
from  re-infection  tuberculosis.  If  we  can  substitute 
for  this  virulent  and  unpredictable  primary  infection 
an  infection  of  controlled  virulence  which  is  incapable 
of  progression,  we  may  then  achieve  acquired  resist- 
ance without  danger. 

A great  mass  of  literature  has  accumulated  which 
indicates  that  the  virulence  of  the  BCG  cultures  is 
fixed  and  that  it  is  harmless  to  man  and  susceptible 
animals.  Prior  to  1930  there  was  some  evidence 
indicating  that  the  virulence  of  BCG  had  spon- 
taneously increased,  but  since  1930  there  has  been 
no  evidence  put  forward  to  show  that  it  is  possible 
by  cultural  methods  to  produce  a return  of  dangerous 
virulence.  It  is  suspected  that  prior  to  1930  there 
was  a virulent  “S”  variant  in  the  strain  which  died 
out  about  1930  and  since  then  the  strain  has  been 
composed  purely  of  the  non-virulent  “R”  component. 

Clinically,  results  bear  this  out.  Aronson  and 
Aronson  stated  in  1951  that  up  to  that  time  there 
had  been  no  proven  case  of  progressive  tuberculosis 
due  to  BCG  in  man  or  animals.  Even  prior  to  1930 
only  a few  suspicious  cases  were  reported  and  these 
were  not  proven.  Since  1930  there  have  been  no 
su.spicious  cases  reported.  When  one  remembers 
that  over  50,000,000  vaccinations  have  been  carried 
out  this  lack  of  proven  or  suspicious  cases  of  pro- 
gressive tuberculosis  is  almost  astounding.  It  would 
certainly  appear  that  the  vaccine  is  safe. 

As  to  the  effectiveness  of  BCG  vaccine,  there  have 
been  innumerable  reports  indicating,  almo.st  univer- 
sally, a significant  degree  of  protection  by  the  vaccine. 
Irvine,  in  his  monograph,  summarized  the  results  of 
the  major  studies  which  indicated  a control  group 
and  found  that  the  percentage  of  vaccinated  subjects 
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protected  varied  from  70-100  per  cent  with  the  ex- 
ception of  the  studies  of  Scheel,  whose  results  showed 
57  per  cent  protected,  and  the  studies  of  Levine  and 
Sackett  who  found  no  protection  from  the  vaccine. 
This  latter  study  is  the  only  recorded  statistical  in- 
vestigation that  shows  no  protective  value  for  vac- 
cination. One  of  the  larger  and  better  controlled 
studies  is  that  of  Aronson  and  Palmer,  carried  out 
among  North  American  Indians  in  the  United  States 
and  Alaska.  The  latest  report  on  this  study  shows 
that  among  1551  vaccinated  persons  followed  for  a 
total  of  21,245.5  person  years,  there  were  12  deaths 
from  tuberculosis  while  among  1457  controls  fol- 
lowed for  a total  of  19,520.5  person  years,  there  were 
65  deaths  from  tuberculosis,  giving  mortality  rates 
of  0.56  per  1000  person  years  for  the  vaccinated 
group  and  .1.32  per  1000  person  years  for  the  control 
group.  Heimbeck’s  studies  on  student  nurses  at 
O.slo  showed  a tuberculous  morbidity  rate  of  141.2 
per  1000  observation  years  in  the  control  group  and 
a rate  of  24.1  in  the  vaccinated  group.  The  tuber- 
culous mortality  rates  were  14.6  and  2.1  respectively. 
These  reports  are  representative  of  many  others  too 
numerous  to  record  here. 

One  of  the  most  valid  arguments  against  the  use 
of  BCG  vaccine  is  that  by  artificially  producing  tu- 
berculin hypersensitivit}',  we  are  depriving  the  vac- 
cinated individual  of  one  means  of  determining 
whether  or  not  he  does  later  develop  a natural  infec- 
tion. In  other  w'ords,  vaccination  with  BCG  renders 
the  tuberculin  test  valueless  from  the  standpoint  of 
differential  diagnosis  and  epidemiolog}’.  This  argu- 
ment is  sound,  particularly  as  regards  the  general 
population.  However,  the  groups  for  which  the 
vaccine  is  recommended  have  much  less  likelihood 
of  remaining  tuberculin  negative  than  the  general 
population.  Our  own  studies  among  student  nurses 
at  the  Medical  College  of  Virginia  Hospital  show  that 
85  per  cent  or  more  of  the  nurses  finishing  training 
have  a positive  tuberculin  reaction.  This  argument 
then  loses  its  validity  for  these  groups.  If  these 
individuals  are  fairly  certain  to  develop  a natural 
primary  infection  during  their  training,  it  certainly 
seems  reasonable  to  try  to  substitute  for  this  natural 
infection  a controlled,  benign  infection. 

Another  argument  against  the  use  of  BCG  stems 
from  the  feeling  of  some  investigators  that  it  is  only 
re-infection  tuberculosis  which  produces  clinical  dis- 
ease and  that  by  producing  a tuberculous  focus  in 


the  body,  even  though  it  is  artificial  and  in  itself 
benign,  we  are  producing  the  hypersensitivity  neces- 
sary for  the  introduction  of  the  re-infection  disease. 
This  concept  is  not  shared  by  all,  but,  even  if  it 
were,  the  same  arguments  would  apply  as  stated 
above.  It  must  be  remembered  that  we  are  still 
far  short  of  the  goal  of  being  able  to  satisfactorily 
isolate  all  infection  cases  of  tuberculosis.  Indeed, 
if  such  were  the  case  there  would  be  no  need  for 
a vaccine. 

The  technic  of  vaccination  should  be  briefly  com- 
mented up>on.  In  the  past  the  vaccine  was  originally 
given  orally.  A few  cases  of  cervical  adenitis  de- 
veloped but  the  chief  reason  for  discarding  this 
method  was  the  slowness  with  which  tuberculin  al- 
lergy and,  presumably,  acquired  resistance  appeared. 
Subcutaneous  injection  was  then  tried  but  in  many 
cases  local  necrosis,  draining  sinuses  and  regional 
adenitis  appeared.  The  methods  now  in  general 
use  are  the  multiple  puncture  or  sacrification  tech- 
niques and  w'ith  these  methods  local  reactions  are 
practically  nil.  In  our  own  small  series  we  have 
noted  no  significant  local  reactions  whatever.  Fol- 
lowing vaccination  small  papules  develop  at  the  site 
of  the  punctures  but  these,  in  our  experience,  are 
often  barely  visible  two  months  later.  The  tuberculin 
test  becomes  positive  in  over  90  per  cent  of  cases 
within  six  to  eight  weeks  after  vaccination  and  re- 
mains positive  indefinitely.  Aronson’s  study  on  the 
North  American  Indian  showed  a persistence  of 
hy7)ersensitivity  among  the  vaccinated  ranging  from 
93.3%  one  year  following  vaccination  to  90.2% 
eleven  years  later.  Among  the  controls  hypersen- 
sitivity increased  from  12.7%  one  year  after  the 
.study  began  to  41.7%  after  eleven  years. 

It  seems  justified  to  conclude,  as  Dr.  Johannes 
Holm  expresses  it,  that  BCG  vaccination  “protects 
almost  completely  against  the  tuberculous  primary 
infection  and  it  also  affords  considerable  protection 
against  genuine  tuberculosis  of  the  various  organs — 
in  particular  against  pthisis.” 

Summary  and  Conclusions 

We  have  attempted  to  review  briefly  the  use  of  the 
tuberculin  test  wdth  particular  reference  to  its  use 
as  a standard  procedure  in  the  practice  of  medicine. 
We  have  also  presented  briefly  some  of  the  arguments 
for  and  against  the  use  of  BCG  vaccine.  It  is  our 
conclusion  that  BCG  vaccine  has  a definite  place 
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among  our  weapons  in  the  fight  against  tuberculosis 
though  its  use  should  be  restricted  to  groups  whose 
occupational  hazard  as  regards  tuberculosis  is  high. 
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Name  AMA  Delegates  to  World  Medical 

Meetings. 

AM.A  representatives  to  two  important  world  med- 
ical meetings — the  World  Medical  Association  and 
the  First  World  Conference  on  Medical  Education — 
have  been  announced  by  the  Board  of  Trustees. 

Delegates,  alternates  and  observers  to  the  World 
Medical  Association  meeting  to  be  held  .A.ugust  31- 
September  4,  1953,  at  The  Hague,  The  Netherlands, 
include:  Drs.  Gunnar  Gundersen,  E.S.  Hamilton, 
Dwight  H.  Murray,  F.  J.  L.  Blasingame,  George  F. 
Lull  and  Austin  Smith. 

The  following  representatives  will  attend  the  First 
World  Conference  on  Medical  Education  August 
24-29,  1953,  in  London;  Drs.  Donald  G.  Anderson, 
Herman  Weiskotten,  Victor  Johnson,  E.  S.  Hamilton 
and  Austin  Smith. 

Ralph  P.  Creer,  secretary  of  the  Committee  on 
Medical  Motion  Pictures  has  been  invited  to  speak 
on  “Motion  Pictures  in  Medical  Education”  at  the 
London  conference.  His  paper  will  include  a dis- 
cussion of  the  value  of  motion  pictures  in  medical 
teaching  and  the  international  exchange  of  medical 
films. 


New  Books. 

Below  are  listed  some  of  the  newer  additions  to 
the  Tompkins-McCaw  Library  of  the  Medical  Col- 
lege of  Virginia,  Richmond.  These  may  be  bor- 
rowed under  usual  library  rules. 

American  Academy  of  Orthopedic  Surgeons — Instructional 
course  lectures.  Vol.  9,  1952. 

American  Rheumatism,  Association — Rheumatic  diseases. 
1952. 

.Ayre — Cancer  cytology  of  the  uterus.  1951. 

Brain — Diseases  of  the  nervous  system.  4th  ed.,  1951. 
DePalma — Surgery  of  the  shoulder.  1950. 

Herrmann — Diseases  of  the  heart  and  arteries.  4th  ed., 

1952. 

Hildreth  & Hildreth — The  low  fat  diet  cook  book.  1952. 
Holmes — Introduction  to  clinical  neurology.  2d  ed.,  1952. 
Josiah  Macy  Foundation— Liver  injury.  1953. 

Josiah  Macy  Foundation — Problems  of  infancy  and  child- 
hood. 1953. 

Lull  & Kimbrough,  eds. — Clinical  obstetrics.  1953. 
Moseley — ^Textbook  of  surgery.  1952. 

Ropes  & Bauer — Synovial  fluid  changes  in  joint  disease. 

1953. 

Tullis,  ed. — Blood  cells  and  plasma  proteins.  1953. 
Waksman — The  literature  on  streptomycin — 1944-1952. 
1952. 

Watson-Jones — Fractures  and  joint  injuries.  Vol.  1,  4th 
ed.,  1952. 
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DISSEMINATED  COCCIDIOIDOMYCOSIS- 
REPORT  OF  A CASE 


Edmund  M.  Chitwood,  Jr.,  M.D.,* 
Louisville,  Kentucky 


Generalized  coccidioidomycosis,  first  reported  in 
this  country  by  Rixford  in  18941,  caused  only  two 
reported  deaths  in  Virginia  from  1949  to  1951.  Many 
servicemen  are  known  to  have  contracted  “benign” 
primary  infection,  while  in  camps  in  Texas,  Arizona, 
and  California.  They  run  the  risk  of  developing 
a severe,  disseminated  type  of  infection®.  The  true 
nature  of  this  disease  is  rarely  recognized  clinically 
in  such  sporadic  infections.  The  following  case  is 
being  reported  because  it  illustrates  such  a course. 

Case  Report 

A 25  year  old  white  male  was  admitted  on  3-4-52 
complaining  of  increasing  lethargy  and  difficulty  of 
concentration  of  30  days’  duration.  The  patient  was 
born  in  North  Carolina  and  spent  his  early  child- 
hood there.  He  was  in  Texas  for  18  months  in  1948 
and  1949  while  in  college.  Approximately  one  month 
prior  to  admission  he  noted  increasing  lethargy,  in- 
abilit}’  to  do  his  work,  and  general  disinterest.  His 
friends  stated  that  he  had  become  grossly  untidy  and 
had  little  interest  in  his  personal  habits.  Detailed 
information  could  not  be  elicited  because  of  his  in- 
ability to  concentrate;  but  he  complained  vaguely  of 
blurring  vision  and  mild  frontal  headaches.  Initial 
examination  revealed  a poorly  nourished,  chronically 
ill  white  male  with  no  acute  distress,  completely  dis- 
interested in  his  surroundings.  The  pulse,  tem- 
perature, respiration,  and  blood  pressure  were  nor- 
mal. He  had  a moderately  stiff  neck  and  there  was 
obvious  clumsiness  in  executing  fine  movements,  but 
this  was  attributed  to  his  limited  attention  span. 
The  remainder  of  the  examination  was  not  remark- 
able. Examination  of  blood  and  urine  revealed  no 
abnormalities.  A Kahn  test  on  his  blood  serum  was 
negative.  X-ray  pictures  of  the  chest  and  skull  were 
negative.  A lumbar  puncture  was  done  shortly  after 
admission  and  the  initial  pressure  was  340  mm.  water 
with  a closing  pressure  of  260  mm.  water.  The 
spinal  fluid  contained  443  white  blood  cells  per  cubic 

*From  the  Laboratory  Service,  Veterans  Administration 
Hospital,  Louisville,  Kentucky,  and  the  Department  of 
Pathology,  School  of  Medicine,  University  of  Louisville, 
Louisville,  Kentucky. 

Sponsored  by  the  Veterans  Administration  and  pub- 
lished with  the  approval  of  the  Chief  Medical  Director. 
The  statements  and  conclusions  published  by  the  author 
are  a result  of  his  own  study  and  do  not  necessarily  re- 
flect the  opinion  or  policy  of  the  Veterans  Administration. 


millimeter  with  67  per  cent  polys;  and  556  mgm. 
chloride,  25  mgm.  sugar  and  268  mgm.  protein  per 
100  milliliters.  Examination  of  additional  speci- 
mens of  spinal  fluid  generally  yielded  similar  results. 
Smears  of  the  spinal  fluid,  examined  at  this  hospital, 
were  reported  negative  for  acid  fast  bacilli;  how- 
ever, aliquot  p>ortions  of  spinal  fluid  were  reported 
positive  for  “atypical  acid  fast  forms”  at  another 
hospital.  A culture  of  the  sputum,  taken  shortly 
after  admission,  was  reported  positive  for  acid  fast 
bacteria.  No  other  sputa  were  reported  positive, 
either  by  smear  or  culture.  A diagnosis  of  tuber- 
culous meningitis  was  made  and  the  patient  was 
treated  with  streptomycin  intramuscularly  and  in- 
trathecally.  In  addition,  he  was  treated  with  strep- 
tokinase and  PAS  without  improvement.  He  died 
72  days  after  admission,  with  terminal  evidence  of 
pyelonephritis. 

Autopsy 

The  pertinent  findings  were : 

Severe  congestion  and  edema  of  the  lungs. 
calcified  mass,  2 cm.  in  diameter,  was  found  in  the 
left  apex.  Several  minute  grey  white  nodules  could 
be  seen  shining  through  the  capsule  of  the  spleen, 
and  many  small  white  grey  nodules,  1 mm.  in  dia- 
meter, were  noted  in  the  substance  of  the  spleen.  Ir- 
regular areas  of  yellowish  discoloration,  averaging 
0.3  cm.  in  diameter,  were  noted  beneath  the  capsule 
of  the  liver.  Upon  transection,  these  had  the  con- 
sistency and  appearance  of  granulomatous  foci  with 
softening.  The  pelvis  of  the  right  kidney  was  dilated 
and  contained  necrotic  material.  The  mucosa  of  the 
pelvis  was  congested  and  hemorrhagic.  In  addition, 
many  minute  abscesses  w’ere  found  in  both  poles  of 
the  left  kidney.  The  leptomeninges  and  the  base  of 
the  brain  were  markedly  congested  and  infiltrated  by 
a thick,  greyish  white,  granular,  gelatinous  exudate. 
This  involved  the  medial  surface  of  the  pons,  cere- 
bellum, midbrain,  and  the  pituitary,  and  extended 
over  the  uvula  and  completely  obliterated  the  cere- 
bropontine  angle.  Horizontal  sectioning  revealed 
slight  edema  and  congestion  of  the  white  matter.  The 
ventricles  were  markedly  dilated  and  congested.  (Fig- 
ure No.  1).  Anatomical  diagnoses;  (1)  Tubercu- 
lous meningitis;  (2)  Terminal  pyelonephritis. 
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Microscopy 

Examination  of  sections  from  the  encapsulated 
area  of  caseation  within  the  left  lung  revealed  marked 
inflammatory  reaction  and  acid  fast  bacilli  in  sections 
stained  by  the  Ziehl-Nielson  technique.  The  spleen 
and  liver  contain  a few  granulomas.  (Figure  No.  2) . 
The  meninges  also  contain  granulomatous  foci. 
Within  the  granulation  tissue  are  many  spherules 
with  endosporulation,  similar  to  those  of  the  liver. 


Fig.  1.  The  leptomeninges  at  the  base  of  the  brain  are  covered 
by  a thick,  gelatinous  exudate. 


The  clinical  diagnosis  of  active  pyelonephritis  is 
substantiated  by  histological  examination  of  sec- 
tions of  the  kidneys.  The  final  diagnoses : ( 1 ) Dis- 

seminated coccidioidomycosis;  (2)  Terminal  pye- 
lonephritis; (3)  Pulmonary  tuberculosis. 

Comment 

The  microscopic  findings  in  the  lung  explain  why 
acid  fast  bacteria  were  found  in  the  sputum  on  one 
occasion.  However,  no  portal  of  entry  could  be  dem- 
onstrated for  the  coccidioidomycosis.  Inoculation  of 
a guinea  pig  with  spinal  fluid,  removed  ante  mortem, 
resulted  in  a primary  focus  at  the  site  of  injection. 
The  guinea  pig  was  sacrificed  and  culture  of  the 
material  removed  from  the  site  of  injection  revealed 


a white  fluffy  fungus  which  was  not  investigated 
further,  due  to  the  extreme  danger  of  opening  such 
cultures. 

Summary 

A fatal  case  of  coccidioidomycosis  is  reported. 

The  case  was  complicated  by  concomitant  pulmon- 
ary tuberculosis  which  served  to  obscure  the  diag- 
nosis. 


Fig.  2.  Coccidioidogranuloma  of  the  liver.  In  the  center  of 
the  granuloma  is  a giant  cell  with  a spherule  containing 
endospores. 


Attention  is  again  drawn  to  the  fact  that  persons 
exposed  to  infection  with  coccidioidomycosis  may 
develop  fatal  dissemination  many  years  after  such 
exposures. 
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PUBLIC  HEALTH 


Mack  I.  Shanholtz,  M.D. 
State  Health  Commissioner  of  Virginia 


Virginia’s  Newest  Program:  Veterinary  Pub- 
lic Health. 

The  most  recent  member  of  the  public  health  team 
at  the  state  level  is  a public  health  trained  veterina- 
rian. It  will  be  in  his  province  to  investigate,  meas- 
ure and  control  those  diseases  of  lower  animals  which 
directly  or  indirectly  affect  the  health  of  man. 

Although  the  practice  of  veterinary  medicine  has 
long  been  an  important  bulwark  in  the  control  of 
many  of  man’s  communicable  diseases,  it  is  only 
fairly  recently  that  health  departments  have  organ- 
ized long  needed  programs  in  this  broad  field.  The 
term  “veterinary  public  health,”  although  relatively 
new,  has  already  gained  wide  acceptance.  The  World 
Health  Organization  defines  it  as  “all  the  community 
efforts  influencing  and  influenced  by  the  veterinary 
medical  arts  and  sciences  applied  to  the  prevention 
of  disease,  protection  of  life  and  promotion  of  the 
well  being  and  efficiency  of  man.” 

Besides  Virginia,  there  are  now  20  other  states  in 
the  country  that  have  full  time  public  health  vet- 
erinarians on  their  health  department  staffs.  The 
duties  of  the  state  public  health  veterinarian  may  be 
broken  down  into  the  following  broad  categories : 

1.  Development  of  programs  to  control  and  eradi- 
cate animal  diseases  transmissible  to  man. 

2.  Development  of  activities  for  the  inspection  and 
sanitary  production  of  all  foods  of  animal 
origin. 

3.  Consultation  with  other  operational  units  in 
the  health  department,  with  voluntary  agencies, 
local  health  units  and  the  veterinary  service 
of  the  agricultural  department. 

4.  Engagement  in  research  activities,  field  and 
laboratory  investigational  projects  in  diagnostic 
methodology  and  control  procedures,  such  as 
immunization  experiments. 

There  are  over  80  diseases  of  animals  commu- 
nicable to  man.  Fortunately  not  all  of  them  are 
of  major  public  health  significance  in  the  United 
States  today.  Of  those  diseases  which  concern  us 
in  the  realm  of  veterinary  public  health  the  follow- 
ing may  be  cited  as  examples:  Bacterial  diseases — 
Leptospirosis,  salmonellosis,  brucellosis,  anthrax; 
Mycotic  diseases — Histoplasmosis,  coccidioidomyco- 
sis, ringworm ; Parasitic  diseases — Creeping  eruption 
(cutaneous  ancylostomiosis) , hydatidosis  and  beef 


tapeworm;  Viral  diseases — psitticosis,  encephalitis, 
rabies;  Rickettsial  disease— Q fever.  Several  of  the 
animal  diseases  of  importance  to  human  health  are 
of  equal  importance  to  livestock  economy.  In  dealing 
with  these,  the  public  health  veterinarian  works  with 
the  veterinary  service  of  the  agriculture  department  in 
a coordinated,  double-barrelled  attack  on  the  problem 
diseases.  Outstanding  examples  of  these  are  brucel- 
losis, leptospirosis  and  bovine  tuberculosis. 

As  in  the  control  of  all  communicable  diseases,  the 
practicing  physician  is  the  key  person  in  reporting 
the  disease  to  the  epidemiologist.  If  there  is  a ques- 
tion of  an  animal  reservoir,  he  is  assisted  by  the 
public  health  veterinarian,  who  helps  locate  the 
origin  of  the  infection  and  institutes  control  barriers 
to  prevent  further  transmission. 

By  establishing  state  minimum  standards  and  of- 
fering consultative  services,  the  public  health  vet- 
erinarian will  be  in  a position  to  assist  local  health 
jurisdictions  to  improve  the  hygienic  and  sanitary 
producton  of  disease — free  meat,  poultry  and  dairy 
products. 

By  far  the  greatest  single  veterinary  public  health 
IJroblem  in  Virginia  today  is  the  current  outbreak 
of  rabies.  The  disease  at  present  is  discretely  dis- 
tributed in  the  state  in  tliree  principal  areas,  north, 
southwest  and  the  tidewater  area,  including  the  east- 
ern shore.  The  State  Health  Department’s  veterinary 
program  is  concentrating  the  bulk  of  its  efforts  at 
present  in  assisting  the  three  affected  areas  in  or- 
ganizing sound  rabies  control  programs. 


Monthly  Report  of  the  Bureau  of 
Communicable  Disease  Control 


March 

March 

Jan.- 

March 

Jan.- 

March 

1953 

1952 

1953 

1952 

Brucellosis 

6 

1 

15 

4 

Diarrhea  & Dysentery 

125 

121 

333 

450 

Diphtheria 

15 

5 

44 

27 

Hepatitis 

142 

76 

278 

212 

Measles 

749 

3288 

1494 

6115 

Meningitis  (Meningococcic) 

27 

22 

87 

53 

Poliomyelitis 

2 

3 

7 

11 

Rocky  Mt.  Spotted  Fever  _ 

0 

0 

0 

2 

Scarlet  Fever 

112 

88 

344 

264 

Tularemia 

3 

1 

13 

22 

Typhoid  & Paratyphoid  — 

4 

5 

12 

14 

Rabies  in  animals 

56 

73 

152 

169 
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MENTAL  HEALTH 

Joseph  E.  Barrett,  M.D. 

Commissioner,  Department  Mental  Hygiene  and  Hosiptals 


What  of  the  Aged  in  the  Mental  Hospitals?"^' 

One  of  the  wonderful  things  in  life  is  to  “grow 
old  gracefully”.  It  is  pathetic,  however,  that  many 
do  not  fit  into  this  category  because  of  the  mental 
breakdowns  that  come  in  the  later  years  of  life. 
Most  of  tliese  enter  a mental  hosjiital  some  time  dur- 
ing the  course  of  their  illness. 

Prevention  and  treatment  of  physical  diseases  has 
advanced  at  such  a rapid  pace  during  the  past  50 
years  that  the  life  expectancy  in  1950  is  68  years 
in  contrast  to  49.2  years  in  1900.^  The  tragic  sit- 
uation is  that  the  prevention  and  treatment  of  mental 
illnesses  has  not  any  where  near  met  the  advance  in 
physical  medicine. 

A\e  are  certainly  faced  with  a serious  situation. 
This  problem  cannot  be  solved  by  the  mental  hos- 
pitals alone,  but  must  be  attacked  by  the  combined 
efforts  of  the  medical  profession,  governmental  au- 
thorities and  the  public.  As  shown  in  publications 
within  the  past  few  years,  the  medical  profession  and 
governmental  authorities  have  begun  studying  the 
problem  but  as  yet  there  does  not  seem  to  be  a def- 
inite solution  in  sight. 

In  the  four  mental  hospitals  in  Virginia,  we  have 
approximately  a third  of  our  resident  patient  pop- 
ulation in  the  60  years  of  age  and  older  group.  (The 
age  of  60,  for  the  beginning  of  this  group,  is  used 
because  at  about  this  age  the  mental  ills  of  older 
people  begin.)  At  the  present  time,  approximate!}' 
a third  of  the  first  admissions  are  60  years  of  age 
and  over. 

Population  studies  have  been  made  on  a national 
basis  estimating  the  65  years  of  age  and  over  group 
will  increase  from  about  12.3  millions  in  1950  to 
20.8  millions  in  1975.  This  in  an  increase  in  this 
group  of  approximately  69%  in  25  years.  Projecting 
this  into  those  of  this  group  that  might  be  expected  to 
populate  the  mental  hospitals,  we  reach  the  Astound- 
ing situation  that  50%  or  better  of  the  hospital  pop- 
ulations would  be  over  65  years  of  age  in  1975.  It 
is  obvious,  therefore,  that  some  special  planning  must 
be  done  for  this  group  of  patients  and  that  this  plan- 
ning must  not  be  done  at  the  expense  of  the  care 
and  treatment  of  other  patients  who  have  a greater 

•Article  by  Edna  M.  Lantz,  Statistician,  Department 
of  Mental  Hygiene  and  Hospitals. 


expectancy  of  leaving  the  hospital  and  resuming  an 
active  life  in  the  communities. 

The  charts  included  in  this  article  give  a picture 
of  the  increase  of  lioth  patients  resident  in  hospital 
and  first  admissions  of  those  60  years  of  age  and 
over  for  the  statistical  period  of  1940  through  1952. 
It  can  be  seen  tliat  the  increase  in  the  past  12  years 
can  be  expected  to  lie  a greater  increase  in  the  next 
25  years. 


alte  male  years. 


years  of  age  and  over  for  1940  - 1952  by  alternate  years. 


The  mental  disorders  of  this  age  group  are  usually 
a psychosis  caused  by  cerebral  arteriosclerosis  or 
senility.  The  diagnosis  of  senility,  as  such,  has 
been  decreasing  while  that  classed  as  cerebral  ar- 
teriosclerosis has  increased.  In  many  cases  the  two 
diseases  are  so  interrelated  that  the  classification 
becomes  difficult.  Therefore,  quite  often  they  are 
cla.ssed  as  a group  for  statistical  purposes. 
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The  expectancy  of  discharge  in  this  group  is  only 
about  20  for  every  100  admissions,  therefore,  the 
majority  of  these  die  in  the  hospitals  after  an  aver- 
age hospital  residence  of  2 1/2  years.  In  1950  the 
number  of  deaths  of  the  senile-arteriosclerotic  group 
was  55.2%  of  the  total  deaths.  This  is  representa- 
tive of  this  situation  at  the  present  time,  although 
in  view  of  other  factors  it  may  be  expected  to  in- 
crease. The  discharges  of  this  group  are  only 
about  6%  of  the  total  discharges. 

As  many  of  the  admissions  over  60  years  of  age 
have  a short  period  of  life,  they  do  not  remain  in 
the  hospitals  very  long  before  their  death.  With 
this  in  mind,  a majority  of  those  over  60  years  of 
age  still  resident  have  grown  old  in  the  hospitals. 

A pilot  study  has  just  been  completed  of  the  length 
of  time  patients  that  were  in  hospital  June  30,  1952 
had  been  on  the  records.  Twenty-three  percent  of 
the  total  had  been  in  the  hospitals  20  years  or  longer 
and  slightly  less  than  1%  of  these  were  diagnosed 
as  senile-arteriosclerotic.  Of  the  total  hospital  pop- 
ulation, 64.0%  had  been  patients  for  over  5 years, 
but  only  5.2%  of  these  were  diagnosed  as  senile- 
arteriosclerotic.  Of  the  total  in  hospital  on  June 
30,  1952,  11.4%  were  in  the  senile-arteriosclerotic 
diagnostic  group.  Those  in  residence  over  60  years 
of  age  were  32.8%.  Therefore,  the  remaining  21 
of  those  over  60  years  of  age  had  other  diagnoses 
and  for  the  most  part  grew  old  in  the  hospital.  This 
warrants  a plea  for  more  treatment  for  these  during 
the  early  part  of  their  illness. 

It  appears  that  concentration  on  the  intensive  treat- 
ment of  other  types  of  mental  disorders  would  lead 
to  their  release  from  the  hospitals  thus  relieving  a 
large  part  of  this  build  up  of  older  patients. 


Present  facilities  of  the  mental  hospitals  have  not 
been  constructed  or  planned  for  the  care  of  elderly 
patients.  The  situation  presents  itself  as  a problem 
for  very  definite  planning  and  programs.  Several 
ideas  for  this  planning  have  been  suggested,  among 
which  is  a separate  hospital  for  the  senile-arterio- 
sclerotic group,  special  buildings  at  existing  hospitals, 
or  a small  cottage  system  attached  to  existing  hos- 
pitals. 

The  i)revention  of  mental  illness  in  older  people 
or  the  building  up  of  mental  health,  as  has  been  done 
with  the  physical  health,  is  of  great  importance. 
Young  people  must  be  made  aware  that  eventually 
they  can  expect  to  grow  old.  Plans  must  be  made  for 
activity  of  their  minds  in  later  life,  because  an  inac- 
tive mind  loses  its  usefulness  in  the  same  manner  that 
an  arm  not  used  loses  its  strength. 

In  conclusion  we  quote  the  final  paragraph  of  an 
article  by  Dr.  Edward  J.  Stieglitz:  “Finally  it  is 
most  important  to  have  a purpose  greater  than  mere 
survival.  Those  self-centered  individuals  who  are 
more  important  to  themselves  than  anything  that 
they  are  doing,  shrink  with  the  years  in  their  per- 
sonalities. Those  who  are  doing  something  which, 
to  them,  is  more  important  than  they  consider 
themselves  to  be,  continue  to  grow  through  out  the 
life  span.  A purpose  greater  than  self  is  probably 
the  greatest  force  with  which  we  have  to  insure 
mental  health  until  the  end.”^ 

References 

1 —  Life  Insurance  Fact  Book  1950,  Page  26,  Published 
by  Institute  of  Life  Insurance,  New  York. 

2 —  Mental  Health  in  Virginia,  Autumn  1952,  Page  3, 

Anticipation:  The  Key  to  Mental  Health  in  Later 
Maturity,  by  Edward  J.  Stieglitz,  M.S.,  M.D., 

F.A.C.P. 


Newscopes. 

A check  for  $5,000  was  forwarded  to  the  Nether- 
lands medical  association  for  flood  relief.  . . . The 
AMA’s  Committee  on  Blood  has  joined  with  the 
American  Red  Cross  in  forming  a joint  fact-finding 
committee  to  arbitrate  differences  between  commu- 
nity blood  banks  and  area  Red  Cross  offices.  This 


committee  will  make  recommendaticns  if  inv  ted  to 
do  so  by  either  local  medical  societies  or  Red  Cross 
chapters.  . . . Liaison  committee  composed  of  Drs. 
James  R.  McVay,  chairman,  David  B.  .Allman  and 
Gunnar  Gundersen  has  been  appointed  by  the  Board 
of  Trustees  to  work  with  the  Association  of  State 
and  Territorial  Health  Officers.  . . . 
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WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


President — 

Mrs.  Thomas  N.  Hunnicutt,  Jr.,  Newport  News 


President-Elect Mrs.  K.  W.  Howard,  Portsmouth 

Treasurer Mrs.  Wm.  C.  Barr,  Richmond 

Recording  Secretary Mrs.  Lee  S.  Liccan,  Irvington 


Corresponding  Secretary — 

Mrs.  F.  a.  Carmines,  Newport  News 
Publication  Chairman — 

Mrs.  Robert  H.  Detwiler,  Arlington 


Woman’s  Auxiliary  to  the 
.A^merican  Medical  Association 

Thirtieth  Annual  Meeting 
New  York,  N.Y.,  June  1-5,  1953 
Hotel  Statler 

Mrs.  William  J.  L.avelle,  Chairman 
Mrs.  -Adolph  H.  Emerson,  Co-Chairman 
Committee  on  Arrangements 

A cordial  invitation  is  extended  to  all  members  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  their  guests,  and  the  guests  of  physicians 
attending  the  convention  of  the  American  Medical 
Association,  to  participate  in  all  social  functions  and 
attend  the  general  meetings  of  the  Auxiliary. 

Headquarters  will  he  at  the  Hotel  Statler.  Tickets 
will  be  available  at  the  registration  desk  only.  Please 
register  early  and  obtain  your  badge  and  program. 


Registration  Hours 

Sunday 12:00  M to  4:00  P.M. 

Monday  9:00  .A.Al.  to  4:00  P.M. 


Tuesday  9:00  A.M.  to  4:00  P.M. 

Wednesday 9:00  A.M.  to  4:00  P.M. 

Thursday 9:00  A.M.  to  12:00  M 


News  from  State  Auxiliaries. 

-Alexandria 

The  February  meeting  of  the  Alexandria  Auxil- 
iary was  a luncheon  meeting,  held  at  Hogate’s  Arling- 
ton House-  Mrs-  Viola  Japhet  spoke  on  The  Visiting 
Nurse  Service  of  Alexandria.  In  March,  Mrs.  John 
Hoyle  was  hostess  at  her  home  on  Woodland  Ter- 
race. Mrs.  Robert  -Anderson  was  co-hostess. 

Business  at  The  Shoe  Center  is  booming.  Fifty 
pairs  of  repaired  shoes  were  distributed  to  needy 
children,  referred  by  local  welfare  agencies,  in  three 
weeks  time.  The  demand  is  greater  than  the  sup- 
ply, so  any  children’s  shoes,  sizes  11  Yi  to  lYz,  will 
be  welcomed  at  The  Center — that’s  510  King  Street. 
Mrs.  ^Milton  Stein,  Chairman,  reports  that  progress 
is  being  made  in  the  building  of  shelves,  painting 
and  organizing  The  Center. 

Those  red  carnation  boutonnieres  our  doctors  were 
seen  wearing  on  March  30,  Doctors’  Day,  were  given 
with  the  compliments  of  the  Auxiliary.  Members 
were  also  responsible  for  Red  Cross  collections  among 
our  nearly  one  hundred  physicians  this  year. 

Arlington 

The  Arlington  Auxiliary  sponsored  a luncheon 
and  fashion  show  at  the  Washington  Golf  and  Coun- 
try Club  on  March  the  10th.  All  of  the  proceeds 
from  this  will  go  to  the  Arlington  Hospital.  -A  very 
large  crowd  attended  the  show  which  was  put  on 
by  Lillian  Bause  Fashions  of  .ArTngton. 


New  Exhibit  Shows  How  Medical  Dollars 

Are  Spent. 

A new  exhibit  showing  how  the  medical  care  dol- 
lar is  distributed  among  physicians,  hospitals,  drug- 
gists, dentists  and  others  is  now  available  through 
the  .AM.A’s  Bureau  of  E.xhibits.  “Where  Your 
Medical  Dollar  Goes”  features  three-dimensional 
figures  on  a revolving  pedestal.  Available  to  state 
and  county  medical  societies,  this  e-xhibit  may  be 
shown  either  in  conjunction  with  such  exhibits  as 
“Health  Today”  and  “A^our  Medical  Care”  or  by 
itself. 


European  MD  Contributes  to  AMEF. 

A European-educated  physician  now  residing  in 
Madera,  California,  believes  that  physicians  should 
support  -American  medical  schools.  -Although  he 
owes  no  allegiance  to  any  school  in  this  countr}-.  Dr. 
Thomas  Klein  sent  in  a donation  to  the  -American 
Medical  Education  Foundation.  His  action  sets  an 
example  for  graduates  of  -American  medical  colleges. 
In  less  than  three  months  of  this  year,  the  Foundation 
has  received  in  excess  of  $657,000  from  more  than 
7,000  contributors  towards  its  1953  goal  of  two  mil- 
lion dollars. 
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BOOKS 

Modern  Treatment.  A Guide  for  General  Practice.  By 
Fifty-three  authors.  Edited  by  AUSTIN  SMITH, 
M.D.,  Editor  of  the  Journal  of  the  American  Medi- 
cal Association;  And  PAUL  L.  WERMER,  M.D., 
Secretary,  Committee  on  Research,  American 
Medical  Association.  Paul  B.  Hoeber,  Inc.,  New 
York.  1953.  xv-1146  pages.  Cloth.  Price  $20.00. 

Pheochromocytoma  and  the  General  Practitioner.  By 
JOSEPH  L.  DECOURCY,  M.D.,  and  CORNELIUS 

B.  DECOURCY,  M.D.,  DeCourcy  Clinic,  Cincinnati, 
Ohio.  1952.  Cloth. 

Progress  In  Fundamental  Medicine.  By  PAUL  CAN- 
NON, University  of  Chicago;  J.  A.  CUNNINGHAM, 
University  qf  Alabama;  PAUL  KLEMPERER,  Mt. 
Sinai  Hospital,  New  York;  ALBERT  KLIGMAN, 
University  of  Pennsylvania;  G.  K.  MALLORY,  The 
Mallory  Institute;  TRACY  B.  MALLORY  (de- 
ceased), The  Massachusetts  General  Hospital;  J. 

C.  PATERSON,  University  of  Western  Ontario; 

L.  B.  STODDARD,  University  of  Kansas;  W.  KEN- 
NETH CUYLER,  Duke  University;  J.  P.  WYATT, 
St.  Louis  University.  Edited  by  J.  F.  A.  Mc- 
MANUS,  University  of  Virginia.  Lea  & Febiger, 
Philadelphia,  1952.  316  pages,  with  74  illustra- 

tions and  2 colored  plates.  Cloth.  Price  $9.00 

It  would  seem  to  this  reviewer  that  the  purpose  of 
tliis  volume,  to  provide  concise  and  authoritative  dis- 
cussions of  fundamental  problems  in  medicine,  has 
been  achieved  very  well.  The  authors  of  individual 
sections  are  well-qualified  to  provide  perspective,  a 
comprehensive  survey  and  proper  emphasis  in  their 
particular  subjects.  While  much  of  the  book  will 
be  of  special  interest  to  the  pathologist,  there  are 
many  aspects  which  have  direct  clinical  implications 
of  interest  to  the  general  practitioner,  internist,  sur- 
geon, gynecologist  and  industrial  physician. 

Each  author  has  included  an  extensive  bibliog- 
raphy which  enhances  the  value  of  the  summations 
immensely.  They  may  be  regarded  as  key  refer- 
ences which  stand  out  from  the  innumerable  articles 
appearing  in  numerous  journals.  There  has  been 
admirable  success  in  keeping  articles  of  such  a sum- 
mary and  review  nature  from  being  dry  and  tedious; 
they  are  mostly  easily  readalile  and  enjoyable. 

The  need  for  “bringing  up  to  date”  through  re- 
view of  broad  problems  by  qualified  experts  seems 
very  definite.  It  is  believed  this  book  will  fill  that 
need,  and  it  is  hoped  that  additional  medical  sub- 
jects of  a fundamental  nature  will  be  treated  sim- 
ilarly in  future  volumes  of  this  type.  h.f. 

Cardiac  Therapy.  By  HAROLD  J.  STEWART,  M.D., 
Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  College,  New  York;  Attending  Phy- 
sician, New  York  Hospital;  etc.  Paul  B.  Hoeber, 
Inc.,  New  York.  1952.  x-622  pages.  Illustrated. 

Cloth.  Price  $10.00. 

This  reviewer  found  this  to  be  a well  written, 


clearly  defined  approach  to  the  therapy  of  cardiovas- 
cular disease.  There  is  some  repetition  which  serves 
however  to  emphasize  important  factors  in  cardiac 
disease  and  is  not  objectionable.  Throughout  the 
pages  of  the  book  the  author  carries  on  a feud  with 
the  Harry  Gold  school  of  digitoxin  usage  without 
once  mentioning  that  worthy’s  name.  However,  his 
insistence  that  1.8  milligrams  of  digitoxin  is  the  only 
valid  digitalizing  dose  recurs  in  almost  every  situation 
where  it  is  pertinent.  The  first  five  chapters  can  be 
read  with  equal  value  by  both  the  novice  and  the  ex- 
perienced cardiologist.  They  are  an  extremely  lucid 
presentation  of  the  subjects  of  congestive  heart  fail- 
ure, mercurial  diuretics,  digitalis,  anticoagulant 
drugs  and  irregularities  of  the  heart.  1 he  chapter 
entitled,  “What  To  Tell  Patients  About  Their  Heart 
Disease”  is  extremely  valuable  to  anyone  treating 
cardiac  disease. 

On  the  whole,  this  book  is  adequate  and  well 
written  and  would  make  a welcome  addition  to  the 
library  of  most  jiractitioners. 

L.D.P. 

Therapeutic  Meal  Plans.  A New  Diet  Manual.  Pre- 
pared. by  the  Department  of  Dietetics  and  Nutri- 
tion, University  of  Kansas  School  of  Medicine. 
Edited  by  Virginia  Toews,  Berdena  Rosenow,  and 
Ruth  Gordon,  Dietitians.  University  of  Kansas 
Press,  Lawrence,  Kansas.  1952.  Ill  pages.  Cloth. 
Price  $3.00. 

This  manual,  containing  a wealth  of  compact  in- 
formation on  therapeutic  diets,  should  be  of  special 
benefit  to  dietitions  and  nutritionists  as  well  as  to 
the  busy  practitioner. 

Routine  hospital  diets  are  listed,  following  by 
therapeutic  diets  divided  into  eleven  groups  accord- 
ing to  the  way  in  which  they  vary  from  the  normal, 
(for  example,  caloric  variations,  salt  variations,  etc.). 
For  each  diet  there  is  given  (1)  approximate  compo- 
sition for  protein,  fat,  calories,  minerals  and  vi- 
tamins; (2)  necessary  foods;  (3)  additional  foods; 
(4)  special  rules;  (5)  fcxids  to  omit,  and  (6)  sug- 
gested meals.  There  is  a table  of  average  servings 
which  standardizes  amounts;  this  and  twenty-two 
other  tables  throughout  the  book  are  good  for  quick 
reference,  as  is  the  index. 

The  dietitions  who  edited  this  little  manual  are 
to  be  commended  on  its  completeness.  They  designed 
it  primarily  for  use  at  the  University  of  Kansas 
School  of  Medic'ne  but  it  could  well  be  used  as  a 
basic  or  supplementary  (reference)  manual  of  diets 
by  hospitals  or  clinics  elsewhere,  e.a.l.  and  e.m.b. 
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EDITORIAL 


John  Carter  and  His  Five  Wives 


The  most  j)rovocative  tomlistone  in  Virginia  is  in  Lancaster  County  in  old  Christ 
Church.  It  marks  the  grave  of  John  Carter  and  four  of  his  five  wives.  Buried 
also  with  them  are  George,  tlie  son  of  tlie  first  wife,  and  Sarah,  the  daughter  of  the 
fourth.  The  church  itself  is  well  worth  a visit.  The  original  church  was  a wooden 
structure  built  in  1670  by  John  Carter,  the  immigrant.  The  congregation  outgrew 
tliis  structure  and  there  was  a movement  to  liuild  the  new  church  in  a more  accessible 
location.  Robert,  the  son  of  John,  who  was  also  known  as  King  Carter,  offered  to 
build  the  new  Church  at  his  own  exjjense  if  the  location  were  not  changed.  It  was 
completed  in  1 732,  the  year  of  Robert  Carter’s  death.  The  building  stands  today  as 
it  was  originally  built.  There  have  been  no  remodeling  nor  “improvements”.  Bishop 
Meade  in  “Old  Churches,  Ministers  and  P'amilies  of  Virginia”  (1857)  says  that  the 
vestry  book  is  unique  in  that  the  names  of  John  Carter,  John  his  eldest  son,  and 
Robert  appear  at  the  head  of  the  vestry-lists  even  ahead  of  the  minister.  The  in- 
scription on  John  Carter’s  tomb,  which  is  now  within  the  enlarged  church,  is  quite 
ambiguous  and  the  Bishop  misinterpreted  it,  and  his  mistake  is  perpetuated  in  the 
guide  books  of  today.  (Virginia:  A Guide  to  the  Old  Dominion,  1941) 


AVGHTEnOF  ' ^ vwjVES  SVCHSESSlVSlPt: 

,HjCH  ware  his  Wivt.:>  o ■ 

WKSDGTHFOILOWTHEM,^  ’ V 


The  names  of  the  five  wives  are:  (1),  Jane  Glynn,  the  mother  of  George,  John, 
and  Elizabeth;  (2)  Elinor  Eltonhead,  widow  of  Broca,  n.i.;  (3)  Anne  Carter,  n.i., 
who  brought  to  him  the  Cleve  Carter  e tate;  (4)  Sarah  Ludlow,  the  mother  of  Robert 
(King)  Carter  from  whom  most  of  the  Virginia  Carters  are  descended;  and  (5)  Eliza- 
beth Shirley  (or  Shirlock),  who  survived  her  husband  and  bore  him  one  son,  Charles, 
who  did  not  grow  to  manhood.  The  unproductive  wives  (nos.  2 and  5)  were  beneath 
the  notice  of  the  good  Bishop. 

What  are  the  medical  implications  of  this  tombstone?  That  a man  could  within 
20  years  and  without  the  aid  of  either  murder  or  divorce  marr}’  so  many  times,  did  not 
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excite  comment  in  those  days.  To  be  fruitful,  multiply,  and  possess  the  earth,  was 
the  spirit  of  the  Virginia  frontier.  To  marry  five  times  was  not  unusual  in  those  days. 
Women  entered  the  Holy  state  of  matrimony  at  a tender  age,  bore  many  children  and 
died  young.  A husband,  after  a respectable  period  of  mourning,  but  more  frequently 
without,  usually  remarried  and  continued  to  add  to  his  family,  and  perchance  to  his 
fortune.  However,  not  all  the  multiple  marriages  were  on  the  male  side.  Widows 
were  as  quick  to  remarry  as  were  widowers  and  some  had  the  hardihood  to  remarry 
many  times.  The  mother  of  Mrs.  Elizabeth  Carter  of  Lancaster  County  married  six 
times.* 

Two  of  John  Carter’s  marriages  were  sterile,  a surprisingly  high  percentage,  but 
we  know  that  sterile  marriages  were  not  uncommon.  In  families  based  on  a series 
of  many  marriages,  sterile  matings  had  a tendency  of  being  overlooked.  John  Wash- 
ington, the  immigrant,  married  three  times  and  two  of  his  marriages  were  infertile.  In 
the  next  century  the  Father  of  His  Country  had  no  children,  as  is  well  known.  Ed- 
mund Pendleton  is  another  well  known  case  of  childlessness.  His  teen-age  bride  died 
in  her  first  labor  leaving  a stillborn  child.  His  second  matrimonial  venture  was  en- 
tirely fruitless.  The  families  of  less  prominent  Virginians  show  many  instances  of 
sterile  matings.  Most  of  them  were  due  to  relative  infertility  for  the  widows  and 
widowers  involved  had  children  in  previous  or  subsequent  unions. 

There  was  opportunity  to  study  only  one  partner  of  a sterile  mating  in  Colonial 
Virginia  for  death  was  the  only  end  of  marriage.  Even  a court  order  of  separation 
was  unheard  of  and  the  only  divorce  was  that  of  Alice  Clawson  of  Northampton 
County  whose  husband  refused  to  give  up  his  Indian  concubine  when  he  returned  from 
reigning  as  principal  chief  of  the  Nanicokes  ( 1655).  Some  one  hundred  and  sixty 
years  after  this  Josephine  and  Napoleon  gave  the  world  the  classic  example  of  relative 
sterility.  Together  they  were  unable  to  have  a child,  but  each  had  issue  by  other  mates. 

The  fewness  of  children  per  wife  in  John  Carter’s  family  is  somewhat  surprising 
especially  to  those  of  us  who  have  been  used  to  hearing  about  the  wonderful  fecundity 
of  some  of  Virginia’s  ari.stocrats.  William  Byrd  III,  Lewis  Burwell,  W’arner  Wash- 
ington, Mann  Page,  and  Thomas  Marshall  each  sired  fifteen  children,  the  3rd  Robert 
Carter  seventeen,  John  Page  twenty,  and  Charles  Carter  of  Shirley  twenty-three.  Such 
fertility,  while  startling,  was  exceptional  and  did  not  lead  to  a great  increase  in  pop- 
ulation. The  main  factor  in  population  growth  or  lack  of  growth  in  early  Virginia 
was  the  tremendous  and  widespread  infant  mortality.  According  to  Bruce,  the  average 
colonial  family  consisted  of  five  persons. 

Our  four  ladies  who  shared  John  Carter’s  tomb  and  the  fifth  who  survived  him  do 
not  support  the  rather  prevalent  idea  that  maternal  mortality  was  high  in  those  days. 
In  the  first  place  two  of  the  five  bore  no  children  and  in  the  second  place  none  died 
shortly  after  giving  birth.  Of  course  there  may  have  been  deaths  caused  by  com- 
plications of  pregnancy — toxemias,  hemorrhage,  ectopic  pregnancy  or  abortion.  Little 
is  said  about  miscarriages  but  we  know  that  tliey  did  occur.  From  William  Byrd’s 
Diary  we  learn  that  little  attention  was  paid  to  them,  about  as  much  as  to  profuse 
menstruation.  As  already  stated,  the  first  Mrs.  Edmund  Pendleton  died  in  labor 
and  other  cases  can  be  found  in  the  biographies  of  early  Virginians. 

The  effect  of  child  bearing  upon  maternal  health  is  not  so  apparent.  A notable 
example  is  Mrs.  Thomas  Jefferson  who  bore  her  husband  six  children  within  ten 
years.  Mr.  Jefferson  was  constantly  worried  about  her  health  and  one  gets  the  im- 
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pression  that  he  considered  her  frequent  pregnancies  to  be  at  the  bottom  of  her  poor 
health.  She  died  before  she  was  thirty-four.  Jefferson  was  an  uncommonly  observant 
man.  He  never  remarried.  The  average  man  under  such  circumstances  promptly  found 
a new  wife  and  continued  his  reproductive  habits. 

All  are  agreed  that  there  was  tremendous  infant  mortality.  This  was  attributed  to 
the  long  hot  summers.  How  far  back  goes  the  old  adage  that  it  took  unusual  stamina 
to  survive  the  second  summer,  we  do  not  know,  but  it  could  easily  date  back  to  this 
period.  Breast  milk  from  either  the  mother  or  a wet  nurse  was  well  nigh  universal 
and  protected  the  infant  to  some  extent  at  least  through  the  first  summer.  Tuberculous 
undoubtedly  took  its  toll,  for  fresh  air  was  greatly  feared  in  olden  times.  There  is 
little  evidence  that  syphilis  played  any  part  in  the  excessive  infant  mortality  or  that 
it  existed  in  the  adults  for  that  matter.  Early  marriage  and  quick  remarriage  in  case 
of  widowhood  should  have  reduced  promiscuity  and  consequent!)’  the  incidence  of 
venereal  disease,  but  the  continuity  of  the  marriage  state  would  have  prolonged  an 
existing  infection  and  deprived  the  several  wives  of  the  natural  curative  effect  of  many 
pregnancies.  In  other  words  a syphilitic  husband  and  five  wives  having  say  fifteen 
pregnancies  between  them  would  be  likely  to  have  several  infected  wives  and  many 
luetic  children  for  none  would  have  the  therapeutic  benefit  that  many  pregnancies 
confer  on  a syphilitic  mother,  but  if  one  woman  bore  him  the  fifteen  children  the 
younger  children  would  probably  be  free  from  lues.  All  we  can  say  is  that  the  custom 
of  early  and  repeated  marriages  that  pertained  in  Colonial  Virginia  was  in  some 
respects  conducive  to  congenital  lues  and  in  other  respects  it  was  not.  Which  was  the 
greater  influence  we  may  never  know. 


The  Tri-State  Medical  Journal 

Number  one  of  volume  one  of  the  new’  organ  of  the  Tri-State  Medical  Association 
of  the  Carolinas  and  Virginia  came  early  in  April.  It  has  an  attractive  format 
and  the  usual  contents  of  a medical  association  journal.  In  addition,  the  present  num- 
ber has  salutes  from  each  of  the  six  medical  schools  in  the  Tri-State  area.  All  six 
agree  that  there  is  a place  for  the  new  Journal  but  advance  various  reasons  for  their 
beliefs.  Dr.  Sanger,  of  the  Medical  College  of  Virginia,  calls  attention  to  the  value 
of  medical  writing  in  the  continuing  post-graduate  educational  program.  Not  only 
does  it  advance  medical  knowledge,  but  it  benefits  the  author  in  no  uncertain  way.  The 
president,  Dr.  Gray  Dixon,  explains  the  new  journal  with  the  cliche,  a “new  broom 
sweeps  clean”.  We  hope  that  the  “comfort  of  an  old  shoe”  or  the  “wisdom  of  an  old 
head”  will  not  be  forgotten. 

At  the  end  of  fifty  years  in  medicine  I can  testify  to  the  value  of  medical  associations 
and  their  official  publications.  One  leaves  one’s  Alma  Mater  with  a store  of  informa- 
tion and  inspiration  that  quickly  becomes  worthless  unless  it  is  constantly  renewed. 
This  can  best  be  accomplished  in  one’s  local,  state,  regional,  or  special  society.  A well 
worked  up  paper  or  case  report,  presented  and  discussed  in  the  meeting  and  published 
in  its  journal  may  benefit  every  one  taking  part  in  the  exercise,  but  the  one  who  reaps 
the  greatest  benefit  is  the  author.  There  are  still  too  few  medical  societies  to  fulfill 
adequately  this  phase  of  continuing  post  graduate  training. 

The  Monthly  sends  greetings  and  best  wishes  to  the  Tri-State  Medical  Journal. 
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PRESIDENT’S  PAGE 

Acceptance  Remarks  of  Dr.  James  L.  Hamner 
Outline  of  Objectives  and  Comment  on  Progress. 

IN  HIS  acceptance  remarks  of  the  presidency  of  The  Medical  Society  of  Virginia, 
last  Fall,  your  president  Dr.  Hamner,  outlined  certain  olijectives  for  his  year  in  office. 
Some  of  these  are  thought  to  be  of  sufficient  imj>ortance  to  bring  to  your  attenion  again. 
This  is  particularly  true  since  so  few  members  were  present  at  this  installation  meeting, 
and  all  of  us  are  so  prone  to  forget.  Too,  some  progress  has  been  made.  You  should 
know  about  this. 

I want,  again,  to  thank  you  for  this  opportunity  of  service  and  the  privilege  of  asso- 
ciation with  the  fine  men  and  women  of  the  society.  I also  want  to  thank  all  of  you  tor 
your  encouragement  and  your  willingness  to  help.  This  is  evidenced  by  the  cooperative 
spirit  shown  by  so  many  capable  and  busy  people  in  accepting  the  responsibility  of 
committee  membership  and  leadership.  This  is  most  important  since  the  society  has 
become  so  large  and  its  activities  so  numerous  that  headquarters  office,  the  council  and 
the  president  could  never  do  ju-tice  to  the  job  of  running  it  without  good,  active  com- 
mittees. 

Believing,  as  I do,  that  the  presidency  is  a privilege  and  should  be  a continuing 
service,  I shall  continue  to  work  for  the  continuation  of  improvements  started  by  my 
predecessors,  as  well  as  for  the  creation  of  new  activities,  new  committees  and  other 
changes  which  may  .seem  helpful. 

The  society  should  be  strengthened  in  membership  and  in  framework.  W ith  several 
hundred  eligible  physicians  actively  practicing  in  Virginia,  who  are  not  members  of 
our  society,  the  local  and  component  societies  should  survey  their  areas  and  make  every 
effort  to  get  them  as  members,  d’he  names  of  several  e.xcellent  men  have  had  to  be 
removed  from  the  list  of  suggested  committee  members  because  they  were  not  members 
of  the  State  Society. 

The  framework  of  the  State  Society  will  be  strengthened  when  district  or  component 
societies  add  new  members,  help  to  form  active  district  councils,  create  grievance  com- 
mittees and  work  for  more  active  public  relations  programs. 

1 he  brochure  printed  and  distributed  by  the  society  to  help  people  in  selecting 
prepayment  insurance  of  all  kinds,  should  help  clarify  many  confused  minds,  but  it  is 
up  to  us  to  assume  active  leadership  in  the  management  of  Blue  Shield,  and  in  the 
stimulation  of  interest  in  Blue  Cross  and  in  commercial  insurance  companies  which 
sell  prepayment  medical  and  hospital  insurance.  Adequate  coverage  of  our  people 
with  voluntary  insurance  would  be  a tremendous  blow  to  the  efforts  of  people  who 
wish  to  force  compulsory  insurance  upon  us. 

To  aid  our  medical  schools  in  e.xpanding  and  meeting  added  expenses  necessary  to 
educate  the  needed  doctors,  we  must  actively  support  the  .American  Medical  Education 
Foundation.  .An  active  committee,  under  the  able  leadership  of  Dr.  Marcellus  .A. 
Johnson,  Jr.,  of  Roanoke,  has  been  created  for  this  purpose.  Everyone  is  urged  to 
support  this  program  to  prevent  Federal  Aid  and  ultimate  control  of  our  medical  schools 
by  the  government. 

W^e  have  lost  one  delegate  to  the  American  Aledical  Association  because  of  the  failure 
of  our  members  to  pay  their  .A.  M.  .A.  dues.  W’e  can  ill  afford  to  lose  this  delegate. 
W’e  must  put  on  an  active  campaign  and  get  our  members  to  pay  their  dues  and  regain 
this  needed  representation. 

.All  of  our  committees  should  be  strengthened  but  our  Legislative  Committee  needs 
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our  iiclive  supjxirt.  It  should  deal  not  only  with  State  Legislation  but  it  should  actively 
support  the  Legislative  Committee  of  the  A.  M.  A.  in  matters  of  National  Legislation. 

We  were  asked  to  appoint  a Liaison  Committee  to  work  with  the  area  director  of  the 
Welfare  and  Retirement  Fund  of  the  United  Mine  Workers.  This  is  an  important 
work.  The  Committee  was  authorized  and  the  best  possible  membership  selections  have 
l>een  made. 

Better  definitions  of  veteran’s  medical  rights  should  be  sought  and  a better  system 
of  treatment  and  an  adjustment  of  the  contracts  between  the  Medical  Society  of  Virginia 
and  the  \Tterans  Administration  seems  needed.  Our  Medical  Service  Committee  is 
actively  at  work  on  this. 

With  12,000,000  to  15,000,000  people  above  65  years  of  age,  and  the  many  younger 
people  who  are  crippled  by  accidents,  polio,  rheumatic  fever,  tuberculosis,  and  other 
chronic  disabling  diseases,  it  seems  proper  that  the  Medical  Society  should  initiate 
a program  for  the  treatment  and  rehabilitation  of  more  of  these  people.  Work  with 
our  State  Boards  of  Health  and  Education  should  be  started  at  once  for  the  expansion 
of  present  facilities  or  the  creation  of  new  ones  for  that  purpose.  These  people  present 
real  socio-economic  problems  and  they  must  be  looked  out  for. 

Our  Society  should  seek  to  more  actively  work  with,  and  support  existing  health 
agencies  and  organizations  which  contribute  to  better  health  standards  in  Virginia. 
A conference  with  our  State  Boards  of  Health,  Education,  Dental,  Pharmacy  and 
Nursing  Associations  should  be  most  helpful.  Local  health  councils  over  the  state 
and  active  cooperation  with,  and  support  of  the  Virginia  Council  on  Health  and  Medical 
Care,  should  be  most  helpful  in  working  out  such  a program. 

Our  already  excellent  Public  Relations  Program  should  be  broadened  and  given 
more  general  support.  The  annual  meeting  of  the  Public  Relations  Committee  in 
Roanoke,  in  January  was  a real  eye  opener.  Man}’  excellent  thoughts  were  brought 
out.  People  should  be  urged  to  secure  family  physicians  who  will  take  care  of  their 
needs.  To  be  sure  that  medical  care  will  always  be  available,  every  county,  town  and 
city  should  create  an  emergency  panel  of  physicians  who,  by  rotating  their  services, 
could  provide  adequate  medical  care  on  Sundays,  holidays  and  at  night.  Grievance 
Committees  should  be  created  by  all  societies  and  publicity  given  such  action. 

^^'e  should  individually,  and  as  a society,  try  to  impress  upon  the  people  the  im- 
portance of  developing  a sense  of  responsibility  for  themselves  and  their  dependents.  The 
doctor  should  not  be  held  responsible  for  the  medical  needs  of  people  who  make  no 
effort  for  themselves.  \\'e  must  try  to  educate  them  to  share  their  part  of  the  load. 

The  members  of  the  profession,  health  clinics  and  organizations,  and  our  medical 
colleges  are  carrying  a lion’s  share  of  the  free  health  and  medical  care  load.  These 
and  many  other  services  rendered  by  the  profession  and  allied  agencies  are  seldom 
mentioned,  while  any,  even  minor,  adverse  criticism  of  the  doctor’s  efforts  makes  the 
headlines,  ^^'e  should  get  out  of  our  shells  and  let  the  press  have  our  side  of  the 
story  too.  That  should  be  of  invaluable  aid. 

Our  Woman’s  Auxiliary,  it  seems  to  me,  should  be  our  greatest  asset,  particularly 
in  public  relations.  They  are  anxiously  waiting  to  be  given  something  to  do.  The}’ 
can  do  more  for  good  public  relations  than  any  of  our  allied  groups.  This  was  greatly 
emphasized  at  the  Annual  Public  Relations  meeting.  1 he  Council  has  made  some 
definite  strides  toward  bringing  the  Auxiliary  into  the  position  it  so  well  deserves. 
It  is  hoped  to  have  representation  from  the  Auxiliary  attend  the  meetings  of  the  Council 
and  the  House  of  Delegates.  Too,  it  is  hoped  that  our  annual  budget  will  provide 
funds  for  certain  of  their  activities.  They  need  and  deserve  our  encouragement  and 
support.  Let  us  all  urge  our  wives  to  join  the  Auxiliary  and  support  it  in  any  way 
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possible.  I know  the  .\uxiliary  can  and  will,  if  given  an  opportunity,  be  our  most 
valuable  aid. 

No  mention  was  made  of  Civil  Defense  last  October.  An  excellent  committee  has 
been  organized  under  the  able  leadership  of  Dr.  Fletcher  J.  Wright,  of  Petersburg. 
They  have  met  and  are  trying  hard  to  do  a good  job. 

Every  member  of  the  Society  and  the  Auxiliary  should  think  of  and  be  ready,  always, 
to  help  in  this  undertaking.  Civil  Defense  is  Everybody’s  Business. 

The  field  which  seemed  so  large  last  October  has  continued  to  expand.  The  job 
which  seemed  so  tremendous  has  continued  to  grow.  The  loyal  support  of  the  head- 
quarters staff,  and  of  all  the  profession,  which  was  needed  and  requested,  has  made 
many  things  possible,  however,  and  we  hope  success  will  be  ours. 

Just  as  our  program  is  the  product  of  many  minds,  the  achievement  of  our  objectives 
will  be  the  result  of  the  all  out  cooperation  of  all  of  us.  At  this  midway  point,  the 
light  of  success  seems  brighter  than  on  October  1st  of  last  year.  You  are  urged  to 
help  us  keep  pulling  and  pushing.  Y’ithout  your  help  we  cannot  succeed,  with  it,  all 
of  our  objectives  are  possible.  They  seem  worthwhile  and  worth  working  for.  Let’s 
not  lose  anyone  of  them. 


SOCIETIES 


The  Danville-Pittsylvania  Academy  of  Med- 
icine 

Held  its  regular  monthly  meeting  on  March  13, 
at  which  time  Dr.  Edward  C.  Curnen,  Jr.,  Professor 
of  Pediatrics  at  the  University  of  North  Carolina 
Medical  School,  Chapel  Hill,  talked  on  “The  Rec- 
ognition and  ^lanagement  of  .\cute  Rheumatic 
Fever”. 

The  physicians  of  the  .Academy  volunteered  their 
services  in  performing  physical  examinations  on  the 
football  players  in  the  local  high  schools  next  fall 
and  will  have  a physician  in  attendance  at  all  sched- 
uled games. 

Walter  C.  Fitzgerald, 
Secretary-T  reasurer. 

Patrick-Henry  Medical  Society. 

Dr.  D.  L.  Fleshman  of  Bassett  is  president  for  this 
year  of  the  Patrick-Henry  ^ledical  Society,  Dr.  D. 
H.  Mason  of  Ridgeway  vice-president,  and  Dr.  T. 
H.  Dickerson  of  Martinsville  secretary-treasurer. 

Lynchburg  Academy  of  Medicine. 

.\i  the  regular  monthly  meeting  of  the  Academy 


on  March  9,  at  the  Lynchburg  General  Hospital, 
Dr.  G.  Slaughter  Fitz-Hugh  of  the  University  of 
Virginia  spoke  on  “Maxilla  Facial  Surgery  in  Trau- 
matic Injuries”. 

.\t  a business  meeting.  Dr.  George  E.  Calvert  and 
Dr.  Lloyd  C.  Agnew  w'ere  received  into  full  mem- 
bership, having  served  the  required  waiting  period 
of  one  year. 

Frank  N.  Buck,  Jr., 
Secretary- T reasurer. 

The  Fairfax  County  Medical  Society 

IMet  on  March  10th,  at  the  home  of  Dr.  John 
Zylman,  in  Arlington. 

Dr.  James  Lafter  was  accepted  for  membership, 
and  expects  to  practice  in  Falls  Church.  Dr.  Mul- 
vaney  was  also  accepted  for  membership,  and  he 
exp>ects  to  practice  in  McLean. 

Dr.  Riesenman  gave  a talk  on  paralyses  of  nerv- 
ous origin. 

The  next  meeting  will  be  held  on  the  second  Tues- 
day in  April,  at  a place  to  be  announced. 

Alice  H.  Kiessling, 
Publicity  Chairman. 


NEWS 

Tribute  to  Dr.  W.  T.  Graham.  medical  staff  of  the  hospital  in  recognition  of  the 

On  March  19,  a portrait  of  Dr.  William  Tate  splendid  service  he  has  rendered  that  institution. 
Graham  was  presented  to  the  Crippled  Children’s  The  presentation  was  made  by  Dr.  James  T.  Tucker. 
Hospital  of  Richmond  by  the  administrative  and  Dr.  Graham  and  Miss  Nannie  Minor,  then  a vis- 
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iting  nurse,  established  a small  clinic  for  children 
afflicted  in  an  infantile  paralysis  epidemic  thirty- 
four  years  ago  and,  from  a small  beginning,  the 
venture  has  grown  to  a 120-bed  hospital  of  which 
Dr.  Graham  has  been  surgeon-in-chief  since  its  be- 
ginning. The  non-profit  institution  has  continued 
and  grown  through  gifts  of  time,  money  and  profes- 
sional services  by  individuals,  civic  and  fraternal 
organizations,  together  with  partial  support  from  the 
Crippled  Children's  Bureau  of  the  State  Department 
of  Health. 

Dr.  Nicholls  Retires. 

Dr.  J.  B.  Nicholls  retired  as  superintendent  and 
medical  director  of  Catawba  Sanatorium  on  March 
1,  after  completing  a service  of  thirty-six  years  with 
the  sanatorium.  He  first  joined  the  staff  of  Catawba 
as  an  assistant  physician  in  1917,  but  four  years 
later  was  appointed  medical  director.  While  con- 
nected with  the  staff,  the  sanatorium  grew  from  168 
beds  in  1917  to  a total  of  440  beds  in  1953.  As 
stated  in  a tribute  to  him  in  the  Roanoke  Times, 
“Now  that  * * * Dr.  Nicholls,  at  65,  thinks  he  should 
retire,  surely,  he  has  earned  a rest.”  He  has  re- 
turned to  his  home  State  of  North  Carolina. 

In  Charge  of  Catawba  Sanatorium. 

Dr.  Mack  I.  Shanholtz,  State  Health  Commission- 
er, has  announced  the  appointment  of  Dr.  Cecil  C. 
Smith  as  Superintendent  and  ^ledical  Director  of 
Catawba  Sanatorium,  effective  April  15.  Dr.  Smith, 
a native  of  Alabama,  received  his  ^I.D.  degree  from 
Emory  University  and  his  M.P.H.  degree  from  Johns 
Hopkins  University.  Before  assuming  his  duties  at 
Catawba,  he  was  connected  with  a Veterans  Admin- 
istration Tuberculosis  center  in  Mississippi.  Dr. 
Smith  is  replacing  Dr.  J.  B.  Nicholls  who  retired  on 
March  1. 

AMA  Meeting  to  Be  Aired  on  Radio  and  TV. 

Physicians  who  cannot  attend  the  AMA’s  102nd 
annual  convention  can  see  and  hear  highlights  of  the 
meeting  via  radio  and  television. 

The  presidential  inaugural  ceremony  will  be  broad- 
cast coast  to  coast  on  Wednesday,  June  3.  Although 
the  inauguration  of  President-Elect  Edward  J.  Mc- 
Cormick will  be  held  Tuesday,  the  coronation  of 
Queen  Elizabeth  II  of  England  on  the  same  day — 
which  will  be  widely  covered  by  radio  and  television 
— has  made  it  necessary  to  re-broadcast  the  proceed- 
ings on  Wednesday  evening. 

In  television  areas,  the  half-hour  “March  of  Med- 


icine” program,  originating  at  the  Scientific  Exhibit 
in  New  York’s  Grand  Central  Palace,  will  be  pre- 
sented either  Thursday  or  Friday  evening.  This 
television  coverage  will  be  sp>onsored  by  Smith,  Kline 
and  French,  Philadelphia  pharmaceutical  firm. 

AMA  Exhibits  Face  Big  Year. 

To  all  four  corners  of  the  country  go  AMA  ex- 
hibits! These  exhibits  are  displayed  not  only  at 
.■\MA  annual  and  clinical  meetings  but  also  at  home 
and  food  shows,  automobile  shows,  farm  shows,  state 
and  county  fairs,  and  over  television.  So  far  in  1953 
there  have  been  130  exhibition  days  in  seven  states. 
Bookings  now  on  hand  total  187  days  of  exhibit 
showings  in  21  states,  with  a total  of  43  different 
showings  already  scheduled. 

So  popular  has  been  the  display  entitled  “Testing 
the  Drinking  Driver”  that  two  copies  were  prepared. 
Last  year  one  of  these  was  shown  96  days  before  19 
different  groups  in  nine  states,  while  the  other  copy 
was  shown  84  days  before  22  groups  in  11  states. 
All  bookings  are  handled  through  the  Bureau  of 
Exhibits. 

Dr.  Blanton  Honored. 

Dr.  Wyndham  B.  Blanton,  Richmond,  was  made 
vice-president  of  the  American  Academy  of  Allergy 
at  its  recent  meeting  in  Boston.  He  has  also  been 
recently  appointed  to  the  Editorial  Board  of  the 
Bulletin  of  the  History  of  Medicine  published  by 
the  Johns- Hopkins  University. 

Dr.  A.  B.  Gravatt,  Jr., 

Kilmarnock,  has  been  elected  president  of  the  Kil- 
marnock-Irvington-White  Stone  Rotary  Club. 

Change  of  Directors  in  Health  Districts. 

Dr.  Laurence  T.  Giles,  who  has  been  acting  health 
director  of  Fredericksburg  and  three  nearby  counties, 
since  last  Fall,  substituting  for  Dr.  H.  D.  Crow  who 
has  been  doing  special  work  with  the  State  Depart- 
ment of  Health,  left  April  1 to  become  health  director 
of  the  district  embracing  Prince  William,  Fauquier 
and  Rappahannock  Counties.  He  has  headquarters 
in  Warrenton. 

The  American  Therapeutic  Society 

Will  hold  its  annual  meeting  in  the  Hotel  Bilt- 
more.  New  York  City,  on  May  28-31.  Outstanding 
in  the  program  will  be  a symposium  on  Tobacco,  with 
Dr.  Arthur  C.  Degraff  of  New  York  as  moderator. 
A Round  Table  discussion  will  follow  the  presenta- 
tion of  these  seven  papers.  In  addition  to  this. 
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there  will  be  two  s)Tnposiums  on  “Recent  Advances 
in  Medicine”  by  Dr.  O.  P.  J.  Falk  of  St.  Louis,  and 
“Recent  Advances  in  Surgery”  by  Dr.  W.  Wayne 
Babcock  of  Philadelphia.  One  entire  day  will  be 
devoted  to  new  items  in  the  therapeutic  armamen- 
tarium. Guests  are  welcome  to  these  scientific  ses- 
sions. 

Further  information  may  be  obtained  from  Dr. 
Oscar  B.  Hunter.  Jr.,  Secretary,  9 15-1 9th  Street, 
N.W.,  Washington  6,  D.  C. 

Correction  for  Tumor  Clinics. 

On  page  246,  of  the  April  Monthly,  days  for  the 
Clinics  at  the  IMedical  College  of  Virginia,  Rich- 
mond, should  not  have  included  \\’ednesday.  The 
days  for  Richmond  should  be: 

Tuesday — General,  8:30  .\.M. 

Thursday — Gyn,  8:30  A.M. 

Head  and  Neck,  8 :30  A.ISI. 

Friday — G.U.,  12:00  Noon. 

Dr.  Austin  I.  Dodson,  Jr., 

Class  of  ’46,  Medical  College  of  Virginia,  after 
service  in  the  U.  S.  Navy,  has  located  in  Richmond 
and  is  associated  with  his  father  in  Medical  Arts 
Building. 

Virginia  Surgical  Society. 

The  first  business  meeting  of  this  Society  will  be 
held  at  2:00  p.m.  on  Saturday,  May  23rd,  at  the 
Richmond  .\cademy  of  Medicine,  1200  East  Clay 
Street,  Richmond.  Purpose  of  this  meeting  is  to 
adopt  a constitution  and  to  elect  officers  for  the 
coming  year. 

.\  luncheon  will  be  served  for  members  and  their 
wives  at  12:30  p.m.  in  the  dining  room  of  the 
.\cademy.  Reservations  for  the  luncheon  can  be 
made  in  advance  to  the  secretary,  W.  M.  Hill,  M.D., 
401  West  Grace  Street,  Richmond. 

Dr.  J.  Coleman  Motley, 

Lottsburg,  was  elected  first  vice-president  of  the 
newly  formed  Lions  Club  of  Northumberland  Coun- 
ty, at  its  organizational  meeting  March  23. 

Dr.  Armistead  D.  Williams 

Has  been  elected  president  of  the  Richmond  Area 
Heart  Association,  the  new  name  given  to  the  former 
Richmond  Chapter  of  the  American  Heart  .Associa- 
tion. Dr.  Reno  Porter  has  been  named  second  vice- 
piesident. 

A Graduate  Course  in  Recent  Advances  in 
Cardiac  Therapy 

Will  be  given  by  the  Kanawha  Medical  Society 


September  16,  1953  at  Charleston,  W.  Va.  This 
one-day  course  will  be  presented  with  the  aid  of 
“Lantern  Slides”  and  the  talks  will  be  informal.  It 
is  the  hope  of  the  committee,  that  the  physicans 
will  be  presented  with  practical  points  of  treatment 
to  aid  them  in  their  everyday  practice. 

The  members  of  the  faculty  will  include : 

Charles  P.  Bailey,  M.D Philadelphia,  Pa. 

Ralph  E.  Dolkart,  M.D Chicago,  Illinois 

R.  W.  Kissane,  M.D Columbus,  Ohio 

Edward  S.  Orgain,  M.D Durham,  N.  C. 

Francis  F.  Rosenbaum,  M.D Milwaukee,  Wise. 

The  West  Virginia  Academy  of  General 
Practice 

Is  to  hold  its  first  annual  assembly  at  the  Daniel 
Boone  Hotel,  Charleston,  W.  Va.,  Saturday  and  Sun- 
day, May  16  and  17.  They  have  arranged  an  ex- 
cellent program  with  twelve  out-of-State  medical  guest 
sjieakers,  each  distinguished  in  his  special  field. 
There  will  also  be  a Panel  discussion  and  a Sym- 
posium with  local  doctors  as  moderators.  Dr.  Ed- 
ward E.  Haddock,  Richmond,  Va.,  Mayor  of  that 
city  and  recent  president  of  the  Virginia  A.G.P., 
will  be  speaker  at  the  banquet  to  be  held  on  Saturday 
evening.  There  will  also  be  a program  for  the  ladies. 
Make  plans  to  attend  by  writing  directly  to  the 
Reservation  Manager,  Daniel  Boone  Hotel,  Charles- 
ton, W.  Va.,  who  will  confirm  reservations. 

Dr.  Charles  M.  Caravati, 

Richmond,  participated  in  the  Sixth  .Annual  Med- 
ical SjTnposium  in  Greensboro  .Academy  of  Medi- 
cine, Greensboro,  N.  C.,  on  Alarch  25,  and  presented 
a paper  on  “Lesions  of  the  Distal  Stomach”. 

Dr.  Richard  N.  Baylor, 

Richmond,  who  has  been  a medical  examiner,  part 
time,  with  the  Richmond  Employees’  Medical  Serv- 
ice, resigned  this  position  .April  17  with  the  view 
of  accepting  a medical  position  with  a private  com- 
pany. 

Dr.  Granville  L.  Jones, 

Superintendent  of  Eastern  State  Hospital,  W il- 
liamsburg,  has  been  re-elected  president  of  the  \\  il- 
liamsburg  Community  Council,  an  organization  of 
civic  groups. 

Medical  College  of  Virginia  Alumni  Asso- 
ciation. 

Dr.  J.  .Asa  Shield  of  Richmond  will  be  installed 
as  president  of  the  Medical  College  of  \ irginia 
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Alumni  Association  at  its  annual  meeting  on  June  1. 
J.  Curtis  Nottingham  of  Richmond,  executive  secre- 
tary of  the  Virginia  Pharmaceutical  Association,  has 
been  made  president-elect  and  will  take  office  in  1954. 
Medical  vice-president  will  be  Rear  Admiral  Sterling 
S.  Cook  of  Norfolk,  chief  medical  officer  of  the  Fifth 
Naval  District,  Dr.  John  -A.  Tolley  of  Arlington  will 
be  dental  vice-president,  G.  W.  Hook  of  Manassas 
will  be  vice-president  from  pharmacy,  and  Mrs.  Sabra 
Sturt  Sadler  vice-president  from  nursing. 

Dr.  Richard  L.  Simpson  of  Richmond  wa=  elected 
secretary  and  Dr.  Harvey  B.  Haag  was  re-elected  to 
his  tenth  term  as  treasurer.  New  members  of  the 
Association’s  Board  of  Trustees  are  Dr.  Richard  A. 
Michaux,  Dr.  Robert  V.  Terrell,  Dr.  J.  J.  Stigall, 
Miss  Dorsye  Russell,  Lloyd  C.  Bird  and  E.  Claiborne 
Robins. 

Dr.  C.  L.  Outland  of  Richmond  has  been  appointed 
chairman  of  the  195,1  Alumni  Reunion,  which  will  be 
held  on  June  1.  The  program  will  include  a golf 
tournament,  the  annual  business  meeting  of  the  As- 
sociation at  3 :00  P.M.  at  the  Alumni  House  and  the 
annual  social  hour,  hancjuet  and  dance  at  the  John 
Marshall  Hotel  on  Monday  night. 

A Joint  Meeting. 

The  ^'irginia  Society  for  Pathology  and  Laboratory 
Medicine  and  the  Virginia  Society  of  Medical  Tech- 
nologists and  Laboratory  Technicians,  Inc.,  held  a 
Joint  Se.ssion  at  the  Hotel  John  Marshall  on  Jan- 
uary 17,  1953.  This  meeting  was  the  first  of  the 
annual  sessions  which  these  two  organizations  plan 
to  hold.  The  program  was  arranged  by  Dr.  H.  G. 
Kupfer,  of  the  Medical  College  of  Virginia. 

At  the  business  meeting  of  the  Pathologists,  the 
evaluation  studies  on  clinical  chemistry  which  the 
Society  has  been  conducting  for  over  a }’ear,  were 
discussed.  It  is  anticipated  to  broaden  the  eval- 
uations to  include  febrile  agglutination  determina- 
tions. 

Annual  Assembly  in  Otolaryngology, 

The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  announces  its  Annual 
Assembly  in  Otolaryngology,  divided  into  sections: 

A.  Basic  Section,  September  21  through  26,  1953, 
devoted  to  surgical  anatomy  and  cadaver  dissection 
of  the  head  and  neck,  and  histopathology  of  the  ear, 
nose  and  throat,  under  the  direction  of  Dr.  M.  F. 
Snitman. 

B.  Clinical  Section,  September  28  through  Oc- 


tober 3,  1953,  consisting  of  lectures  and  panel  dis- 
cussions, with  group  participation  of  otolaryngo- 
logical  problems  and  current  trends  in  medical  and 
surgical  management. 

Registration  will  be  limited.  .Application  for  at- 
tendance at  one  or  both  sections  will  be  optional. 
For  information  write  to  the  Department  of  Otolar}n- 
gology.  University  of  Illinois  College  of  Medicine, 
1853  West  Polk  Street,  Chicago  12,  Illinois. 

The  International  Academy  of  Proctology. 

All  physicians  are  cordially  invited  to  attend  the 
Fifth  Annual  Convention  of  the  International  .Aca- 
demy of  Proctology  to  be  held  at  the  Plaza  Hotel, 
New  York  City,  May  29,  30  and  31st,  directly 
preceding  the  American  Medical  Association  1953 
meeting.  The  meeting  this  year  will  be  extended 
to  include  a Surgical  Clinic  and  Seminar  at  Jersey 
City  Medical  Center  under  the  direction  of  Dr.  Earl 
J.  Halligan.  The  “Wet  Clinic”  and  Seminar  will  be 
on  May  28th.  An  extensive  Motion  Picture  Sem- 
inar of  Proctologic  Surgery  (including  office  tech- 
niques) will  be  held  on  May  31st.  .All  scientific 
papers  will  present  the  latest  developments  in  proc- 
tology and  gastroenterology. 

Because  general  practitioners,  as  well  as  gastroen- 
terologists and  proctologists,  face  proctologic  prob- 
lems in  their  daily  practice,  much  of  the  program 
has  been  planned  to  answer  their  questions.  There 
is  no  fee  for  attendance. 

The  program  will  be  available  upon  request  to 
the  E.xecutive  Offices  of  the  International  Academy 
of  Proctology,  43-55  Kissena  Blvd.,  Flushing,  New 
A'ork. 

Virginia  Doctors  Speak  in  Philadelphia. 

Dr.  Thomas  W.  Murrell  of  Richmond  and  Dr. 
Chester  D.  Bradley  of  Newport  News  addressed  the 
Section  on  History  of  the  College  of  Physicians  in 
Philadelphia  on  March  26.  Dr.  Murrell  spoke  on 
“The  E.xodus  of  the  Southern  Medical  Students 
from  Philadelphia  in  1859.”  Dr.  Bradley’s  subject 
was  “Dr.  Craven  and  the  Shackling  of  Jeffer.son 
Davis.” 

Dr.  Thomas  E.  Hughes, 

Who  recently  retired  from  practice  in  Richmond, 
has  opened  offices  at  120  South  Royal  .Avenue,  Front 
Royal,  for  the  practice  of  otolaryngology.  His  home 
is  .Aspen  Dale  Farm  at  Delaplane  in  Fauquier 
County. 
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Seeds  for  Democracy. 

This  is  a self  help  program  introduced  two  years 
ago  by  the  Committee  for  Free  Asia  in  an  inter- 
national project  to  illustrate  the  concern  and  friend- 
ship for  other  peoples.  The  need  is  for  vegetable 
seed  as  these  do  not  reproduce  well  in  the  Philippine 
Islands  and  must  be  imported  which  makes  them 
costly.  The  drive  will  be  conducted  through  Sep- 
tember 21,  1953.  Full  information  about  the  seeds 
needed  and  how  to  be  shipped  may  be  received  from 
Seeds  for  Democracy,  Committee  for  Free  Asia, 
105  Market  Street,  San  Francisco,  California. 


Doctor’s  Office 

For  rent  in  a professional  building,  1400  Colonial 
.\venue,  Norfolk,  Virginia.  2nd  floor,  4 large  rooms, 
heat  and  all  utilities  furnished.  $160  per  month, 
immediate  possession.  H.  W.  Holland  and  Com- 
pany, 506  Western  Union  Building,  Norfolk,  Vir- 
ginia. Dial  27496  or  27704. 

Wanted 

Physician  for  the  staff  of  the  Dejarnette  State 
Sanatorium,  Staunton,  Virginia.  This  is  a psychia- 
tric hospital  of  approximately  180-bed  capacity. 
Starting  salary  $8,400.00  to  $8,784.00  depending 
upon  qualifications.  -Apply  to  the  Superintendent. 


OBITUARIES 


Dr.  Robert  L.  Corbell,  Sr., 

Who  had  lived  in  Portsmouth  for  fifty-five  years, 
died  March  24,  after  a brief  illness.  He  was  a 
native  of  Nansemond  County  and  81  years  of  age. 
Dr.  Corbell  graduated  at  the  Medical  College  of 
Virginia  in  1898,  joined  The  Medical  Society  of 
Virginia  that  year  and  had  been  a Life  member  of 
it  for  several  years.  In  addition  to  his  other  work, 
he  was  coroner  of  Portsmouth  for  approximately 
twelve  years.  His  wife  and  four  children,  one  of 
them  Dr.  R.  L.  Corbell,  Jr.,  survive  him. 

Dr.  Gilmer  G.  Holland. 

We,  the  members  of  the  Tri-County  Medical  Society, 
wish  to  pay  memory  to  our  beloved  colleague  and  mem- 
ber, Dr.  Gilmer  G.  Holland  of  Holland,  Va.  Dr.  Holland 
died  February  13,  1953,  at  the  age  of  59  years. 

His  passing  took  from  the  profession  one  of  the  true 
Family  physicians.  Dr.  Holland  began  practice  with  his 
father  in  the  town  of  his  birth  upon  his  graduation  from 
the  Medical  College  of  Virginia  in  1920.  He  served  his 
own  community  throughout  his  entire  life.  He  served  his 
people  faithfully  as  their  physician  and  friend. 

His  funeral  was  attended  by  his  friends  from  all  walks 
of  life  and  the  tributes  paid  far  exceeded  any  in  this 
committee’s  memory.  He  was  truly  the  Beloved  Physician. 

Therefore  Be  It  Resolved: 

First,  that  we  thank  God  for  his  life  and  his  devotion 
to  his  Profession; 

Second,  that  we  extend  our  deepest  sympathy  to  his 
devoted  family; 

Be  It  Furthermore  Resolved,  that  a copy  of  these 
resolutions  be  spread  upon  the  minutes  of  this  Society,  a 
copy  be  sent  to  his  family,  and  another  copy  to  the 
Virginia  Medical  Monthly  for  publication. 

W.  Holmes  Chapman,  Jr. 

J.  W.  Lambdin 
F.  Ivan  Steele 

Committee 

Dr.  H.  Mason  Wingfield, 

Richmond,  died  March  21,  having  become  ill  while 


visiting  at  the  home  of  a friend.  He  was  forty-eight 
years  of  age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1934.  Shortly  thereafter,  he  started 
practice  in  Richmond.  He  was  a member  of  the 
board  of  directors  of  the  Richmond  Chapter  of  the 
■American  Academy  of  General  Practice,  and  was 
a member  of  his  local  and  State  medical  societies  as 
well  as  of  the  -American  Medical  -Association.  He 
is  survived  b}'  his  mother,  a daughter  and  two 
brothers. 

Captain  Harry  Buyer  La  Favre,  MC,  USN, 

(Ret.) 

The  members  of  the  Princess  Anne  County  Medical 
Society  stood  for  one  minute  in  silent  tribute  to  the 
memory  of  Dr.  La  Favre  at  their  regularly  monthly 
meeting  on  March  6th.  Dr.  La  Favre  died  Wednesday, 
February  18th.  at  9 P.  M.  at  the  Portsmouth  Naval  Hos- 
pital after  a protracted  illness. 

-V  career  Naval  medical  officer,  he  had  spent  30  years 
in  the  service  and  was  veteran  of  two  World  Wars.  He 
established  and  commanded  a Naval  hospital  at  Casa- 
blanca, as  well  as  the  medical  forces  ashore,  until  June 
1945.  He  then  returned  to  the  United  States  and  estab- 
lished a 2,000  bed  hospital  at  Medford,  Oregon,  which 
he  commanded  until  after  the  Japanese  surrender. 

In  July  1950  he  entered  private  practice  at  Virginia 
Beach  and  was  house  physician  of  the  Mayflower  apart- 
ments. He  was  a former  secretary  of  the  Princess  Anne 
County  Medical  Society  and  a member  of  the  Galilee 
Episcopal  church. 

Dr.  La  Favre  was  a genteel  gentleman,  kind  and 
gracious  in  his  manner,  and  highly  accomplished  in  his 
professional  attainments.  In  his  passing  the  community 
and  the  medical  profession  has  suffered  a great  loss. 

As  a memorial  to  him  we  ask  that  this  be  recorded 
in  the  minutes  of  the  Society  and  a copy  be  sent  to  the 
family  and  to  the  Virginia  Medical  Monthly. 

(Signed)  Cora  Z.  Corpeninc,  Chairman 
Robert  W.  Woodhouse,  Jr. 
Kathryn  D.  Hill 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institution  in  America) 


EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full-time  refresher  course  con- 
sisting of  attendance  at  clinics,  winessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions; operative  eye,  ear,  nose  and  throat  on  the  cadaver; 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
lar>'ngeal  surgery  and  surgery  for  facial  palsy;  refrac- 
tion; radiology;  pathology;  bacteriology  and  embryology; 
physiology;  neuro-anatomy;  anesthesia;  physical  medi- 
cine; allergy;  examination  of  patients  preoperatively  and 
follow-up  postoperatively  in  the  wards  and  clinics;  at- 
tendance at  departmental  and  general  conferences. 

PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at 
clinics  and  lectures;  instruction  in  examination, 
diagnosis  and  treatment;  witnessing  operations; 
ward  rounds;  demonstration  of  cases;  path- 
ology; radiology';  anatomy;  operative  proc- 
tology on  the  cadaver. 


DERMATOLOGY  AND  SYPHILOLOGY 

A three  year  course  fulfilling  all  the  re- 
quirements of  the  American  Board  of  Derma- 
tology and  Syphilology.  Also  five-day  sem- 
inars for  specialists,  for  general  practitioners, 
and  in  dermatopathology. 

RADIOLOGY 

A comprehensive  review  of  the  physics  and  higher 
mathematics  involved,  film  interpretation,  all  standard 
general  roentgen  diagnostic  procedures,  methods  of  ap- 
plication and  doses  of  radiation  therapy,  both  x-ray  and 
radium,  standard  and  special  fluoroscopic  procedures.  A 
review  of  dermatological  lesions  and  tumors  susceptible 
to  roentgen  therapy  is  given,  together  with  methods  and 
dosage  calculation  of  treatments.  Special  attention  is 
given  to  the  newer  diagnostic  methods  associated  with 
the  employment  of  contrast  media,  such  as  bronchography 
with  Lipiodol.  uterosalpingography,  visualization  of  car- 
diac chambers,  perirenal  insufflation  and  myelography. 
Discussions  covering  roentgen  departmental  management 
are  also  included ; attendance  at  departmental  and 
general  conferences. 


For  Information  concerning  these  and  other  Courses  please  Address: 

THE  DEAN,  345  West  50th  St.,  New  York  19,  N.  Y. 


LOOK  at  the  new 

Jj^A  Desk  Aneroid  . . . 


POWERS  AND  ANDERSON 

Richmond  Norfolk  Bristol  Lynchburg  Roanoke 
Virginia 


. . . and  you'll  see  an 
instrument  professionally 
designed  and  styled  for 
modern  doctors'  offices 
and  examination  rooms. 
Housed  in  hand-rubbed, 
3"  X 7Vi"  solid-walnut 
case  with  satin  finish  brass 
trim. 

Dependable,  accurate 
mechanism  is  the  same  as 
in  the  time-proven  pocket- 
model  Tycos  Aneroid. 

Easy-to-read — -bold  num- 
erals and  graduations  on 
a 3%"  ivory  dial  read  up 
to  300  mm.  Easel  adjust- 
ment permits  convenient 
reading  angle. 

Exclusive  Hook-Cuff  fits 
any  size  adult  arm,  goes 
on  and  off  quickly,  easily 
— an  appreciated  time- 
saver. 


NO.  5096 

$49.50 

complete 


progress . . . 


The  uncomplicated  nutritional 
progress*  of  infants  fed  Lac  turn* 
speaks  for  its  sound  rationale.  Lactum 
is  Mead’s  liquid  formula  made  from 
whole  milk  and  Dextri-Maltose.® 

It  provides  generous  milk  protein  for 
sturdy  growth  and  sound  tissue 
structure,  with  sufficient  calories  to 
spare  protein  and  meet  the  infant’s 
energy  needs. 

Lactum  is  convenient  and  easy  to 
prepare — simply  mix  equal  parts  of 
Lactum  and  water  for  a formula 
supplying  20  calories  per  fluid  ounce. 


1.  Frost,  L.  H.,  and  Jackson,  R.  L.: 
J.  Pediat.  39;  585-592,  1951. 


Lactum 


MEAD  JOHNSON  & COMPANY 

Evansville  21,  Ind.,  U.S.  A. 
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GUEST  EDITORIAL 


The  Modern  Trend  of  Medical  Thought 


S THE  extensiveness  and  thoroughness  of  subversive  forces  in  America  unfolds 


AA  before  our  astoni.shed  gaze,  it  seems  unlikely  that  any  phase  of  our  national  life 
is  e.xempt  from  its  attack  or  immune  from  its  effects. 

We  have  found  evidences  of  it  in  our  educational  structure  from  the  early  grades 
through  graduate  school.  Our  economic  structure,  especially  organized  labor,  is  a 
ready  medium  for  it.  Literature  is  rife  with  radical  and  communistic  ideas,  especially 
where  it  can  act  most  effectively,  as  in  movie  script.  Pornography  and  filth)-  literature 
seem  to  thrive  in  this  atmosphere  of  total  irresponsibility. 

The  moral  structure  of  America  has  thus  been  honey-combed  with  physically  attrac- 
tive ideas  such  as  atheism;  free  love;  rationalism  of  honesty,  to  teach  that  all  is  good 
“if  one  can  get  away  with  it”.  It  is  of  little  w’onder  that  the  American  home  has  been 
endangered,  divorce  commonplace,  dishonesty  current  and  immorality  rampant. 

Certainly,  most  of  us  were  surprised  to  find  communism  deeply  entrenched  in  the 
high  government  places.  Some  of  us  have  been  naive  enough  to  disbelieve  the  evidence 
that  Hisses,  Fuchs,  Goldsteins  and  Rosenbergs,  to  mention  only  a few,  could  betray 
this  good,  free  life  of  theirs,  in  this  great  land  of  ours. 

This  has  been  no  sudden  change,  but  its  rapidity  of  growth  has  been  phenomenal. 
First  the  physical  rather  than  ethical  ideas  must  gain  prominence  in  our  thoughts. 
The  exaggerated  importance  of  luxury,  ease  and  comfort  soon  exalts  the  dollar  which 
is  its  medium  of  attainment.  With  these  altered  ideals  it  is  but  a short  step  to  cyni- 
cism, fear  and  selfishness.  All  of  this  in  the  name  of  progress  adds  to  its  danger. 

In  view  of  this  widespread  infiltration  of  our  whole  national  life  by  unhealthy 
psychology,  it  seems  highly  improbable  that  our  great  medical  profession  should  be 
exempted.  It  would  seem  timely  to  look  for  symptoms  and  signs  of  the  inroads  on 
our  present  medical  thought  by  materialistic  and  therefore  subversive  ideas. 

.•\re  we  older  men  forgetting  the  Hippocratic  Code,  so  deeply  impressed  upon  us  by 
our  preceptors?  Are  we  thinking  more  of  our  fatigue  and  physical  comfort  than  the 
cure  of  illness  about  us?  Are  our  younger  colleagues  being  taught  that  this  great 
profession  is  primarily  for  service  to  others  ? That  respect  in  public  opinion,  and  the 
satisfaction  of  leading  a useful,  fruitful  life  for  our  fellow  man  is  more  important 
than  money?  ^^’hen  our  medical  schools  choose  their  candidates,  are  their  spiritual 
backgrounds  considered  as  much  as  class  grades?  If  not,  the  profession  must  lose  the 
confidence  of  our  public,  certainly  one  of  its  greatest  assets. 

Should  we  expect  pay  for  our  ever)'  effort  in  behalf  of  people?  In  fact,  should  we 
expect  full  payment  for  any  effort  ? A few  weeks  ago  a prominent  man  and  his  wife  were 
in  a terribly  disabling  automobile  wreck.  In  a short  while  a physician’s  car  came 
by  and  he  gave  aid,  until  an  ambulance  arrived  to  take  the  victims  to  a nearby  hospital. 

The  feeling  of  gratitude  was  great  in  the  patient’s  heart  for  the  help  given  by  the 
physician  and  he  wished  he  knew  his  benefactor’s  name  so  that  he  could  at  least  write 
him  a note  of  thanks.  In  about  two  or  three  weeks  a bill  was  received  for  $35.00  for 
each  victim.  The  statement  was  itemized,  “charge  for  extricating  from  accident”. 
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The  patient  knows  of  no  unusual  first  aid  being  rendered  or  dressing  applied.  A 
great  plug  for  our  public  relations  had  been  passed  up.  ^Materialistic  selfishness  re- 
placed the  urge  to  help  the  unfortunate  sick.  On  the  surface,  certainly,  this  type  of 
thing  lowers  our  profession  to  the  level  of  the  trades. 

Our  public  relations  demands  that  we  resurvey  our  destination  in  medical  thought 
today.  It  demands  that  we  go  the  “extra  mile”  and  give  some  service  for  the  sheer 
delight  of  being  helpful  to  our  fellow  man.  This  is  an  art  and  service  which  must  be 
given  cheerfully  and  in  excess  of  material  return.  “IMan  cannot  live  by  bread  alone”, 
nor  can  the  medical  profession  by  monetary  gain. 

H.  Grant  Preston,  M.D. 

Harrisonburg,  Virginia. 


IS  SOCIALIZED  MEDICINE  DEAD?  Leave  it  to  Representative  Dingell 
(D.,  Mich.)  to  keep  the  socialized  medicine  issue  alive,  even  with  the  change 
to  a Republican  administration  in  Washington. 

Like  the  perennial  plant  that  blooms  each  year,  IMr.  Dingell  introduced 
compulsory  national  health  insurance  legislation  as  soon  as  the  new  Congress 
opened  for  business.  At  the  same  time  he  issued  a statement,  saying  that  his 
bill  had  the  same  objectives  as  the  report  of  the  Truman  Commission  for  the 
Health  Needs  of  the  Nation  and  the  “same  freedom  from  socialistic  taint.” 

“It  is  my  aim,”  he  said,  “to  keep  this  legislation  before  Congress.” 


$10,000,000  is  needed  to  augment  the  national  fund  for  our  medical 
schools  during  1953.  A goal  of  $2,000,000  has  been  set  by  the  Amer- 
ican Medical  Education  Foundation  as  its  contribution  to  this  re- 
quirement. Your  contribution  will  assist  your  medical  school  and  it 
is  a deductible  item  when  computing  federal  income  taxes. 


June,  1953 
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OSLER  AND  WELCH 

FOUNDERS  OF  MODERN  AMERICAN  PUBLIC  HEALTH* 


Huntington  Williams,  M.D., 

Commissioner  of  Health  of  Baltimore  City, 
Baltimore,  Maryland. 


Dr.  Osier,  later  Sir  William  Osier  the 

Regius  Professor  of  Medicine  at  Oxford  University, 
was  born  at  the  edge  of  the  wilderness  just  a bit  to 
the  north  of  Toronto  on  July  12,  1849.  From  the 
Toronto  Medical  School  he  passed  to  McGill  Uni- 
versity in  Montreal,  then  to  the  University  of  Penn- 
sylvania and  he  came  to  Baltimore  with  the  opening 
of  the  Johns  Hopkins  Hospital  on  May  7,  1889. 
Here  he  stayed  until  his  departure  for  England  on 
May  19,  1905. 

Dr.  William  H.  Welch  was  born  in  Norfolk,  Con- 
necticut, almost  exactly  nine  months  after  the  birth 
of  Osier,  on  April  8,  1850.  From  Yale  he  went  to 
the  Bellevue  Hospital  Medical  College  in  New  York 
City  and  came  to  Baltimore  in  October,  1885,  at 
the  age  of  thirty-five  years,  almost  four  years  l:)efore 
Osier  was  to  come;  in  reality,  Welch  was  the  founda- 
tion stone  on  which  the  Johns  Hopkins  Hospital  and 
the  Johns  Hopkins  Medical  School  were  built.  He 
stayed  in  Baltimore  until  his  dying  day,  April  30, 
1934,  and  during  his  long  and  distinguished  career 
become  the  Dean  of  American  Medicine. 

Together  Osier  and  Welch  revolutionized  medical 
education. 

Together  they  reached  the  topmost  heights  in  their 
chosen  profession  and  as  civic  leaders,  and 

Together  they  fought  the  battles  that  have  put 
American  Public  Health  where  it  is  today. 

Of  course,  many,  many  other  teammates  made  their 
successes  possible,  but  they  were  everywhere  recog- 
nized as  the  leaders  in  what  Simon  Flexner  would 
call  the  Heroic  Age  in  Modern  Medicine. 

It  was  the  purest  chance  that  Dr.  Welch’s  sister 
married  a close  cousin  of  my  Father,  who  had  come 
to  the  Johns  Hopkins  University  in  1883  when  the 
institution  was  only  seven  years  old  and  where  he 
became  the  first  professor  of  geology;  so  it  was  the 
very  best  of  fortune  for  me  to  grow  up  under  the 
strong  influence  of  Osier  and  Welch  and  Dr.  Henry 
M.  Hurd,  the  first  superintendent  of  the  Johns 
Hopkins  Hospital  in  Osier’s  day,  whom  I knew  as 

•Read  before  the  Annual  Meeting  of  the  Section  on 
the  History  of  Medicine  of  the  Richmond  Academy  of 
Medicine,  Richmond,  Virginia,  February  10,  1953. 


Uncle  Henry,  for  he  had  married  my  grandmother’s 
sister. 

Osier  left  Baltimore  when  I was  a bit  over  twelve 
years  old,  but  I can  clearly  remember  being  sent 
to  his  office  by  my  Mother  for  a routine  physical 
examination,  and  even  more  clearly  as  a member 
of  a faculty  family,  listening  to  him  deliver  his 
going-away  address.  The  Fixed  Period.  This,  you 
will  remember,  was  his  famous  and  much  misin- 
terpreted speech  in  which  he  was  seeking  to  lessen 
the  note  of  sadness  due  to  his  approaching  separation 
from  old  friends  and  in  which  he  facetiously  com- 
mented on  the  peaceful  departure  of  men  at  the  age 
of  sixty  by  chloroform.  He  was  the  principal  speak- 
er at  the  annual  exercises  commemorating  the  open- 
ing of  the  Johns  Hopkins  University  which  then 
in  1905  as  now  are  held  by  tradition  on  Washington’s 
birthday. 

Again,  it  was  most  fortunate  indeed  for  me  to  be 
of  the  vintage  of  a senior  medical  student  in  October, 
1918,  when  the  newly  established  Johns  Hopkins 
School  of  Hygiene  and  Public  Health  first  opened 
its  doors  and  I was  on  the  doorstep  to  enter  as  a 
first  student.  As  you  know,  there  had  never  before 
been  a specially  constituted  academic  institution  es- 
tablished for  the  sole  purpose  of  training  health 
officers  and  other  health  department  professional 
workers.  I'his  new  and  pioneer  achievement  of  Dr. 
Welch’s  just  prior  to  his  seventieth  birthday  was 
characteristic  of  the  man,  for  he  went  from  one  mag- 
nificent achievement  in  medicine  to  another  through 
his  long  life  at  seemly  and  appropriate  decennial 
intervals. 

So,  what  more  natural  than  for  my  Cushing’s 
Lije  of  Osier  and  my  copy  of  the  Flexners’  William 
H.  Welch  to  be  pock-marked  in  the  margins  with 
P.H.,  P.H.,  P.H.,  or  for  me  long  ago  to  hope  for  an 
occasion  to  put  together  the  story  of  these  two  great 
men  and  their  major  contributions  to  modern  Amer- 
ican public  health? 

William  Osler 

Anyone  who  remembers  or  has  read  of  either  Osier 
or  Welch  will  recollect  the  deeply  religious  back- 
ground that  was  woven  into  the  early  childhood  of 
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each  of  them.  This  probably  was  the  basis  for  their 
seriousness  of  life-purpose  and  the  explanation  of 
their  abiding  success.  Both  alike  were  endowed 
with  very  rare  humor  and  a penchant  for  practical 
jokes  that  surely  endeared  them  to  the  onlookers, 
if  not  always  to  the  victims  of  these  practices. 

So  at  the  early  age  of  fourteen,  Osier  was  ex- 
pelled from  school  for  practical  jokes  that  did  not 
appeal  to  the  school  authorities,  and  from  this  early 
day  throughout  his  life  he  was  known  for  his  puck- 
ishness. But  I must  get  on  to  my  theme  which  is 
his  interest  and  achievements  in  public  health. 

He  writes  that  when  he  began  clinical  work  at  the 
Montreal  General  Hospital  in  1870,  the  hospital 
building  “was  an  old  coccus-  and  rat-ridden  build- 
ing . . . pneumonia,  phthisis,  sepsis  and  dysentery 
were  rife.”  Tuberculosis  and  its  control  were  to  be 
among  Osier’s  greatest  interests  throughout  his  life. 
Two  years  later  he  received  a special  graduation 
prize  for  his  thesis,  which,  though  never  published, 
remains  to  us  in  its  fragment,  the  introduction,  in 
which  he  wrote: 

“To  investigate  the  causes  of  death,  to  examine 
carefully  the  condition  of  organs,  after  such  changes 
have  gone  on  in  them  as  to  render  existence  impos- 
sible and  to  apply  such  Knowledge  to  the  prevention 
and  treatment  of  disease,  is  one  of  the  highest  ob- 
jects of  the  Phracian.  . . .” 

This  early  emphasis  and  interest  on  studying  the 
etiology'  of  the  killing  diseases  coupled  with  the 
desire  to  apply  knowledge  for  the  prevention  as  well 
as  for  the  treatment  of  disease  is  striking  to  the 
health  officer  disciple,  \^’e  must  remember  that  both 
Osier  and  ^^’elch  in  those  days  lived  in  the  midst 
of  great  surges  of  killing  communicable  diseases  such 
as  we  rarely  see  nowadays,  and  lost  friends  and 
loved  ones  and  colleagues  in  a way  that  would 
terrify'  us  today'.  So,  it  was  more  than  natural  that 
our  two  medical  heroes  were  constantly  being  stim- 
ulated to  give  sharp  personal  attention  to  improving 
the  public  health  in  their  day. 

Following  his  medical  graduation  in  1872,  Osier 
writes  of  the  sanitary  reforms  instituted  in  Berlin 
by  Virchow.  We  see  Virchow,  the  pathologist,  fifty- 
two  years  of  age,  and  Osier,  twenty'-four  years  old, 
and  get  this  picture  of  Virchow,  the  leading  medico 
active  in  public  works  and  public  health,  described 
by  Osier  as 

. . an  ardent  politician,  evidently  the  leader  of 
the  Prussian  Opposition,  and  a member  on  whom 


a large  share  of  the  work  of  the  budget  falls;  an  ac- 
tive citizen,  member  of  the  Council,  and  the  moving 
spirit  in  the  new  canalization  or  sewerage  system  . . .” 

Back  in  Montreal,  we  find  the  record  of  Osier 
working  in  the  smallpox  wards,  with  this  killing 
disease  particularly  prevalent  and  malignant  in  the 
city  in  1875,  as  frequently  seen  in  most  seaport 
towns  at  that  time.  There  was  no  compulsory  vac- 
cination, rarely  any  revaccination  and  nothing  much 
in  the  way  of  quarantine.  An  antivaccination  riot 
occurred  in  the  city,  during  which  it  is  recorded  that 
the  house  of  one  of  the  medical  health  officers  was 
gutted.  And  in  the  autumn  of  the  year,  although 
repeatedly  vaccinated  and  considered  immune.  Osier 
comes  down  with  smallpox  himself. 

Osier  studied  trichinosis  in  Montreal  and  reported 
to  the  city  board  of  health  with  emphasis  on  the 
need  for  a municipal  food  control  service.  This  is 
early  evidence  of  what  became  a life-long  habit  with 
both  Osier  and  Welch,  namely,  to  play  a large  part 
in  the  modernizing  of  the  local  public  health  ma- 
chinery, decade  by  decade,  in  whatever  city  either 
might  be  residing  at  a given  time. 

We  are  now  in  the  year  1882  when  Koch  an- 
nounced the  discovery  of  the  tubercle  bacillus  in  his 
celebrated  address  in  Berlin  on  March  24.  By  July 
there  is  in  a local  Montreal  medical  journal  a note 
to  the  effect  that  at  the  McGill  Physiological  Lab- 
oratory, Professor  Osier,  before  the  class  of  senior 
students,  successfully  demonstrated  the  presence  of 
the  organism  in  the  lung  of  a man  who  had  died 
of  rapid  general  tuberculosis. 

We  can  skip  to  Osier’s  arrival  in  Baltimore  in  1889. 
Welch  is  there  and  the  two  are  soon  joined  by  Dr. 
Hurd,  Superintendent  of  the  new  Johns  Hopkins 
Hospital,  chosen  to  relieve  the  president  of  the  uni- 
versity, Daniel  C.  Gilman,  from  his  own  self-im- 
posed task  of  serving  from  May  to  August  as  hos- 
pital superintendent. 

Osier  gave  the  larger  part  of  1891  to  the  w'riting 
of  his  great  textbook.  The  Principles  and  Practice 
of  Medicine.  On  February  22  of  that  year  he  gave 
the  main  address  at  the  Johns  Hopkins  University  an- 
nual ceremonies,  and  as  local  public  officials  were 
present  with  the  P^niversity  on  the  occasion,  Osier 
felt  impelled  to  think  of  the  notoriously  unsanitary 
conditions  which  then  existed  in  Baltimore  and  spoke 
with  emphasis  on  the  prevention  of  disease  through 
sanitar}'  science,  and  told  of  the  possibilities  of  in- 
telligent cooperation  on  the  part  of  the  city  govern- 
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ment  that  would  result  in  better  sewer  facilities  and 
purified  water  supplies  that  could  reduce  “the  mor- 
tality from  certain  diseases  fifty  per  cent.” 

At  the  annual  meeting  of  the  Medical  and  Chi- 
rurgical  Faculty,  our  state  medical  society,  in  April 
of  that  year.  Osier  gave  an  address  under  the  title. 
The  Healing  of  Tuberculosis,  which  Cushing  states 
“may  be  regarded  as  the  date  of  his  personal  en- 
listment in  the  crusade  against  this  disease— a cru- 
sade which  demanded,  above  all  else,  the  awakening 
of  public  opinion  from  its  existing  indifference  and 
ignorance  . . . his  vigorous  early  participation  in 
what  has  become  a world-wide  campaign  against  tu- 
berculosis must  stand  in  the  forefront  of  the  many 
public  services  he  rendered — services  which  in  large 
measure  have  been  lost  sight  of  in  the  maze  of  his 
other  activities.” 

Again  he  returns  to  the  battle  against  typhoid, 
a disease  regarded  in  the  early  90’s  with  civic  indif- 
ference although  the  same  disease  which  today  is 
looked  upon  as  a disgrace  in  any  community.  It  was 
in  large  measure  Osier  who  brought  about  this  change 
in  attitude  and  in  his  paper  on  “Typhoid  Fever  in 
Baltimore”  in  1894  he  enlists  in  this  battle  for 
improved  public  sanitation  and  writes: 

“.A.mong  the  cities  which  still  pay  an  unnecessary 
Delian  tribute  of  young  lives  to  the  Minotaur  of 
infectious  diseases,  Baltimore  holds  a high  rank. 
The  pity  of  it  is,  too,  that  this  annual  sacrifice  of 
thousands  of  lives  (2,281  for  1892,  not  including 
consumption),  is  not  due  to  ignorance.  For  more 
than  fifty  years  this  gospel  of  preventive  medicine 
has  been  preached — whether  they  would  hear  or 
whether  they  would  forbear — in  the  ears  of  councils 
and  corporations;  that  three  measures,  efficiently 
designed  and  efficiently  carried  out,  reduce  to  a min- 
imum the  incidence  of  infectious  diseases:  viz,  pure 
water,  good  drainage,  and  a proper  isolation  of  the 
sick.  Of  sanitary  essentials  in  a modern  town,  Bal- 
timore has  a well-arranged  water  supply;  still,  how- 
ever, with  unprotected  sources  and  constant  liability 
to  contamination.  It  has  nothing  else — no  sewage 
system,  no  system  of  isolation  of  the  sick,  no  hos- 
pital for  infectious  diseases,  no  compulsory  notifi- 
cation of  such  a disease  as  typhoid  fever,  no  disin- 
fecting station,  no  system  of  street-watering,  no  in- 
spection of  dairies,  no  inspection  of  meat.  The 
streets  are  cleaned,  but  so  carelessly  that  for  a large 
part  of  the  year  the  citizens  breathe  a mixture  of 
horse-dung  and  filth  of  all  sorts.  Perhaps  the  best 


gauge  of  the  sanitary  conditions  of  a city  is  to  be 
found  in  the  mortality  returns  from  typhoid  fever.” 

Cushing,  in  a footnote,  here  returns  to  his  earlier 
theme  and  writes: 

“The  influence  which,  first  and  last.  Osier  exer- 
cised as  a national  and  civic  sanitary  propagandist 
has  been  too  little  emphasized.  To-day  in  our  com- 
parative security  against  serious  epidemics  it  is  dif- 
ficult to  realize  the  annual  death-roll  of  the  ’90’s 
from  diseases  now  under  control.” 

And  I would  add  here  that  my  own  Father  died  of 
typhoid  in  1894  and  Osier  went  to  see  him  in  Utica, 
New  York,  toward  the  end. 

As  hinted  above.  Osier  was  stimulated  in  this 
reform  effort  because  one  of  his  assistant  residents 
in  the  hospital  was  ill  with  the  typhoid  which  proved 
fatal,  and  this  staff  member  was  not  the  only  victim 
of  typhoid  among  the  hospital  family.  “Typhoid  in 
the  United  States,”  he  wrote,  “is  the  fever.  With  good 
drainage,  pure  water  and  pure  milk,  typhoid  fever 
goes  the  way  of  typhus  and  cholera  ...”  and  he 
showed  that  the  mortality  rates  of  Washington  and 
Baltimore  and  many  smaller  cities  demonstrated  the 
culpable  negligence  that  allowed  this  most  easily 
preventable  disease  to  continue  its  ravages. 

Osier  became  President  of  the  Medical  and  Chi- 
rurgical  Faculty  in  1896.  He  aroused  the  venerable 
society  from  its  lethargy  and  among  other  things 
forced  it  to  take  a definite  stand  on  issues  relating 
to  the  public  health.  A Health  Department  bac- 
teriologist had  been  appointed  by  the  Baltimore  City 
Health  Department  but  the  body  as  a whole  was 
still  dormant  and  badly  needed  the  awakening  which 
could  only  come  from  an  enlightened  public  opinion. 
Osier  spoke  on  these  matters — a reorganized  board 
of  health,  remodeling  of  the  lunacy  laws,  projier  milk 
inspection,  proper  control  of  water  supplies,  and 
a hospital  for  infectious  diseases. 

Osier  and  Welch  started  battling  against  the  an- 
tivivisection legislation  in  Congress  in  1896  and  1897 
and  with  great  acumen  continued  watching  over  this 
vital  matter  as  the  years  w’ent  by,  returning  to  the 
fray  in  1900.  It  is  only  someone  who  has  gone  to 
the  legislative  halls  on  repeated  occasions  to  battle 
some  recurring  bad  medical  bill  who  can  appreciate 
what  this  meant  to  medicine  in  the  Fmited  States, 
this  willingness  on  the  part  of  both  Osier  and  \\'elch 
to  pull  themselves  away  from  their  regular  work 
and  interest,  and  fight  the  public  battle  for  medicine 
and  the  public  health. 
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Just  as  the  century  closed  in  November,  1899, 
Osier  at  the  Medical  and  Chirurgical  Faculty  annual 
meeting  takes  up  the  cudgels  again  that  he  was  so 
long  to  wield  in  an  effort  to  conquer  tuberculosis,  and 
the  paper  he  read  at  the  meeting  on  “The  Home 
Treatment  of  Consumption”  is  an  important  one. 
He  has  a nephew  who,  with  one  or  two  Johns  Hop- 
kins students,  are  cured  under  the  supervision  of 
Trudeau  in  the  Adirondacks,  but  the  story  was  dif- 
ferent for  the  poor  people  in  Baltimore  who  came 
traipsing  to  the  hos]htal  dispensary  from  terrific 
home  and  housing  conditions  that  made  the  disease 
a prime  killer  in  our  city. 

Vet  it  was  the  closeness  of  tuberculosis  in  Osier's 
nephew  and  in  such  students  as  Lawrason  Brown 
and  others  that  must  have  been  a tremendous  stimulus 
to  Osier  who  concerned  himself  on  a broad  base  with 
the  health  of  the  medical  students  and  with  tuber- 
culosis in  particular.  Here  is  a dramatic  episode: 
Osier  called  for  volunteers  and  sent  two  third  year 
medical  students  out  to  visit,  investigate  and  instruct 
in  the  homes  of  consumptive  outi)atients,  a work  which 
grew  and  grew  and  was  the  basis  on  which  all  hos- 
pital social  service  work  in  this  country  was  founded. 
One  of  the  students  gave  a rejx)rt  on  the  social  and 
domestic  conditions  of  190  cases  of  pulmonar\-  tuber- 
culosis that  had  been  followed  up  in  this  way,  at 
the  first  meeting  of  the  Laennec  Society.  Welch  was 
present  and  participated  in  this  interest  and  in  this 
work,  and  we  can  almost  see  the  daily  interplay 
between  Osier  and  ^^'elch  during  their  years  at  Johns 
Hopkins  together,  in  their  absorbing  public  health 
interests  as  well  as  in  other  fields  of  medical  science 
and  medical  education. 

The  health  of  the  medical  students,  many  of  whom 
lived  in  unsanitary  boarding  houses,  was  a constant 
worry.  A third  year  boy,  worn  out  by  his  June 
examinations,  is  admitted  to  the  hospital  with  tu- 
berculosis, and  Osier  and  Thayer  are  practically 
held  re.sponsible  for  this  by  the  boy’s  family.  In 
the  single  class  of  1899,  four  students  develop  tuber- 
culosis and  J.  B.  MacCallum,  said  to  be  perhaps  the 
most  brilliant  student  ever  graduated  from  the  school, 
was  beginning  with  the  disease  which  ended  a career 
of  unusual  promise  four  years  later. 

We  are  now  in  the  year  1902.  Dr.  Welch  is  the 
President  of  the  Maryland  State  Board  of  Health  and 
Dr.  Osier  suggests  a pulrlic  meeting  on  the  need  for 
municipal  tuberculosis  sanatoria.  The  meeting  was 
held  under  joint  auspices  with  the  Medical  and 


Chirurgical  Faculty  of  Maryland  and  the  Laennec 
Society  and  other  groups,  and,  as  Cushing  remarks. 
Dr.  John  S.  Fulton,  Executive  Secretary  of  the  State 
Board  of  Health,  vividly  laid  bare  the  ignorance,  vice 
and  greed  which  propagate  tulrerculosis.  This  is  the 
famous  meeting  when,  to  the  amazement  of  Balti- 
more, Osier  publicly  shook  his  finger  in  the  Mayor’s 
face  and  told  the  audience  and  the  IMayor  of  the 
10,000  consumptives  and  asked  what  was  being  done 
al)Out  them.  “We  are  doing,  Mr.  IHayor  and  fellow- 
citizens,  not  one  solitary  thing  that  a modern  civi- 
lized communit}’  should  do,”  and  he  told  them  of  the 
two  medical  students  who  had  visited  the  cases  in 
their  homes  during  the  past  few  years  and  how  the 
reports  of  these  home  visits  constituted  a community 
disgrace. 

physician  who  was  present  said  that  this  un- 
looked for  tirade  made  his  hair  stand  on  end  and 
rather  looked  for  a southern  duel,  but  to  his  surprise 
later  in  the  evening  he  saw  the  Mayor  with  his  arm 
over  Osier’s  shoulder  and  the  conversation  was  of 
a most  affectionate  nature. 

Here  we  have  a striking  example  of  Osier  that  can 
be  matched  in  a way  with  Welch.  Osier’s  speech 
was  fiery  and  on  purjjose  but  he  had  always  sym- 
pathy for  others,  and  in  this  case  for  the  man  whose 
civic  apathy  he  was  exposing,  a good  hard-working 
fellow  who  didn’t  get  his  deserts.  All  this  was  done 
in  such  a way  that  they  go  out  from  the  meeting 
arm  in  arm  and  affectionately.  What  a gift!  Mul- 
tiply this  over  the  sixteen  years  and  you  will  not 
wonder  why  public  health  workers  and  medical  men 
in  Baltimore  cherish  the  memory  of  Osier,  as  it  is 
cherished  everywhere. 

W’atch  Dr.  Welch  and  a gentler  but  none  the  less 
persistent  and  effective  approach.  It  was  at  about 
the  turn  of  the  century  and  Welch  had  taken  ad- 
vantage of  a cholera  scare  to  drive  home  to  the  public 
particular  needs  in  health  reforms  after  two  genera- 
tions of  citizens’  committees  and  health  officials  had 
been  pleading  for  the  purification  of  the  city  water 
supply.  But  Flexner  tells  us  that  Welch  believed  that 

“under  our  existing  political  conditions,  experience 
seems  to  show  that  more  can  be  accomplished  by  the 
quiet,  intelligent  and  well-directed  efforts  of  indi- 
viduals and  of  such  organizations  as  societies  for  city 
improvement,  which  do  not  directly  antagonize  those 
who  wield  political  power,  and  which  receive  the 
approval  of  the  general  public,  than  by  spasmodic 
political  movements  for  reform,”  and  on  the  matter 
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of  giving  advice  the  biography  adds  that  Welch  “crit- 
icized only  indirectly  through  suggesting  something 
better.” 

Here  by  way  of  contrast  you  see  two  master  scien- 
tific minds,  integral  parts  of  great  human  person- 
alities. of  what  you  might  call  the  “gentle-fighting” 
type,  each  giving  primary  attention  in  his  own  way  to 
accomplishing  the  removal  of  the  lion-in-the-path 
obstacle  that  simply  must  in  time  be  removed,  the 
practical  solution  that  would  lead  to  achievement 
for  the  good  of  the  people,  for  the  prevention  of  dis- 
ease, and  for  the  protection  of  community  health; 
each  giving  the  problem  the  same  meticulous  personal 
attention  and  concern  that  a master  surgeon  would 
give  in  devising  the  infinite  details  that  might  result 
in  a successful  brain  operation. 

It  is  not  to  be  wondered  that  over  the  years  the 
governors  of  Maryland  and  the  mayors  of  Baltimore 
have  gone  to  such  medical  leaders  as  Osier  and 
Welch,  and,  in  our  day,  Maurice  Pincoffs,  and,  in- 
deed, to  the  Medical  and  Chirurgical  Faculty  almost 
as  a habit,  for  quiet,  behind-the-scenes  guidance  and 
advice  when  important  decisions  on  medical  matters 
cried  out  for  statesman-like  answers  from  our  top 
government  executives.  I need  only  mention  two 
fairly  recent  and  striking  examples  of  this,  the  dis- 
continuance of  the  coroner  system  and  its  replacement 
in  ^Maryland  by  the  medical  examiner  system  and 
even  more  important  the  adequate  financial  support 
of  the  new  system  when  established;  and  the  estab- 
lishment under  the  State  Planning  Commission  of 
a standing  Committee  on  Medical  Care  with  a result- 
ing Medical  Care  Program  now  in  operation  through 
the  state  for  a number  of  years  and  designed  as 
Maryland’s  preventive  answer  to  those  who  cry  in- 
sistently for  socialized  medicine  and  compulsory 
health  insurance. 

7'hen  there  is  the  episode  of  the  great  Maryland 
State  Tuberculosis  Exhibit  of  1904,  followed  by  the 
organization  in  Atlantic  City  in  June  that  year,  of 
what  is  now  the  National  Tuberculosis  Association, 
and  with  Osier  in  the  chair.  And  during  the  same 
year  Harvard  University  would  like  to  persuade 
Osier  to  move  from  Baltimore  to  Boston,  but  the  call 
comes  for  him  to  become  Regius  Professor  of  Med- 
icine at  Oxford,  a call  he  simply  could  not  decline. 

Cushing's  second  volume  takes  Dr.  Osier  from  a 
noisy,  hurly-burly  Baltimore  to  the  quiet  of  an  Ox- 
ford suburb  and  follows  him  in  magnificent  detail 
from  1905  to  the  end  of  the  story  and  his  death  on 


December  29,  1919.  With  great  fascination  the 
reader  can  follow  Osier’s  joy  in  being  at  the  heart 
of  British  medicine,  with  all  the  academic  and  cul- 
tural delights  that  went  to  his  heart,  his  insistent 
collecting  of  rare  medical  volumes,  and  the  writing 
of  biobibliographies,  each  a scintillating  chajiter  in 
medical  history. 

As  in  America,  tuberculosis  was  a prime  interest 
of  Dr.  Osier  and  he  followed  the  same  driving  tac- 
tics in  Ireland  and  in  Britain  in  a combat  with  the 
tubercle  bacillus  which  he  called  a people’s  battle. 
The  antivivisection  cause  is  fought  again  on  a new 
battleground  and  the  malaria  control  work  in  Rome 
is  an  interest  and  an  activity  in  1909.  He  revisits 
America  from  time  to  time.  In  1909  it  was  for  the 
dedication  of  Osier  Hall,  the  big  lecture  hall  and 
examination  room  that  many  of  us  know  so  well 
in  the  new  Medical  and  Chirurgical  Faculty  building 
at  1211  Cathedral  Street,  I might  add  “the  street 
where  I was  born.”  In  1913  it  was  for  the  opening 
of  the  Phipps  psychiatric  building  at  the  Johns  Hop- 
kins Ho.spital,  the  last  time  that  I saw  him. 

In  1910  Osier  is  at  work  fighting  tuberculosis 
again  and  I may  be  permitted  a few  lines  directly 
from  Cushing: 

“One  cannot  escape  the  feeling  that  Osier’s  great- 
est professional  service  was  that  of  a propagandist 
of  public  health  measures.  His  beginnings  in  this 
direction,  seen  even  in  his  youthful  days  in  Montreal, 
were  actively  continued  in  Baltimore,  where  he  was 
constantly  crusading  against  malaria  and  typhoid, 
not  only  in  his  wards  but  on  public  platforms;  and 
he  left  there  just  as  the  anti-tuberculosis  crusade  was 
getting  under  way.  With  this  same  movement,  as 
can  be  seen,  he  energetically  allied  himself  while 
in  England;  nor  was  his  a voice  in  the  wilderness 
in  this  role  he  chose  for  himself — a role  as  important 
as  that  of  the  laboratory  scientist  whose  cloistered 
studies  supplied  the  knowledge  on  which  our  whole 
public  health  movement  is  based.” 

And  so  it  was  with  Osier’s  interest  in  tropical 
diseases  and  their  prevention,  Osier  acting  on  a 
world-wide  stage  as  was  frequently  his  custom;  and 
Osier  battling  for  compulsory  typhoid  vaccination 
among  the  troops  in  World  \\'ar  I,  before  the  end 
of  August,  1914.  “In  war  the  microbe  kills  more 
than  the  bullet,”  he  writes.  His  one  and  only  child. 
Revere  Osier,  goes  off  to  the  war,  and  what  parent 
who  ever  had  a soldier  son  at  the  front  can  read 
these  pages  of  Cushing  without  emotion.  And  the 
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dreaded  day  comes  when  the  boy  is  reported  wounded 
and  then  dies  at  the  end  of  August,  1917,  and  he 
is  buried  in  a field  in  Flanders,  a picture  recalled 
as  “A  strange  scene — the  great-great-grandson  of 
Paul  Revere  under  a British  flag,  and  awaiting  him 
a group  of  some  six  or  eight  American  Army  medical 
officers — saddened  with  thoughts  of  his  father.” 

The  end  of  the  war  and  the  great  influenza  pan- 
demic found  Osier  at  the  age  of  sixty-nine;  there  are 
rumors  of  his  ill-health  which  he  disclaims.  With 
demobilization  Osier  and  other  leaders  prevail  upon 
The  Times,  after  applying  considerable  pressure,  to 
discuss  the  danger  to  the  public  health  from  the  pos- 
sible spread  of  venereal  disease  and  this  probably  was 
his  last  campaign.  In  this  final  year  The  Times 
refers  to  him  as  one  who  “has  done  more  than  any 
man  of  his  time  to  secure  a true  perspective  in  health 
affairs.” 

^^’ILLIAM  Henry  Welch 

In  telling  of  Osier’s  prime  activities  in  the  field  of 
public  health  it  has  been  impossible  not  to  refer 
to  Dr.  Welch  from  time  to  time — they  were  such  in- 
timate colleagues.  Welch  like  Osier  spent  about 
two  years  in  Europe,  chiefly  in  Germany,  in  post- 
graduate work  in  the  best  of  the  medical  laboratories, 
1876  to  1878.  In  Munich  he  worked  in  the  famous 
hygienic  laboratory  of  Max  von  Pettenkofer  and 
learned  there  that  the  sanitary^  reform  of  water  puri- 
fication would  almost  abolish  typhoid  fever,  and  in 
Berlin  he  enrolled  in  the  first  public  course  in  bac- 
teriolog}'  ever  given  by  Robert  Koch,  the  founder  of 
the  science,  in  his  new  laboratory  there. 

Returning  from  Europe,  Welch  spent  six  years  in 
Xew  York  intent  on  establishing  laboratory  courses 
rather  than  lecture  courses,  in  a time  when  labora- 
tories were  practically  unknown  in  American  medical 
schools.  At  the  Bellevue  Hospital  Medical  College 
he  was  given  three  rooms  furnished  with  kitchen 
tables  and  the  college,  as  he  said,  spent  “fully  twenty- 
five  dollars  in  equipping  the  laboratory.  ...  I some- 
times feel  rather  blue  when  I look  ahead  and  see 
that  I am  not  going  to  be  able  to  realize  my  aspira- 
tions in  life.  . . . There  is  no  opportunity  in  this 
country,  and  it  seems  improbable  that  there  ever 
will  be,”  he  wrote.  Welch  collected  six  antique 
microscopes  and  six  students  to  work  in  pathology; 
the  first  laboratory  course  in  pathology  ever  given  in 
an  American  medical  school.  One  of  his  students 
was  Dr.  Hermann  M.  Biggs  and  the  fascination  of 
Welch’s  pioneer  course  in  bacteriology  so  captivated 


Biggs  that  he  dedicated  his  life  to  the  science  and 
later  became  the  greatest  public  health  administrator 
.America  has  ever  known.  With  Koch’s  discovery 
of  the  tubercle  bacillus  and  Welch’s  demonstration  of 
the  organism  in  his  laboratory  class  which  included 
Biggs,  there  is  this  description  of  Welch,  the  teacher, 
by  Biggs,  the  student: 

“In  his  most  lucid  and  fascinating  manner,  he 
told  us  of  this  great  work  and  of  its  significance  to 
the  future  development  of  medicine.  He  showed 
us  methods  of  staining  sputum  and  demonstrating  the 
tubercle  bacilli.  I can  now  see  quite  clearly  the  steam 
rising  from  the  dish  of  carbol-fuchsin  in  the  sand- 
bath  containing  the  sputum  while  he  talked.  This 
served  as  my  first  inspiration.” 

His  New  York  friends  were  distressed  when  Welch 
indicated  that  he  might  accept  the  invitation  of 
President  Gilman  to  come  to  the  Johns  Hopkins 
Medical  School,  but  Gilman  had  the  strongest  recom- 
mendations from  the  professors  in  Germany  and  when 
the  invitation  finally  came,  Welch  accepted  it  at  the 
end  of  twenty  days.  It  was  during  the  period  when 
he  was  considering  this  offer  of  the  chair  of  pa- 
thology at  Johns  Hopkins  that  he  received  a letter 
from  my  Father,  then  at  work  in  geology  in  Bal- 
timore after  three  years  in  Heidelberg.  Y’elch  said 
that  Father  presented  the  matter  of  his  coming  to 
Johns  Hopkins  in  about  the  same  light  in  which  he 
saw  it.  Father  wrote  that  “no  place  in  .America  offers 
the  real  opportunity  for  true  scientific  work  which 
this  does.  You  have  said  the  same  thing  to  me 
yourself.”  Furthermore,  as  a full  professor  Y’elch 
would  have,  like  other  full  professors  at  Johns  Hop- 
kins, “literally  perfect  independence  and  everything 
for  your  work  that  you  ask  for.”  Welch  would  be 
able  to  organize  the  Medical  Department  from  the 
very  beginning  and  to  build  his  library  exactly  as  he 
wished,  thus  becoming  the  founder  of  a new  medical 
school.  “It  seems  to  me,”  my  Father  continued, 
“that  it  is  an  opportunity  for  giving  a start  and 
impetus  to  the  spirit  of  real  scientific  work  which 
is  thus  far  so  sadly  lacking  on  this  side  of  the  .At- 
lantic, which  can  come  to  a man  only  once  in  a life- 
time.” 

And  Flexner  writes: 

“At  thirty-five  Welch  had  found  himself  a place 
in  the  world  that  was  perfect  to  his  needs  and  desires. 
For  many  years  a genie  confined  in  a bottle,  he  rose 
up,  once  the  cork  was  pulled,  into  his  true  dimen- 
sions, and  for  almost  fifty  years  he  was  to  tower 
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over  American  medicine,  determining,  creating, 
helping  change  a backward  profession  into  a leading 
profession  of  his  time.  Moving  in  a highly  contro- 
versial field  toward  revolutionary  ends,  he  was  al- 
ways gentle,  never  raising  his  voice  above  the  tone 
of  ordinary  talk.  He  won  campaign  after  campaign 
but  never  fought  a battle;  haste  was  unknown  to  him, 
or  anger  or  the  exuberant  joy  of  putting  an  opponent 
down.  He  was  to  win  affection  and  admiration  until 
he  became,  first  to  his  associates  and  then  to  younger 
scientists  everywhere,  in  common  parlance  the  be- 
loved ‘Popsy.’  ” 

Although  the  Johns  Hopkins  Hospital  was  not 
to  open  imtil  May,  1889,  and  the  Medical  School 
was  not  to  open  until  October,  1893,  Welch  began 
instruction  in  general  pathology  and  the  pathology 
of  fever  and  gave  a course  in  bacteriology  beginning 
in  October,  1886.  Of  the  latter  course  he  said  at  the 
time,  “So  far  as  I know  no  similar  course  is  given 
in  this  country  and  only  three  or  four  in  Europe.” 
At  the  end  of  this  first  academic  year  Welch  reported 
jubilantly  that  twenty-six  medical  graduates  had 
made  use  of  his  laboratory  and  that  eight  had  un- 
dertaken original  investigations. 

From  the  first,  as  Flexner  points  out,  Welch’s  life 
in  Baltimore  was  that  of  a confirmed  bachelor  who 
knew  how  to  make  himself  comfortable.  He  moved 
from  Cathedral  Street  to  935  St.  Paul  Street  (the 
house  from  which  I was  fortunate  many  years  later 
to  take  my  bride  who  is  with  us  this  evening)  and 
later  to  807  St.  Paul  Street,  quite  nearby.  The 
Maryland  Club  and  the  University  Club,  both  just 
around  the  corner,  were  large  parts  of  Dr.  Welch’s 
life  and  the  chosen  haunts  for  the  famous  dinners 
that  were  so  often  his  joy  and  a basis  for  some  of 
his  most  effective  achievements.  Then,  too,  he  was 
close  to  the  Surgeon  General’s  Library  in  Washing- 
ton. And  here  is  an  intimate  picture  of  his  front 
studyroom  catching  fire  in  his  absence  in  1889,  a 
room  which,  he  said,  contained  a thousand  and  ninety 
books  not  including  many  unbound  ones  and  pam- 
phlets, with  a large  number  of  books  and  pamphlets 
in  his  bedroom  that  were  not  injured.  This  was 
a true  picture  of  the  man  over  the  decades  for  I saw 
exactly  the  same  distribution  of  printed  matter  when 
I went  to  the  St.  Paul  Street  rooms  early  on  Welch’s 
eightieth  birthday  to  give  him,  for  my  Mother,  a 
choice  bottle  of  Madeira  from  Mr.  Charles  J.  Bona- 
parte’s cellar. 

It  is  good  to  have  in  the  record  Flexner’s  clarifica- 


tion of  the  personal  relations  involved  in  the  selection 
of  “The  Four  Doctors”  who  founded  the  Johns 
Hopkins  Medical  School.  Flexner  tells  us: 

“Osier’s  appointment  as  professor  of  medicine  is 
usually  credited  to  Billings,  but  Welch  said  later 
that  Billings  had  been  opposed  to  the  Canadian, 
whom  he  regarded  as  predominantly  a laboratory 
man;  Billings  wished  the  appointment  to  go  to  the 
English  physician  Lauder  Brunton,  since  he  was 
more  experienced  in  the  practice  of  medicine.  Welch, 
however,  insisted  that  physiological  and  pathological 
laboratories  were  the  best  training  ground  even  for 
a professor  of  practice.  When  his  support  of  Osier 
finally  prevailed,  he  wrote  his  sister  that  the  new 
appointee  ‘is  the  best  man  to  be  found  in  the  country 
and  it  is  a great  acquisition  for  us  to  secure  him. 
I know  him  well  and  have  the  highest  opinion  of 
him  as  a scientist  and  as  a man.’ 

“The  authorities  first  offered  the  appointment  in 
surgery  to  Sir  William  Macewen  of  Glasgow,  who 
accepted,  but,  having  no  faith  in  anything  American, 
made  it  a condition  that  he  might  bring  his  whole  staff 
of  nurses  with  him.  When  this  was  refused,  the  way 
was  opened  for  Halsted,  whom  Welch  had  known 
well  in  New  York.  The  last  of  ‘the  four  doctors,’ 
the  famous  first  faculty  of  the  Hopkins  Medical 
School,  was  Howard  Atwood  Kelly,  appointed  asso- 
ciate professor  of  gynaecology  and  obstetrics  in  1889. 
He  was  brought  by  Osier  and  thus  could  also  be 
indirectly  credited  to  Welch.” 

Toward  the  middle  and  end  of  the  90’s,  Dr.  Welch 
is  responsible  for  the  first  bacteriologist,  Dr.  William 
Royal  Stokes,  being  appointed  to  establish  and  direct 
the  public  health  laboratories  which,  for  a number 
of  years,  served  jointly  the  Baltimore  City  Health 
Department  and  the  Maryland  State  Department 
of  Health,  and  it  was  Dr.  Stokes  who  was  to  die 
a martyr  to  science  in  line  of  duty  autopsying  a batch 
of  infected  parrots  in  the  epidemic  of  psittacosis  of 
1930. 

In  1897-98  we  find  Welch  in  Washington  fighting 
the  antivivisection  bills  in  Congress,  side  by  side  with 
Osier.  Welch  became  a political  lobbyist,  and  par- 
ticular care  was  taken  to  reach  the  family  doctors 
and  p>ersonal  friends  of  individual  senators.  Finally 
the  right  side  won,  the  committee  fled  from  its  chair- 
man and  he  withdrew  the  bill.  It  was  presented 
again  in  various  forms  for  a number  of  years  but 
the  antivivisectionists  had  been  fully  routed.  Yet 
Welch  never  under-estimated  the  seriousness  of  the 
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danger  and  wrote  of  this  episode.  “That  was  the 
hottest  fight,  I think,  there  has  been.” 

At  this  time  early  in  1898,  Dr.  John  S.  Fulton, 
long-time  Executive  Secretary  of  the  ^Maryland  State 
Board  of  Health,  persuaded  the  governor  of  the  state 
to  appoint  Dr.  W elch  as  a member  of  the  State 
Board  of  Health.  He  attended  his  first  meeting  on 
February  10.  My  distinguished  predecessor.  Dr.  C. 
Hampson  Jones,  the  Commissioner  of  Health  of 
Baltimore,  was  present  and  I mention  this  because 
since  1880  the  state  law  has  placed  the  Commissioner 
of  Health  of  Baltimore  City  on  the  State  Board  of 
Health  as  an  ex-officio  member.  Two  years  later 
Welch  was  elected  President  of  the  ^Maryland  State 
Board  of  Health  and  in  this  capacity  he  presided 
over  the  meetings  for  twenty-two  years  and  remained 
a member  of  the  Board  until  1929. 

In  1936  Dr.  Wdlliam  W.  Ford,  first  professor  of 
bacteriology  at  the  Johns  Hopkins  School  of  Hygiene 
and  Public  Health  and  a State  Board  of  Health 
member  for  many  years,  put  together  for  the  Board 
a record  of  Dr.  Welch’s  public  health  work,  and  in 
this  he  points  out  that  at  the  regular  monthly  meet- 
ings of  the  Board  that  he  attended  regularly  when 
he  was  not  out  of  town,  Welch  always  interpreted 
the  term  health  in  the  broadest  sense  to  mean  com- 
fort and  well-being  as  well  as  freedom  from  bodily 
and  mental  ills.  At  the  meetings  he  was  slow  to 
make  a decision,  sought  ample  information  in  regard 
to  every  question,  and  liked  to  discuss  matters  thor- 
oughly and  weigh  the  pros  and  cons  deliberately. 
His  particular  contribution  may  be  said  to  have  been 
his  broad  outlook  for  the  health  needs  of  the  state, 
his  intuition  as  to  which  should  and  could  be  met 
first,  and  his  grasp  of  the  ways  and  means  of  in- 
itiating and  carrying  out  new  projects. 

As  we  have  seen  in  1904  Welch  was  side  by  side 
with  Osier  at  the  first  great  tuberculosis  exhibit  which 
was  held  in  Baltimore  City  and  later  at  the  meetings 
leading  to  the  establishment  that  year  of  the  organ- 
ization now  known  as  the  National  Tuberculosis  As- 
sociation. Besides  tuberculosis,  other  public  health 
programs  involving  the  control  of  food  and  drugs, 
the  improvement  of  the  sanitary  engineering  work  in 
rural  ^laryland,  and  especially  the  development  of 
maternal  and  child  health  activities  in  the  counties 
of  ^Maryland,  were  before  Dr.  \^’elch  for  considera- 
tion at  the  meetings  of  the  State  Board  of  Health. 
In  1914  a crucial  bill  to  establish  ten  sanitary  dis- 
tricts in  the  state,  each  under  a deputy  state  health 


officer,  a program  that  now  gives  each  of  Maryland’s 
23  counties  its  own  health  department  and  full-time 
health  officer,  ran  into  some  heavy  opposition  in  the 
legislature  at  Annapolis.  The  old  problems  of  local 
pride,  of  the  State  Health  Department  getting  too 
rich,  too  strong  and  too  expensive  were  in  back  of 
the  opposition.  A committee  hearing  was  set  and 
the  State  Board  of  Health  members  were  invited  to 
be  present.  Dr.  Ford  describes  this  dramatic  episode 
and  Dr.  Welch’s  relation  to  it  because  it  was  char- 
acteristic of  the  many  episodes  in  the  great  phy- 
sician’s life: 

“Dr.  \\’elch  was  absent  from  Baltimore  at  the 
time  this  hearing  was  granted.  He  happened  to 
return  on  a night  train  which  arrived  about  eight 
o’clock  in  the  morning  on  the  day  of  the  hearing. 
He  was  informed  by  a member  of  the  Board  that 
the  situation  in  regard  to  the  bill  was  critical  and 
hurried  to  Annapolis  without  breakfast  to  meet  the 
members  of  the  committee,  which  had  already  as- 
sembled. Surprised  to  see  Dr.  \Velch  so  much  con- 
cerned about  the  passage  of  the  bill,  the  committee 
adjourned  until  twelve  o’clock  to  permit  Dr.  Welch 
to  get  breakfast  and  recuperate  a little  from  his 
trip.  At  twelve  o’clock,  every  member  of  the  com- 
mittee and  nearly  every  member  of  the  Board  of 
Health  was  in  attendance  to  hear  Dr.  Welch  make 
a clear,  forceful,  almost  impassioned  address  in 
which  he  pointed  out  tire  deplorable  sanitary  condi- 
tions in  the  rural  districts  of  Marcdand,  the  acute 
need  of  supervision  in  health  matters,  the  determina- 
tion of  the  Board  of  Health  not  to  interfere  with 
local  officials  but  to  work  hand-in-hand  with  them, 
and  the  preservation  of  health  and  saving  of  life 
which  were  certain  to  follow  the  enactment  of  the 
bill.  So  convincing  was  Dr.  Welch  on  this  occasion 
and  so  powerful  were  the  arguments  he  presented  that 
the  joint  committee  of  the  legislature  was  convinced 
of  the  desirability  of  the  legislation  and  a favorable 
report  was  agreed  on  unanimously.  The  bill  was  fi- 
nally passed  by  the  House  and  Senate  in  the  closing 
days  of  the  session.  If  Dr.  Welch  had  not  hurried 
to  Annapolis  to  appear  before  the  joint  committee 
the  Deputy  State  Health  Officer’s  Bill  would  cer- 
tainly not  have  been  passed  by  the  legislature  of 
1914,  and  might  have  never  been  enacted.” 

In  public  health,  as  in  medical  education  and  in 
scientific  medicine,  Welch  played  his  part  on  a 
national  and  international  stage.  He  attended  the 
meetings  of  the  American  Pul)lic  Health  Association 
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and  organized  its  Laboratory  Section.  He  fought 
.«ide  by  side  with  Osier  against  tyjdioid  fever  and 
tuberculosis. 

In  Ford’s  record  it  is  clear  that  ^^’elch  was  always 
keenly  interested  in  the  public  health  situation  in 
Baltimore  City  and  lent  his  constant  supjxirt  for  its 
improvement.  He  took  a leading  part  in  the  cam- 
paign to  rid  the  city  water  of  its  typhoid,  and  with 
chlorination  begun  in  1911  the  typhoid  that  year 
was  cut  in  half  as  compared  with  earlier  yearly 
records,  and  the  filtration  plant  was  started  at  this 
time. 

Now  the  milk-borne  ty])hoid  became  apparent 
when  formerly  it  had  been  hidden  in  the  mass  of 
water-borne  typhoid,  and  so,  over  a number  of  years, 
working  with  the  \\'omen’s  Civic  League,  ^^’elch 
drove  forward  until  a modern  and  adequate  city 
milk  ordinance  was  enacted  by  the  City  Council  in 
1917.  I can  remember  Dr.  Welch  going  to  public 
meetings,  of  which  I attended  one  at  the  downtown 
City  Club,  made  up  of  business  leaders,  where  Dr. 
Welch  forcefully  supported  the  campaign  that  led 
to  the  enactment  of  this  ordinance;  and,  as  a result, 
typhoid  fever  has  practically  disappeared  from  our 
city. 

From  his  earliest  days  in  Baltimore  until  his  last, 
\\’elch  was  in  touch  with  the  Baltimore  City  Health 
Department.  There  were  difficult  times  prior  to  1909 
when  there  was  no  communicable  disease  hospital, 
and  it  was  he  chiefly  who  brought  about  the  creation 
of  Sydenham  Hospital,  first  in  a small  way  at  Bay- 
view  to  the  east  of  the  city,  and  later  in  1924  a 
modern  adequate  Sydenham  Hospital  was  built  at 
I^ake  Montebello  beside  the  city  water  filtration  plant. 

Since  1900  there  has  been  no  board  of  health  in 
Baltimore,  but  through  the  years  Welch  befriended 
and  assisted  Dr.  C.  Hampson  Jones  who  was,  off 
and  on  for  a period  of  thirty-six  years,  the  Commis- 
sioner or  Acting  Commissioner  of  Health  in  our 
city  until  his  death  at  the  age  of  seventy-three  in 
1932.  During  the  next  two  years  Welch  was  a tower  of 
strength  and  assistance  to  Dr.  Jones’  successor  and 
helped  him  in  the  organization  of  a body  known  as 
the  Consultants  to  the  Baltimore  City  Health  Depart- 
ment, a group  of  roughly  thirteen  leading  physicians 
representative  of  the  two  medical  schools  in  the  city, 
the  State  Department  of  Health,  the  Johns  Hopkins 
School  of  Hygiene  and  Public  Health  and  the  Mary- 
land Tuberculosis  Association.  This  body  has  served 
as  the  intermediar}-  between  the  Commissioner  of 


Health  and  the  IMayor  and  the  Board  of  Estimates  on 
important  occasions  when  added  appropriations  were 
imperative  and  wise  guidance  on  policies  was  needed. 
As  Ford  says:  “When  opportunity  to  do  active  work 
in  the  field  of  public  health  presented  itself.  Dr. 
Welch  accepted  it  as  a duty.” 

It  was  only  natural  that  President  Herbert  Hoover 
at  the  national  celebration  of  ^^■elch’s  eightieth  birth- 
day in  Washington  in  1930  would  say  “Dr.  \\’elch  is 
our  greatest  statesman  in  the  field  of  public  health, 
and  his  public  service  to  the  nation  w’ell  warrants  our 
appreciation  of  him.” 

In  spite  of  the  length  of  my  remarks  I cannot 
resist  a temptation  to  close  wdth  a tribute  written 
to  Dr.  \\'elch  by  Dr.  Harvey  Cushing  as  it  appeared 
in  the  jirogram  for  the  Washington  ceremonies  and 
the  volume  describing  them: 

“William  Henry  Welch 

“To  have  stepped,  in  the  prime  of  life,  into  a po- 
sition of  acknowledged  intellectual  leadership  in  the 
profession  of  his  choice;  to  have  occupied  that  po- 
sition, albeit  unconsciously,  for  those  forty  years 
which  have  seen  the  most  rapid  strides  in  medical 
progress  of  all  time ; to  have  had  such  influence  in  the 
furtherance  of  the  medical  sciences  in  this  countr}’  as 
to  turn  the  tide  of  students  seeking  opportunities  for 
higher  education  from  the  Old  \A'orld  to  the  New; 
to  have  been  as  ready  in  countless  unrecorded  ways 
to  share  his  time  and  thought  with  those  who  were 
inconspicuous  as  with  those  who  sat  in  high  places; 
to  have  been  no  less  universally  respected  for  his 
great  learning  than  beloved  for  his  personal  charm 
and  companionability ; to  have  stood  knee-deep  in 
honours  unsought  and  to  have  remained  seemingly 
unaware  of  them;  to  have  rounded  out  with  distinc- 
tion two  successive  university  positions  and,  with 
enthusiasm  undimmed,  to  be  now  well  launched  on 
a third  which  he  is  no  less  certain  to  adorn — to  have 
done  so  much,  in  so  many  ways,  for  so  many  years, 
and  to  have  aroused  no  shadow  of  envy  or  enmity 
on  the  way,  betokens  not  only  unselfishness  of  pur- 
pose but  that  fineness  of  character  which  always  has 
been  and  always  will  be  an  inspiration  to  mankind.” 
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AMA  Survey  on  Hospital  Service  in  U.  S. 

For  the  first  time  in  history,  hospital  births  topped 
the  three  million  mark.  The  Council  on  Medical 
Education  and  Hospitals’  32nd  presentation  of  hos- 
pital statistics  reveals  that  in  1952  there  were  3,170,- 
495  hospital  births  or  one  live  baby  born  every  9.9 
seconds.  The  report,  which  appears  in  the  “Hospital 
Number”  of  the  Journal  of  the  AMA,  May  9,  shows 
a continued  increase  in  the  volume  of  hospital  service 
in  the  United  States. 

Highlights  of  the  report:  6,665  hospitals  regis- 
tered— with  18,914,847  admissions,  compared  with 
18,237,118  the  previous  year.  Bed  capacity  statistics 
show  an  increase  of  11,627  over  1951.  Average  length 
of  stay  of  individual  patients  in  governmental  gen- 
eral hospitals  is  more  than  twice  as  long  as  in 
nongovernmental  general  hospitals — 16.4  days  as 
compared  with  7.5  days. 
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DUODENAL  DIVERTICULA* 


Guy  W.  Horsley,  M.U., 

and 

Gus  J.  Vlasis,  M.D., 

Department  of  Surgery,  St.  Elizabeth’s  Hospital, 
Richmond,  Virginia 


The  purpose  of  this  iiajier  is  to  present  a review 
of  our  e.xperiences  with  duodenal  diverticula.  This 
pathological  entity  presents  to  the  physician  a chal- 
lenge as  to  which  course  of  treatment  to  follow  once 
the  diagnosis  is  made.  Surgeons  at  times  have  been 
disappointed  with  the  results  because  of  the  per- 
sistence of  the  gastrointestinal  symptoms  following 
operation.  Internists,  too,  have  often  found  medical 
treatment  to  be  inadequate. 

The  duodenum  is  subject  to  the  same  factors  which 
predispose  to  the  production  of  diverticula  elsewhere 
in  the  digestive  tract,  and  also  has  special  problems 
of  its  own  because  of  its  anatomy,  such  as  the  in- 
timate relationship  with  the  common  and  pancreatic 
duct  and  head  of  the  pancreas.  It  would  appear  that 
the  sudden  propulsion  of  the  gastric  contents  against 
the  duodenal  wall,  the  increase  in  intraluminal  pres- 
sure caused  by  the  closure  of  the  pylorus  the  nar- 
rowing at  the  angulation,  and  the  fact  that  the  third 
portion  is  the  narrowest  would  have  a bearing  on  the 
fact  that  the  majority  of  the  diverticula  occur  in 
the  second,  or  descending  portion  of  the  duodenum. 

In  reviewing  the  cases  of  duodenal  diverticula  at 
St.  Elizabeth's  Hospital  during  the  past  ten  years, 
it  was  noted  that,  of  a total  of  43  cases,  only  12  re- 
vealed no  other  associated  pathology.  The  greater 
number  of  diverticula  occurred  on  the  concave  side 
of  the  descending  portion  of  the  duodenum,  the  ma- 
jority being  false  diverticula.  The  incidence  of  di- 
verticula occurring  in  each  portion  of  the  duodenum 
is  as  follows:  in  the  ascending  portion,  12  cases; 
in  the  descending  portion,  20;  in  the  transverse  por- 
tion, 3 ; in  the  terminal  portion,  1 ; between  the  as- 
cending and  descending  portions,  3 ; between  the 
descending  and  transverse  portions,  1 ; and  between 
the  transverse  and  terminal  portions,  3.  The  distri- 
bution between  males  and  females  was  approximately 
equal,  with  23  occurrences  in  the  male,  and  20  in 
the  female.  Of  the  12  with  no  other  associated  pa- 
thology, six  were  males  and  six  were  females,  five 
were  operated  upon  with  excision  of  the  diverticula 
and  subsequent  improvement.  The  remaining  cases 
were  treated  medically  since  the  severity  of  their 

*Reacl  before  The  Richmond  Academy  of  Medicine, 
January,  1951. 


symptoms  did  not  warrant  surgery,  or  the  patients 
were  not  suitable  candidates  for  surgery  because  of 
the  psydiosomatic  factor  in  their  make-up.  The  re- 
maining 31  had  associated  duodenal  ulcer,  cholecy- 
stitis; cholelithiasis,  diverticula  of  the  colon,  and/or 
other  pathology  of  the  gastrointestinal  tract.  In  one 
of  these  cases  with  duodenal  diverticula  and  duodenal 
ulcer,  the  diagnosis  of  the  diverticulum  was  felt  to 
be  the  major,  and  not  the  incidental  finding  and  the 
patient  was  operated  upon  with  excision  of  the  diver- 
ticula and  vagotomy.  There  was  subsequent  relief 
of  symptomatology. 

The  question  which  arises  in  the  mind  of  the  at- 
tending physician  after  careful  evaluation  of  the 
symptoms  is  whether  the  patient  should  be  placed 
under  medical  or  surgical  treatment.  However,  the 
question  should  be:  is  surgery  justifiable  because  of 
the  severity  of  the  patient’s  symptoms. 

Perforation  of  a diverticulum  may  occur  in  the 
course  of  conservative  treatment,  but,  according  to 
Byerly,  this  is  a rare  complication  since  only  six 
authentic  cases  of  perforation  of  a duodenal  diver- 
ticulum have  been  reported  in  the  American  and 
British  literature  through  March,  1949.  We  can 
thus  be  assured  that  the  medical  treatment,  even 
with  poor  results  would  be  less  discouraging  than 
subjecting  the  patient  to  an  operative  procedure  which 
might  not  give  the  patient  relief  from  his  symptoms. 
In  spite  of  the  fact  that  perforation  of  the  diver- 
ticulum is  rare,  clinicians  should  be  cognizant  of  this 
possibility  and  the  surgeon  should  not  overlook  this 
diagnosis  in  the  face  of  peritonitis  of  an  undeter- 
mined origin. 

In  order  that  the  discussion  of  this  condition  may 
be  more  complete,  a review  of  the  anatomy  of  the 
duodenum  is  given  so  that  the  weak  areas  of  the 
duodenum  which  tend  to  result  in  diverticula  will  be 
noted.  In  addition,  this  will  demonstrate  the  best 
surgical  approach  for  mobilizing  the  duodenum  and 
locating  the  diverticula. 

The  caliber  of  the  duodenum  is  greater  than  that 
of  the  jejunum,  but  is  not  uniform  throughout.  The 
duodenum  may  be  divided  into  four  main  portions 
for  purposes  of  identification.  The  first,  or  ascend- 
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ing  j)ortion  is  approximately  5 cms.  long  and  is 
completely  movable,  more  so  than  any  other  portion 
of  the  duodenum.  It  passes  upward  and  backward 
from  the  p}loric  end  of  the  stomach  and  narrows  at 
the  superior  angle.  It  is  completely  surrounded  with 
jx^ritoneum.  As  it  turns  to  the  right  again,  the  sur- 
rounding peritoneum  forms  the  free  border  of  the 
gastrohepatic  omentum.  The  second,  or  descending 
portion,  is  about  7 cms.  in  length  and  extends  from 
the  neck  of  the  gall  bladder  to  the  level  of  the  third 
lumbar  vertebra.  At  this  level  there  is  a distinct 
angle  similar  to  that  at  the  superior  angle  (Fig.  1). 


Fig*.  1.  Wax  cast  of  the  duodenum  showing  the  superior  and 
inferior  angles.  Redrawn  from  Kellogg 

This  portion  is  concave  and  is  covered  with  peri- 
toneum and  the  ascending  layer  of  the  transverse 
mesocolon  on  its  anterior  surface  except  where  the 
transverse  colon  passes  in  front  of  it.  In  the  con- 
cavity formed,  this  portion  is  adherent  to  the  head 
of  the  pancreas  by  connective  tissue  and  is  pene- 
trated by  common  duct  and  the  pancreatic  duct, 
as  well  as  the  superior  and  inferior  pancreaticodu- 
odenal arteries.  The  common  duct  follows  the  con- 
cave border  and  enters  the  duodenum.  The  pan- 
creatic duct  enters  at  a right  angle  a little  below 
the  middle  of  the  second  portion  of  the  duodenum. 
The  third,  or  transverse  portion,  is  the  largest  and 
narrowest,  measuring  about  12  cms.  in  length.  It 
ascends  toward  the  left  beneath  the  superior  mesen- 
teric vessels  and  crosses  the  middle  to  the  left  lum- 


bar vertebra  where  it  contracts  to  form  the  isthmus  of 
the  duodenum.  Here  it  is  compressed  between  the 
mesenteric  vessels  anteriorly  and  the  aorta  and  ver- 
tebral column  posteriorly.  The  fourth,  or  terminal, 
portion  is  about  2.5  cms.  long  and  enters  at  the  level 
of  the  upper  border  of  the  second  lumbar  vertebra 
where  it  turns  forward  abruptly  to  become  the  duo- 
denojejunal flexure. 

The  symptoms  of  a patient  suffering  from  duodenal 
diverticula  run  the  gamut  of  gastrointestinal  s}mp- 
toms  from  vague  abdominal  discomfort  to  severe 
pain.  The  s}mptoms  most  often  encountered  are 
those  referable  either  to  the  biliary  tract  or  are 
suggestive  of  a duodenal  ulcer,  the  biliary  symptoms 
being  most  frequent.  The  predominant  s}mptom  is 
pain  above  and  to  the  right  of  the  umbilicus. 

The  usual  history  given  is  that  of  intermittent 
attacks  of  pain  related  to  the  taking  of  food,  and 
the  discomfort  and/or  pain  occurring  a few  hours 
after  eating.  The  patient  may  also  have  headache, 
nausea,  distention,  water  brash,  vomiting,  and  other 
symptoms  suggestive  of  biliary  dyskinesia.  This 
symptom  pattern,  referable  to  the  biliary  tract,  may 
be  explained  by  the  greatest  frequency  of  the  diver- 
ticulum lieing  in  the  same  segment  as  the  biliary  tract, 
and  they  cannot  always  be  differentiated.  The  epi- 
gastric pain  and  discomfort  with  the  prime  physical 
finding  of  tenderness  over  the  Mayo-Robson  point 
are  the  most  consistent  landmarks.  Pressure  over 
the  diverticulum  may  cause  pain  to  radiate  poster- 
iorly to  the  back  and/or  below  the  costovertebral 
angle. 

Positive  diagnosis  is  made  only  by  the  roentgen- 
ogram and  only  when  one’s  suspicions  are  so  con- 
firmed is  one  justified  in  making  a diagnosis  of  du- 
odenal diverticulum. 

The  criteria  we  use  for  surgical  intervention,  once 
the  diagnosis  is  established,  are; 

1.  Symptoms  referable  to  duodenal  diverticula 
which  are  persistent  and  not  amenable  to 
conservative  therapy  (after  proper  medical 
evaluation). 

2.  Retention  of  barium  in  a diverticulum  for  four 
hours  or  longer. 

3.  The  presence  of  diverticula  that  are  3 cms. 
in  diameter  or  larger. 

4.  Bezoars  of  the  diverticulum. 

At  op>eration  an  upper  right  rectus  incision  is  used 
to  open  the  abdomen.  If  the  diverticulum  is  in  the 
ascending  or  descending  portion  of  the  duodenum. 
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this  portion  is  mobilized  after  the  method  of  Kocher 
(Figs.  2 and  3).  However,  if  the  diverticulum  is 
in  the  transverse  portion,  the  duodenum  is  mobilized 
and  exposure  made  after  the  metliod  of  Vautrin  and 
Fourche  (Figs.  4 and  5).  .\notlier  approach  i.- 


Figr.  2.  Mobilization  of  tho  descending:  portion  of  the  duodenum 
after  the  methr)d  of  Kocher.  Redrawn  from  Kellogg 

througli  the  transverse  mesocolon  and  the  posterior 
])eritoneum  (Fig.  6) . 

M e believe  that  excision  of  a diverticulum  is  the 
best  method,  although  one  ma}-  be  forced  to  invaginate 
tlie  diverticulum  if  e.xcision  would  compromise  tbe 
patency  of  the  ampulla  of  Vater.  W hen  the  diver- 
ticulum is  to  be  excised  and  has  a wide  base,  it  is 
best  to  do  so  by  an  open  operation  and  to  inspect 
the  lumen  of  the  duodenum.  Careful  closure  with 
two  layers  of  fine  chromic  catgut  gives  excellent 
results  with  minimal  incidence  of  duodenal  fistula  or 
obstruction.  If  there  is  only  a small  pedicle  to  the 
diverticulum,  a close  suture  technic  is  satisfactory 
after  doubly  clamping  the  pedicle  and  excising  the 
diverticulum. 

Two  illustrative  cases  are  presented  which  seem  to 
have  been  improved  following  surger}'. 

Case  1.  Duodenal  diverticula  between  the  a-cend- 
ing  and  descending  portions  of  the  duodenum  with 
phytobezoar  of  the  diverticulum.  Mrs.  L.  R.,  62 
years  old,  was  admitted  to  St.  Elizabeth’s  Hospital 


with  the  chief  complaint  of  being  “unable  to  get 
her  fcKxl  down’’  for  approximately  ten  years.  She 
stated  that  the  food  went  part  of  the  way,  stopped, 
and  came  back.  Prior  to  her  admission,  she  had 
noticed  that  the  condition  had  become  progressively 
worse  and  she  was  regurgitating  more  and  more  of 
her  food.  In  spite  of  this  she  had  had  no  weight 
loss.  Ten  years  j)rior  to  the  present  illness  she  had 
had  a cholecystectomy  for  cholecystitis  and  choleli- 
thiasis and  she  dated  her  symptomatology  from  the 
time  of  that  operation.  com|)lete  gastrointestinal 
series  was  done,  which  showed  only  s’ight  retention 
of  the  gastric  contents,  but  between  the  a-ceriding 
and  descending  portions  of  the  duodenum  a large 
diverticulum  several  cm.  in  diameter  was  noted.  The 
diverticulum  filled  along  the  {periphery  but  not  in 
the  center  (Fig.  7).  Six  hours  after  the  ingestion 
of  Irarium  there  was  some  retention  of  the  barium 
meal  in  the  stomach  and  a marked  densit}'  of  the 
central  |)ortion  of  the  diverticulum.  The  jdiysical 
examination  was  e-sentially  negative.  The  patient 
was  advised  to  have  the  diverticulum  excised.  At 
o|)eration  the  usual  approach  was  made,  the  duo- 
denum was  exposed,  and  the  adhesions  present  from 


Fipr.  3.  Mobili'/atiun  «>f  the  descendinK  portion  of  the  duodenum 
after  the  method  of  Kocher.  Redrawn  from  KoIIokk 
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previous  surgery  which  hound  down  the  duodenum  to 
the  under  surface  of  the  liver  were  separated.  The 
duodenum  was  then  turned  medially  and  a large 
diverticulum  was  found  between  the  a.scending  and 
descending  portions  on  tlie  posterior  surface  of  the 


Fig.  4.  Exposure  of  the  transverse  duodenum  after  the  method 
of  Vautrin  and  Fourche.  Redrawn  from  Kellogg 


duodenum.  The  diverticulum  was  ojiened  and  e.\- 
cised.  On  placing  the  finger  inside  the  duodenum  it 
was  found  that  tlie  diverticulum  was  of  the  panta- 
l(X)n  t\pe.  tliere  being  one  diverticulum  below  the 
entrance  of  the  common  duct  and  another  above  the 
entrance  of  the  common  duct.  I'lie  common  duct 
tlms  opened  directly  between  the  two  diverticula. 
A large  amount  of  foreign  material  was  found  in  the 
superior  diverticulum  and,  when  removed,  apjieared 
to  be  vegetable  material  or  phytobezoar.  A small 
probe  was  placed  through  the  ampulla  of  Vater  so 
that  the  sutures  would  not  encroach  on  the  lumen. 
'I'he  diverticulum  was  resected  and  the  duodenum 
then  closed  with  two  rows  of  continuous  chromic 
catgut  sutures.  This  seemed  to  give  satisfactory 
closure  without  blocking  the  common  duct.  A drain 
was  placed  down  to  the  region  of  the  common  duct 
and  brought  out  through  a stab  wound.  The  speci- 
men consisted  of  a diverticulum  measuring  3 x 2 
cms.  which  contained  a phytobezoar  measuring  2 54 
X 2 cms.  Follow-up  for  six  months  revealed  this 


patient  to  be  improved  and  free  of  her  symptoma- 
tology, and  there  has  been  no  recurrence  of  her 
s}mptoms. 

Case  2.  Diverticulum  of  the  descending  portion 
of  the  duodenum.  Mr.  R.  E.  B.,  61  years  old,  was 
admitted  with  the  chief  complaint  of  pain  in  the 
upper  abdomen.  One  week  prior  to  admission  he 
had  suffered  from  severe  nausea  and  vomiting.  He 
was  .seen  by  his  local  physician,  prior  to  his  ad- 
mission, who  advised  a gastrointestinal  series.  This 
showed  a large  diverticulum  in  the  descending  por- 
tion of  the  duodenum.  Examination  showed  the 
l)atient  to  be  under-weight.  There  was  a .slight 
tenderness  in  the  upper  right  quadrant  of  the  ab- 
domen, as  well  as  a right  and  left  inguinal  hernia. 
■A  review  of  the  roentgenograms  showed  a shadow 
overh'ing  the  descending  portion  of  the  duodenum. 
\\'hen  the  barium  reached  this  point  it  filled  out  the 
shadow  and  the  shadow  measured  3x7  cm.  (Fig. 
8).  'I'here  was  no  obstruction  to  the  passage  of  the 
meal  at  that  point  and  the  rest  of  the  duodenum 
a|)peared  normal.  Three  hours  later  barium  was 
noted  in  the  diverticulum  (Fig.  9).  This  patient 
was  operated  upon,  the  abdomen  being  opened  in 


Fipr.  5.  Exposure  of  the  transverse  duodenum  after  the  method 
of  Vautrin  and  Fourche.  Redrawn  from  Kellogg 
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the  u-;ual  manner  and  the  duodenum  mobilized  me- 
dially. A large  diverticulum  was  found  arising  in 
the  po:=terior  portion  of  the  descending  duodenum 


Fipr.  6.  Exposure  of  the  transverse  duodenum  through  the 
transverse  mesocolon. 

from  a rather  small  st«lk.  The  base  of  the  diver- 
ticulum was  doubl}-  clamped  and  divided  and  the 
stump  was  sutured  with  chromic  catgut.  It  was  re- 


Fi^.  8.  Case  2.  The  large  duodenal  diverticulum  is  shown, 


Fig.  7.  Case  1.  The  diverticulum  jf  shown  and  contains  both 
barium  and  food. 


Fig.  9.  Case  2.  Six  hours  examination  showing  diverticulum 
still  filled  with  barium. 
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inforced  witli  a row  of  interrupted  chromic  catgut. 
The  raw  .surfaces  were  reperitonealized  and  the  al)- 
donien  was  closed  in  the  usual  manner.  The  speci- 
men consisted  of  a large  duodenal  diverticulum  meas- 
uring 6x5x2  cm.  and  containing  food  particles, 
namely,  fruit  j^eels,  corn,  and  other  partially  digested 
food.  Follow-up  for  eleven  months  revealed  the 
l)atient  to  have  made  an  uneventful  recovery  and  to 
l)e  free  from  his  scTnptomatology. 

Summary  and  Conclusions 
A review  of  the  experiences  at  St.  Elizabeth’s 
Hospital  with  duodenal  diverticula  is  presented.  The 
anatomy,  surgical  indication,  and  operative  technic 
are  given.  Two  cases  are  reported  which  were  im- 
proved by  surgical  excision  of  the  diverticula.  Of 
the  forty-three  cases  reviewed,  only  five  required 
.surgery  for  the  relief  of  s>mptoms. 
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Factbook  on  Medical  Education. 

Current  statistics  on  medical  education  in  the 
United  States  have  been  compiled  in  a convenient 
pocket-sized  booklet  for  handy  reference  to  be  dis- 
tributed early  in  April  by  the  American  Medical 
.\ssociation.  Information  contained  in  the  “Fact- 
book  on  Medical  Education”  is  based  on  a report 
made  by  the  Council  on  Medical  Education  and  Hos- 
pitals. during  the  academic  year  1951-52.  Written 
in  an  easy  question-and-answer  style,  the  new  book- 
let gives  information  on  enrollments,  financial  sup- 
port, faculty  and  new  medical  schools.  The  booklet 
will  be  distributed  to  state  and  county  medical  society 
officers,  AiMA  delegates  and  officers,  newspaper  and 
magazine  writers,  and  allied  health  organizations. 
.Additional  copies  will  be  available  for  distribution 
i)y  state  and  county  medical  societies. 

Former  Medical  Officers  Surveyed. 

In  analyzing  467  questionnaires  returned  by  former 
armed  forces  medical  officers,  the  Council  on  Na- 


tional Emergency  Medical  Service  has  extracted  per- 
tinent data  on  percentage  of  time  spent  in  treatment 
of  military  personnel  and  their  dependents,  staffing 
conditions  and  the  number  of  physicians  willing  to 
remain  in  service. 

The  survey  of  former  army,  navy  and  air  force 
physicians  shows : 

(1)  Percentage  of  time:  Between  44%  and  54^ 
of  total  overseas  time  was  spent  in  treatment  of  mil- 
itary personnel  and  between  39%  and  53%  of  total 
domestic  time.  Treatment  of  dependents  took  be- 
tween 19%  and  28%  of  overseas  time  and  between 
25%  and  44%  of  dome.stic  time. 

(2)  Staffing  conditions:  Overstaffing — -136  re- 
plies— ranged  from  15%  to  44%.  Understaffing — 
79  replies — ranged  from  15%  to  28%.  Adequate 
— 227  replies— ranged  from  42%  to  58%. 

(3)  M illing  to  stay  in  service:  214  replied  yes; 
236  no. 
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RESECTION  RECONSTRUCTION  OF  THE  FEMORAL  HEAD* 


E.  D.  Vere  Nicoll,  M.D., 

Orthopedic  Department,  University  of  Virginia  Hospital, 
Charlottesville,  Virginia 


During  the  last  18  months  19  operations  have 
been  performed  in  the  University  of  Virginia  Hos- 
f)ital  or  in  the  ^^'estern  State  Hospital  for  recon- 
struction of  the  femoral  head  in  cases  of  osteoar- 
thritis and  fracture  of  the  femoral  neck. 

Resection  Reconstruction  of  Fevior.m.  Head 

Osteo  Arthritis  9 cases  (no  mental  patients) 

Acute  Fracture  7 cases  ( 4 mental  patients) 

(41d  Fracture  4 cases  ( 2 mental  patients) 

(^wing  to  the  small  numljer  of  ca.ses  we  are  not 
in  a ptosition  to  recommend  any  of  the  following 
procedures  with  any  degree  of  certainty  but  this 
report  of  our  experiences,  successes,  and  failures  may 
be  of  interest. 

We  have  done  8 operations  for  osteoarthritis  of  the 
hip  and  in  this  group  we  have  gotten  our  best  results. 
^^■e  have  followed  the  technique  described  by  Robert 
and  Jean  Judet,  althougli  in  some  of  these  cases  we 
used  a vitallium  prosthesis  rather  than  acrylic  resin 
as  described  by  Judet.  We  used  an  anterior  ap- 
proach to  the  hip  joint,  the  inci-ion  e.xtending  from 
the  anterior  superior  iliac  spine  vertically  down  the 
thigh  for  approximately  6 inches.  We  ap|)roached 
the  capsule  of  the  joint  lateral  to  the  rectus  femoris 
and  sometimes  found  it  necessary  to  divide  the 
reflected  head  of  rectus  femoris  and  in  some  cases 
we  divided  part  of  the  belly  of  the  tensor  fasciae 
femoris.  ^^’e  used  a cruciate  incision  in  the  capsule 
of  the  joint,  making  the  vertical  cut  as  near  to  the 
acetabular  rim  as  possible  with  the  horizontal  cut 
in  the  line  of  the  neck  of  the  femur. 

We  found  it  easier  in  most  cases  to  osteotomize  the 
head  of  the  femur  just  proximal  to  the  junction  of 
the  head  with  the  neck  rather  than  trying  to  dislocate 
the  head  of  the  femur  from  the  acetabulum.  The 
head  of  the  femur  is  then  removed  using  the  sjiecial 
appliance  described  by  Judet,  after  dividing  the 
ligaraentum  teres.  It  is  important  to  maintain  full 
length  of  the  femur  in  order  to  prevent  shortening 
of  the  limb  with  subsequent  lip.  We  found  it  nec- 
essary to  reem  the  acetabulum  only  in  those  cases 
where  it  was  extremely  rough  or  where  the  sujierior 

•Read  before  the  annual  meeting  of  The  Medical  Society 
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surface  of  the  acetabulum  was  not  horizontal.  After 
applying  the  prosthesis  to  the  neck  of  the  femur, 
after  the  manner  described  by  Judet,  the  new  head 
was  tlien  rearticulated  in  the  hip  joint  and  the  cap.sule 
repaired.  We  believe  that  it  is  important  that  the 
new  prosthesis  should  fit  the  acetabulum  snugly.  If 
it  is  too  small,  an  area  of  sclerosis  is  liable  to  develop 
in  the  upper  part  of  the  acetabulum  which  bears 
most  of  the  weight. 

I’ost-operatively  we  found  it  necessary  to  treat 
the  patients  in  internal  rotation  and  this  we  did  in 
most  cases  using  a modified  Russell’s  traction  with 
an  internal  rotating  bandage  around  the  knee.  We 
found  this  more  satisfactory  than  trying  to  use  a 
plaster  cast  with  a bar  to  keep  the  leg  in  internal 
rotation.  When  we  used  this  method  we  found  that 
if  the  patients  turned  over  in  bed  they  w'ere  liable 
to  get  stuck  even  in  external  rotation. 

Occasionally,  while  doing  this  operation,  it  is 
difficult  to  judge  the  exact  angle  at  which  to  drive  in 
the  prosthesis  and  when  this  difficulty  is  encountered 
we  have  used  a guide  wire  applied  to  the  neck  of 
the  femur  followed  by  an  x-ray  to  ascertain  its  exact 
position.  The  guide  wire  may  then  be  removed  and 
the  prosthesis  put  in  a comparable  position. 

During  the  operation  it  is  necessary  to  avoid  dam- 
aging the  lateral  cutaneous  nerve  of  the  thigh  and 
the  nerve  to  vastus  lateralis  which  crosses  the  in- 
cision in  its  lower  part. 

W'e  have  done  some  cases  for  acute  fracture  of  the 
femoral  neck,  in  very  disturbed  mental  patients  at 
the  V’estern  State  Hospital.  These  patients  were 
so  disturbed  that  any  form  of  post-operative  treat- 
ment would  have  been  extremely  difficult  to  arrange, 
and  it  was  thought  that  a Judet  type  of  arthroplasty 
might  give  the  best  chances  of  a reasonably  good 
result. 

One  case  was  done  for  a subcapital  fracture  of  the 
neck  of  the  femur  of  the  vertical  type,  and  one  was 
done  for  a badly  comminuted  fracture  of  the  femoral 
head.  And  still  another  case  was  done  for  a frac- 
ture of  the  neck  of  the  femur  after  Smith-Petersen 
nailing  had  failed.  Generally  speaking,  we  believe 
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X-Ray  No.  1.  Avascular  necrosis  of  femoral  head  following 
fracture  of  the  femoral  neck.  Replacement  of  the  femoral 
head  with  an  acrylic  resin  prosthesis.  The  heck  is  reinforced 
with  a stainless  steel  bar  and  this  is  the  only  part  of  the 
prosthesis  which  shows  in  x-rays. 

it  may  be  that  the  operation  should,  at  this  time,  be 
reserved  for  the  elder  patients,  as  we  do  not  know- 
how these  hips  will  do  after  many  years  of  use. 

Some  of  these  operations  for  acute  fracture  of  the 
neck  of  the  femur  show  considerable  new  bone  forma- 
tion in  the  region  of  the  superior  part  of  the  acetab- 
ulum after  the  operation  and  we  wonder  whether 
possibly  this  operation  should  be  reserved  for  those 
cases  of  fracture  of  the  neck  of  the  femur  with  non- 
union established. 

In  some  of  our  more  disturbed  patients  we  got 
fairly  good  results  in  spite  of  the  fact  that  the  patient 
got  up  and  walked  about  on  the  prosthesis  the  day 
after  the  operation.  Dr.  Stinchfield  recommends 
the  use  of  oxycellouse  to  prevent  bone  formation  in 
the  region  of  the  hip  joint  and  we  believe  it  may  be 
of  advantage  to  use  cortisone  post-operatively  in 
order  to  prevent  new  bone  fprmation  but  we  think 
this  should  not  be  given  for  10  days  in  order  to  allow 
the  soft  tissues  to  heal. 

In  cases  of  ununited  fracture  of  the  femoral  neck 
with  absorption  of  the  neck  w^e  believe  it  will  be 


X-Ray  No.  2.  Fracture  dislocation  of  the  femoral  head  with 
frajrmentation.  After  replacement  of  the  femoral  head  with 
an  acrylic  resin  prosthesis  considerable  adventitious  bone 
developed  in  the  region  of  the  capsule  limiting  movement, 
and  causing  pain. 

better  to  use  a jirosthesis  wbich  lias  a neck  attached 
so  as  to  give  the  correct  length  to  the  neck  of  the 
femur.  This  we  have  not  done  but  we  mean  to  try 
it  in  the  future.  In  two  of  these  cases  w-e  have 
used  a prosthesis  made  in  the  hospital  from  acryllic 
resin,  and  a Smith-Petersen  type  of  3 phalanged 
nail,  the  nail  being  inserted  down  the  shaft  of  the 
femur.  One  case  w-as  done  on  a mental  patient, 
but,  unfortunately,  owing  to  her  picking  at  the  wound 
she  develojied  sepsis  in  the  region  of  the  nail  and  the 
whole  prosthesis  had  to  be  removed.  In  the  second 
case  an  old  colored  man  w-as  treated  in  the  same 
w'ay  with  gratifying  results.  In  one  case  we  were 
confronted  with  a post-operative  dislocation  of  the 
hip.  This  was  due  to  the  fact  that  a lateral  incision 
was  made  and  the  greater  trochanter  removed  with 
an  osteotome.  The  trochanter  was  not  subsequently 
firmly  fixed  to  the  femur  and  displaced  upwards. 
This  case  needed  a second  operation  to  replace  the 
dislocation  and  repair  the  greater  tuberosity  to  the 
femur.  She  was  subsequently  treated  in  a hip  spika 
jilaster,  and  has  made  fairly  gcxxl  progress  since  that 
time.  Ve  have  endeavored  in  these  cases  to  obtain 
stability  of  the  hip  rather  than  a great  degree  of 
movement  but  it  is  possible  with  a new  form  of 
prosthesis,  which  is  now  available,  that  greater  move- 
ment may  be  obtained. 

I believe  for  this  operation  to  be  a .success  the 
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most  essential  factor  is  complete  cooperation  of  the 
patient,  for  in  those  patients  who  are  incapable  of 
performing  post-operative  exercises  or  who  have  be- 
come so  used  to  having  a crippled  hip  that  they  are 
not  capable  of  rehabilitation  the  results  will  be  poor. 

'I'he  acetabulum  should  not  be  reemed  unless  it 
is  so  distorted  that  the  prosthesis  will  not  fit  ac- 
curately. It  is  our  feeling  at  this  time  that  osteo- 
phytes in  the  region  of  the  acetabulum  should  be  left 
alone  unless  very  large.  Their  removal  may  pre- 
dispose to  the  formation  of  adventitious  bone  around 
the  capsule  of  the  joint  whicli  is  the  main  single 
reason  for  those  bad  results  which  have  occurred  in 
our  series. 

Results 

In  assessing  our  results  we  have  given  patients 
marks  between  0 and  6 for  pain,  movement,  and 
ability  to  walk,  those  with  much  pain  getting  0, 
those  with  none  getting  6 and  so  on  and  the  results 
are  set  out  in  the  accompanying  tables. 


.Acute  Fracture  oe'  Femoral  Head 

Pain  Movement  Walk  Total 

10.  Mr.  C.  P.  W. 

11.  Mrs.  D.  C.  3 3 2 8 

12.  Mr.  R.  E.  I.  (m)  6 4 4 14 

13.  Mrs.  J.  P.  3 1 2 6 

14.  Mrs.  M.  S.  D.(m)  2 2 1 5 

15.  Mrs.  M.  A.  (m)  6 6 0 12 

16.  Mrs.  C.  D.  (m)  4 3 1 8 

{m — mental  patient) 


Non-union  of  Fractured  Neck  of  Femur 


Pain 

17.  Mrs.  H.  W.  E.(m)  4 

18.  Miss  E.  L.  S. 

19.  Mrs.  M.  B.  E. (m)  3 

20.  Mr.  .A.  C.  4 

(m — mental  patient) 


Movement  Walk  Total 
3 2 9 

Infected  and  removed 

2 2 7 

3 4 11 


Summary 

Excellent  Good  Poor 
(Over  14)  (9-14)  (5-8) 


Failed  Unknown 
( Under  5 ) 


1. 

Mrs.  W.  J. 

OSTEO 

Pain 

4 

.Arthritis 

Movement 

4 

Walk 

2 

Total 

10 

O.  .A.  2 3 3 1 0 

Ac.  Fracture  2 3 

t)ld  Fracture  2 110 

2. 

Mrs.  T.  V. 

2 

3 

2 

7 

3. 

Mrs.  C.  W.  A. 

6 

6 

3 

15* 

4. 

Mr.  W.  A.'C. 

6 

4 

2 

12 

Addendu.m  by  .Author 

5. 

Mr.  M.  O.  B. 

6 

4 

5 

15 

*Since  this  paper  was  written  case  #3,  Mrs.  C.  W.  A. 

6. 

.Miss  M.  E.  W. 

3 

2 

2 

7 

became  infected  and  eventually  the  acrylic  prosthesis  was 

7. 

Mr.  G.  E.  T. 

5 

4 

3 

12 

removed  two  years  after  its  insertion.  We  are  row  using 

8. 

Mr.  J.  A. 

3 

0 

3 

6 

only  the  metallic  prosthesis  and  have  had  no  other  case 

9. 

Mrs.  R.  S.  P. 

2 

0 

1 

3 

of  severe  infection. 

Parke,  Davis  & Company 

Has  opened  a new  branch  office  and  manufacturing 
laboratory  in  Havana,  Cuba,  where  the  firm  has  had 
a branch  office  since  1916.  Last  month,  the  firm 
opened  a large  manufacturing  operation  in  Buenos 


-Aires,  .Argentina. 

Besides  Buenos  Aires  and  Havana,  the  company 
has  Latin  American  branches  and  plants  in  Rio  de 
Janeiro,  Colon  (Panama),  San  Juan,  P.R^  and 
Mexico  Citv. 
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PANCREATITIS* 


J.  Robert  Massie,  Jr.,  M.D., 
Richmond,  Virginia 


'I'his  discussion  will  concern  only  the  various  types 
of  pancreatitis,  namely  acute  hemorrhagic,  necrotiz- 
ing, edematous,  and  chronic  relapsing  varieties  treated 
at  St.  Luke’s  Hospital  during  the  past  four  years. 
Twenty-four  cases  of  tliis  disease  were  admitted  to 
this  hospital  during  the  stated  time,  making  pan- 
creatitis occurring  once  for  every  644  admissions. 
Three  case  reports  will  be  briefly  presented.  No 
tumors  will  be  discussed.  All  varieties  of  pancreatitis 
are  included. 

Function  of  the  Pancreas.  This  organ  has  both 
an  external  and  an  internal  secretion.  The  external 
secretion  comes  from  the  acinar  cells  which  produce 
pancreatic  Juice  and  is  emptied  into  the  duodenum 
from  the  ampulla  of  Vater.  Its  pH  varies  from 
7.1  to  8.2.  The  pancreatic  juice  flow  varies  from 
time  to  time  and  is  stimulated  by  the  flow  of  acid 
chyme  from  the  stomach  into  the  duodenum,  and  by 
stimulation  of  the  vagus  nerves.  The  digestive  fac- 
tors in  the  juice  are  trypsin,  lijjase  and  amylase  which 
digest  proteins,  fats  and  carbohydrates,  respectively. 
The  internal  secretion  is  insulin. 

Etiology.  ISIost  authors  think  that  associated  bil- 
iar}’ tract  disease  and  alcoholism  are  the  chief 
causative  factors.  Any  condition  which  causes  ob- 
struction to  the  pancreatic  ducts,  or  which  causes 
reflux  of  bile  up  the  pancreatic  tree  can  cause  pan- 
creatitis. Thus,  spasm  of  the  sphincter  of  Oddi, 
stone  in  the  ampulla  of  Vater,  sudden  forceful  con- 
traction of  the  gall  bladder,  or  any  other  obstruction 
of  the  pancreatic  ducts  are  all  etiologic  agents. 

Injuries,  sometimes  of  a trivial  nature,  can  occa- 
sionally be  a cause  of  pancreatitis,  either  mild  or 
severe.  Injuries  to  the  pancreas  are  most  common 
during  gastric  surgery,  but  can  occur  during  any 
type  of  abdominal  surgery.^ 

Pathology.  The  escape  of  pancreatic  juice  into 
the  interstitial  tissue  through  the  acinar  cells  as  a 
result  of  obstruction  may  cause  edema,  fat  necrosis, 
or  vascular  necrosis  with  hemorrhage,  the  severity 
depending  on  the  amount  of  jjancreatic  juice  which 
has  escaped.  Thus  we  can  understand  that  all  the 
varieties  of  pancreatitis  are  e.ssentially  the  same, 
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varying  only  in  the  concentration  and  activity  of  the 
lipolytic  and  proteolytic  ferments  which  have  es- 
caped from  the  ducts.  The  pathology  of  chronic 
pancreatitis  is  only  the  end-result  of  an  acute  process 
showing  an  increase  in  the  fibrous  connective  tissue, 
and  sometimes  calcification. 

'File  drainage  from  a sloughing  or  necrotizing 
pancreas  is  typical  and  is  little  mentioned  in  the 
literature.  \\'lienever  one  sees  small  black  particles  re- 
sembling ground  black  p>epper  in  the  drainage  ma- 
terial, it  is  almost  diagnostic  of  acute  or  sub-acute 
pancreatitis  which  is  sloughing.  All  cases  reported 
here  which  had  drainage  presented  these  same  char- 
acteristic black  particles. 

Clinical  Features.  The  severity  of  the  symptoms 
varies  with  the  type  of  pancreatitis  and  the  severity 
of  the  disease.  However,  there  are  certain  features 
common  to  the  several  types.  The  on.set  is  usually 
sudden  with  pain  in  the  upper  abdomen,  frequently 
radiating  to  the  mid-back,  and  with  tenderness  over 
the  upper  abdomen  along  the  course*  of  the  pancreas 
and  occasionally  in  the  left  costophrenic  angle.  Vom- 
iting is  usually  present.  In  those  cases  of  extensive 
necrosis  or  hemorrhage,  the  picture  of  shock  can  lie 
added.  These  patients  are  critically  ill  and  may 
die  within  a few  hours  unless  adequate  treatment 
is  administered  promptly.  On  the  other  side  of  the 
picture  are  those  mild  cases  who  are  never  seriously 
ill  and  who  apparently  get  well  spontaneously,  or 
merely  with  starvation  and  observation.  The  clinical 
picture  of  chronic  relapsing  pancreatitis  is  of  re- 
current episodes  of  those  findings  mentioned  above 
which  are  common  to  all  types  of  pancreatitis.  To 
these  are  added  more  signs  of  pancreatic  damage  such 
as  diabetes,  undigested  fat  in  the  stools,  and  a chron- 
ically ill  patient  with  progressive  weight  loss. 

Diagnosis.  I'hough  the  disease  may  freciuently  be 
suspected,  the  fact  remains  that  there  are  only  three 
ways  of  making  a positive  diagnosis  of  pancreatitis. 
The  first  and  most  important,  though  not  completely 
accurate,  method  is  by  finding  an  elevation  of  the 
serum  amylase  or  .serum  lipase  which  results  from 
occlusion  or  rupture  of  the  duct  system.  It  is  usually 
thought  that  when  the  serum  amylase  determination 
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is  found  to  he  about  twice  normal,  then  pancreatitis 
is  probably  present.  Unfortunately,  the  amylase  does 
not  always  Ijeccnne  elevated  even  in  cases  of  severe 
pancreatitis,  as  illustrated  in  the  cases  to  be  reported. 
■A  higli  serum  amylase  determination  is  of  immense 
diagnostic  value,  while  a normal  finding  may  mean 
nothing.  Unfortunately,  there  are  other  causes  of 
an  elevated  serum  amylase,  such  as  renal  retention, 
perforation  of  the  duodenum,  obstructive  lesions  of 
the  salivary  ducts,  suppurative  salivary  adenitis, 
cancer  of  the  pancreas  and  acute  biliary  tract  dis- 
ease. Since  there  are  so  many  other  conditions  that 
cause  a serum  amylase  elevation  we  cannot  completely 
rely  on  this  laboratory  procedure  as  a certain  diag- 
nostic test.  We,  therefore,  consider  a twice  normal 
serum  amylase  determination  to  be  highly  suggestive 
of  acute  pancreatitis,  provided  the  above  mentioned 
disease  entities  can  be  eliminated.  The  higher  the 
amylase  determination,  the  more  positive  one  can 
be  of  the  diagnosis  of  pancreatitis. 

The  second  way  of  positively  making  a diagnosis 
is  by  operation  and  finding  evidence  of  fat  necrosis 
and/or  enlargement  and  abnormal  pancreas. 

The  third  method  is  by  finding  evidence  of  calculi 
or  calcification  in  the  pancreas  by  x-ray.  This  is 
most  helpful  in  the  chronic  relapsing  variety. 

The  differential  diagnosis  is  mainly  between  a 
perforated  or  a perforating  peptic  ulcer,  acute  cho- 
lecystitis, acute  gastritis,  and  acute  diverticulitis, 
though  many  other  diseases  can  be  confusing.  It 
is  difficult  at  times  to  differentiate  between  biliary 
tract  disease  and  acute  pancreatitis  since  a normal 
gall  bladder  may  not  fill  or  be  visualized  by  the 
Graham-Cole  test  during  an  episode  of  acute  pan- 
creatitis, only  to  appear  normal  by  this  test  a few 
da}s  or  weeks  later.^ 

Laboratory  Findings.  As  previously  mentioned, 
an  elevated  serum  amylase  is  most  important.  There 
is  often  a high  leucocytosis,  with  a marked  shift 
to  the  left.  Calcium  determinations  are  of  no  value 
in  early  diagnosis.  Hypocalcemia  only  occurs  late 
in  the  disease.  Hyperglycemia  occurs  if  there  is  an 
associated  diabetes.  The  urine  will  show  lipolytic 
or  proteolytic  substances,  and  sugar,  if  diabetes  is 
present.  Profound  electrocardiographic  changes  may 
occur,  thus  simulating  acute  coronary  disease,  but 
this  returns  rapidly  to  normal  as  improvement  is 
noted  in  the  progress  of  the  pancreatitis.  Albuminuria 
has  not  been  constant.® 


Treatment  of  .Acute  Pancreatitis.  When  the  diag- 
nosis has  been  established  In-  finding  an  elevated  serum 
amylase  and  by  excluding  other  conditions  of  the 
U])per  al)domen,  the  first  theraj)y  should  be  directed 
towards  the  correction  of  hemoconcentration  and 
electrolyte  imbalance  by  the  administration  of 
plasma,  blood,  and  salt  solution.  Pain  should  be 
relieved  l)y  demerol  in  large  doses.  In  those  severe 
cases  where  the  pain  cannot  be  relieved,  a sympa- 
thetic novocain  nerve  block  is  of  real  value,  and  can 
be  repeated  at  will,  d'he  stomach  should  be  kept 
empty  eitlier  by  constant  suction  and/or  by  complete 
starvation.  This  is  of  real  importance,  both  because 
of  severe  vomiting  which  is  usually  present,  and 
also  because  food  and  acid  passing  from  the  stomach 
into  the  duodenum  cause  increased  flow  of  the  pan- 
creatic juices  in  ducts  which  are  already  obstructed. 
Banthine  is  of  real  value  at  times  by  decreasing  the 
pancreatic  activity.  Diabetes  should  be  looked  for 
and  treated  if  present.  Surgery  should  be  reserved 
for  those  patients  who  show  evidence  of  jaundice,  and 
for  those  who  develop  acute  supjjurative  processes 
and  other  complications.  Those  cases  who  present 
more  of  the  clinical  features  and  findings  of  acute 
gall  bladder  disease,  such  as  acute  tenderness  and 
possibly  a mass  in  the  gall  bladder  area,  should  be 
operated  upon  promptly  in  spite  of  an  elevated  serum 
amylase,  because  the  acute  pancreatitis  is  probably 
caused  by  the  biliary  tract  disease  and  removal  of 
the  cause  should  be  prompt.  W'hen  the  diagnosis 
is  uncertain  and  the  serum  amylase  is  normal,  ex- 
ploration is  at  times  necessary  and  important.  When 
this  is  necessary,  the  gall  bladder  should  be  drained 
if  it  is  distended.  Should  the  gall  bladder  and 
common  duct  appear  normal,  I have  not  done  a 
cholecystostomy,  but  have  merely  placed  drains  to 
the  region  of  the  pancreas. 

Rush  and  Cliffton^  have  shown  that  an  elevation 
of  proteolytic  activity  in  the  serum  of  dogs  appears 
to  be  a principal  factor  in  the  initial  shock  of  acute 
pancreatitis.  They  also  showed  that  a substance 
called  SBI,  derived  from  soy  beans,  which  is  an 
antiproteolytic  substance,  is  capable  of  specifically 
counteracting  the  elevation  of  the  .serum  proteohtic 
activity,  and  may  have  a considerable  potential  value 
in  the  clinical  treatment  of  acute  hemorrhagic  and 
necrotizing  pancreatitis.  The  dosage  is  at  the  present 
time  uncertain,  and  is  extremely  important,  since 
SBI  e.xerts  a powerful  anticoagulant  effect.  Further 
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experimental  work  is  necessary  on  the  drug  before 
it  can  be  used  clinically. 

Treatment  of  Chronic  Relapsing  Pancreatitis. 
These  patients  can  rarely  be  carried  for  long  periods 
on  conservative  therapy  such  as  anti-sj)asniodics,  Ban- 
tbine,  etc.  Pancreatectomy  seems  not  the  procedure 
of  choice,  because  of  the  high  mortality  and  morbid- 
ity rates.  Instead,  efforts  are  directed  towards  re- 
lieving pain  and  towards  decreasing  the  amount  of 
flow  of  the  pancreatic  juices.  This  is  best  done  by 
performing  a bilateral  celiac  ganglionectomy.  An- 
other method  is  by  unilateral  or  bilateral  lower  dorsal 
sympathectomy,  and  by  vagotomy  to  decrease  the 
flow  of  juices.  The  sjmpathectomy  is  done  on  the 
side  with  predominant  pain,  and,  if  the  patient  is 
not  relieved,  then  the  other  side  is  operated  upon. 
Richman  and  Colp®  have  described  three  cases  com- 
pletel}’  relieved  by  subtotal  gastric  resection  and 
vagotomy,  all  being  made  completely  symptom  free, 
although  cne  died  a few  months  later  from  his 
diabetes.  'I'he  resections  were  of  the  Billroth  II  type, 
thus  preventing  acid  clnme  from  entering  the  duo- 
denum. In  those  cases  presenting  jaundice  due  to 
chronic  pancreatitis,  the  free  flow  of  bile  into  the 
intestine  should  be  first  established.  This  is  done 
either  by  anastomosis  of  the  gall  bladder  to  the 
duodenum,  or  by  sphincterotomy  of  the  sphincter 
of  Oddi  and  prolonged  drainage  of  the  common  bile 
duct,  using  a long  T.  tube. 

Statistics.  Of  the  twenty-four  cases,  nine  were 
males  and  fifteen  females.  The  youngest  was  twenty- 
six  A ears  and  the  oldest  was  seventy-three,  with  most 
cases  occurring  during  the  fourth  and  fifth  decade. 
Six  cases  imbibed  freely  of  alcohol,  fourteen  would 
take  a social  drink,  and  four  used  no  alcohol.  Only 
one  of  the  twenty-four  developed  diabetes.  Six  were 
of  the  chronic  relapsing  variety  and  eighteen  were 
acute.  Of  the  acute  cases,  eight  were  of  the  severe 
hemorrhagic  or  necrotizing  types,  and  ten  were  of 
the  milder  or  edematous  forms.  In  the  eight  proven 
severe  cases,  only  five  had  substantial  rises  of  serum 
amylase.  Of  these  eight  cases,  all  had  to  be  oper- 
ated upon  at  one  time  or  another,  either  to  drain 
a suppurative  process,  because  of  obstruction  to  the 
GI  tract,  to  correct  jaundice,  because  of  an  uncertain 
diagnosis,  or  because  of  an  accompanying  acute  cho- 
lecystitis and  cholelithiasis.  Cholecystectomy  was 
done  only  in  the  presence  of  acute  cholecystitis.  Cho- 
lecystostomy  was  not  performed  in  any  case. 


Of  the  six  chronic  relapsing  cases,  three  have  been 
carried  fairly  satisfactorily  'on  non-operative  man- 
agement, and  three  have  required  operative  pro- 
cedures. Of  the  operative  procedures,  one  was  a 
bilateral  celiac  ganglionectomy,  vagotomy,  and 
sphincterotomy  of  the  sphincter  of  Oddi;  the  second 
was  a sphincterotomy  for  jaundice;  and  on  the  third 
case  a gastroenterostomy  and  cholecystogastrostomy 
were  done  because  of  duodenal  and  common  duct 
obstruction.  There  has  been  no  fatality  in  any  of 
the  cases  reported. 

Case  Reports 

Three  cases  are  briefly  reported. 

Case  1.  (J.F.)  A forty-seven  year  old  white 

female  was  first  admitted  on  February  10,  1950, 
complaining  of  a severe  pain  in  the  epigastrium, 
radiating  to  the  upper  left  quadrant  with  nausea  and 
anorexia,  but  no  vomiting.  She  imbibed  in  alcohol 
only  in  an  occasional  highball.  Examination  re- 
vealed tenderness  and  fullness  in  the  entire  upper 
abdomen.  The  admission  temperature  was  102°. 
A complete  work-up,  including  GI  series,  cholecys- 
togram,  intravenous  pyelogram,  and  all  laboratory 
procedures,  were  normal,  except  for  a mild  leucocy- 
tosis.  The  serum  amylase  was  forty  units.  The 
temperature  gradually  receded  and  she  left  the  hos- 
pital much  improved  in  two  weeks. 

She  was  again  admitted  on  July  15,  1951,  with 
the  same  complaints  and  findings  as  before,  though 
she  was  much  sicker.  Again  she  had  a normal  serum 
amylase.  After  ten  days  a mass  developed  in  the 
right  abdomen,  an  abscess  with  multiple  areas  of  fat 
necrosis  being  found,  and  a sloughing  pancreas, 
which  was  drained.  The  pancreas  was  very  large 
and  hard.  The  gall  bladder  was  not  disturbed  as 
it  appeared  normal.  Following  this,  she  developed 
a right  subhepatic  abscess  which  also  was  drained. 
It  contained  similar  material  to  that  found  in  the 
first  abscess.  She  then  improved  steadily,  the  tem- 
perature gradually  receding  from  a peak  of  105° 
to  normal  in  three  months.  She  left  the  hospital  four 
months  after  admission,  still  draining  particles  of 
pancreatic  slough  as  evidenced  by  the  ground  black 
pepper  appearance  of  the  drainage.  In  January, 
1952,  the  sinus  was  irrigated  with  Varidase  (Strep- 
to-kinase-Streptodornase)  solution  and  drainage 
promptly  ceased.  She  has  been  well  ever  since  and 
shows  no  evidenc-?  of  diabetes.  Severe  hemoconcen- 
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tration  was  present  during  the  early  part  of  her  hos- 
pitalization. which  was  treated  by  fluids,  plasma 
and  blood. 

Tills  case  represents  a typical  patient  with  acute 
necrotizing  pancreatitis.  It  further  demonstrates 
the  lack  of  dependability  of  a serum  amylase  de- 
termination, since  all  readings  here  were  within 
normal  limits,  in  spite  of  the  jiresence  of  very  ex- 
tensive disease.  The  use  of  Varidase  (Stref)to-kinase- 
Strejitodornase)  solution  worked  beautifully  in  the 
removal  of  slough  or  necrotic  material. 

Case  2.  (M.H.A.)  A fifty  year  old  white  female, 

and  a non-alcoholic,  was  admitted  on  November 
12,  1951,  complaining  of  severe  pain  in  the  upper 
abdomen,  nausea  and  profuse  vomiting.  Examina- 
tion showed  a normal  temperature  in  a slightly 
jaundiced  patient  with  typical  findings  of  an  acute 
cholecystitis  and  with  a palpable  and  tender  gall 
bladder.  There  was  also  acute  tenderness  along  the 
entire  course  of  the  pancreas  and  to  a lesser  extent 
in  the  left  flank.  She  was  quite  ill  but  in  no  clinical 
shock.  The  laboratory  revealed  a serum  amylase  of 
112  units,  a leucocytosis  of  thirty-two  thousand,  with 
ninety-seven  per  cent  polymorphonuclears  and  a bile 
index  of  eighteen  units.  Surgery,  done  on  the  day 
of  admission,  revealed  a severe  acute  cholecystitis 
and  cholelithiasis  and  a marked  dilation  of  the 
common  duct  which  contained  twenty-six  cholesterol 
stones  about  the  size  of  green  peas.  After  removal 
of  the  stones,  a catheter  was  passed  with  ease  into 
the  duodenum.  The  pancreas  was  markedly  enlarged 
and  hard,  and  multiple  areas  of  fat  necrosis  were 
seen.  Her  convalescence  was  normal  and  she  left 
the  hospital  in  sixteen  days.  She  was  well  until 
July  8,  1952,  when  she  was  again  admitted  with 
acute  upper  abdominal  pain  resembling  pancreatitis 
and  had  a serum  amylase  of  one  hundred  and  thirty 
units  but  no  elevation  of  the  icteric  index.  This 
attack  promptly  subsided  on  starvation  and  Ban- 
thine.  No  diabetes  was  present. 

This  case  represents  acute  pancreatitis  occurring 
secondary  to  acute  biliary  disease  and  is  the  type 
that  we  believe  should  have  prompt  surgery  in  spite 
of  a significant  rise  in  the  serum  amylase.  The  last 
attack  probably  indicates  chronic  relapsing  pan- 
creatitis. 

Case  3.  (A.F.H.)  A thirty-six  year  old  white 

female  was  first  admitted  on  November  9,  1951,  with 
severe  right-sided  abdominal  pain  and  profuse  nausea 


and  vomiting.  Alcohol  was  limited  to  a social  drink. 
Past  history  revealed  repeated  similar  attacks  for 
three  years  with  multiple  hospitalizations  and  never 
a positive  diagnosis.  A complete  work  up,  includ- 
ing GI  series,  cholecystogram,  intravenous  pyelo- 
grams,  and  laboratory  procedures  including  a serum 
amylase,  was  all  normal  except  for  the  fact  that  the 
radiologist  reported  tenderness  over  a retrocecally 
located  appendix  containing  a fecolith.  Operation 
through  a right  rectus  incision  was  done,  finding 
everything  normal  except  for  a markedly  enlarged 
right  half  of  the  pancreas.  The  gall  bladder  was 
normal  and  only  an  appendectomy  was  done. 

She  went  home  in  three  weeks  and  for  a short 
period  was  controlled  on  Banthine.  The  attacks 
recurred  and  she  was  readmitted  on  April  2,  1952, 
with  jaundice  of  one  week  duration.  The  only 
changes  noted  from  the  first  admission  were  the 
jaundice,  emaciation  (88  pounds),  and  calcification 
throughout  the  entire  pancreas.  The  serum  amylase 
and  blood  sugar  were  both  normal.  Exploration 
revealed  a dilated  common  bile  duct  and  gall  bladder 
apparently  due  to  spasm  or  stricture  of  the  sphincter 
of  Oddi.  A sphincterotomy,  bilateral  celiac  ganglion- 
ectoni)-,  and  a vagotomy  were  done.  The  long  T 
tube  was  removed  four  months  later.  Since  opera- 
tion she  has  done  well  with  no  further  attacks  and 
now  weighs  one  hundred  and  eighteen  pounds. 

This  case  represents  a typical  chronic  relapsing 
pancreatitis  that  could  no  longer  be  controlled  by 
medical  management.  Bilateral  celiac  ganglionec- 
tomy  is  usually  sufficient  to  both  relieve  the  pain, 
and  to  diminish  pancreatic  secretion,  but  vagotomy 
was  also  done  in  this  case  because  the  nerves  were 
so  readily  available  and  for  fear  the  ganglionectomy 
might  not  have  been  complete. 

Conclusion 

In  conclusion,  the  etiology  is  presumably  anything 
that  causes  an  obstruction  of  the  flow  of  pancreatic 
juice,  making  biliary  tract  disease  the  most  frequent. 
The  disease  occurs  almost  as  frequently  in  non-al- 
coholics as  in  alcoholics.  The  pathology  is  basically 
the  same  in  all  the  various  types  of  the  disease.  The 
diagnosis  is  made  in  three  ways ; ( 1 ) by  finding  an 

elevation  of  the  serum  amylase  or  lipase  and  at  the 
same  time  eliminating  other  conditions  which  cause 
amylase  and  lipase  elevation;  (2)  l)y  exploration, 
finding  changes  in  the  pancreas  or  fat  necrosis  or 
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both;  and  (3)  by  finding  calcification  in  the  pancreas 
by  x-ray. 

Treatment  of  the  acute  cases  should  be  conserva- 
tive once  the  diagnosis  is  firmly  established,  with 
therapy  being  directed  towards  correction  of  hemo- 
concentration  and  electrolyte  imbalance  and  towards 
diminishing  pancreatic  secretion  by  reducing  the 
amount  of  acid  chyme  entering  the  duodenum.  The 
exception  to  this  conservative  program  is  in  those 
cases  with  predominantly  gall  bladder  symptoms. 
Here  we  believe  ])rompt  surgery  should  be  done  to 
remove  the  cause  of  the  pancreatitis.  Surgery  is  re- 
sers’ed  for  the  complications  which  may  develop,  such 
as  acute  suppurative  processes,  jaundice,  obstruc- 
tion of  the  stomach  or  duodenum  and  pseudocysts. 
Because  of  the  inability  to  make  a positive  diagnosis, 
it  is  sometimes  wise  to  explore  an  acute  abdomen  for 
fear  of  missing  a f)erforation  of  a hollow  viscus.  In 
these  cases  it  seems  rarely  necessary  to  drain  the  gall 
bladder,  but  this  should  be  done  should  any  disten- 
tion of  the  common  duct  or  gall  bladder  be  observed. 
If  the  gall  bladder  is  normal,  it  should  be  preserved 
as  it  may  be  useful  later  in  correcting  an  obstructive 
jaundice.  The  use  of  Varidase  solution  for  hasten- 
ing the  evacuation  of  necrotic  tissue  from  a sloughing 
pancreas  is  highly  recommended,  having  been  used 
with  excellent  results  on  two  cases  by  the  author. 

The  treatment  of  chronic  pancreatitis  is  also  non- 
operative as  long  as  the  patient  can  be  kept  com- 
fortable and  free  from  jaundice.  If  jaundice  de- 
velops, a sphincterotomy  of  the  sphincter  of  Oddi 
or  a cholecystoduodenostomy  should  be  done.  Bi- 
lateral celia  ganglionectomy  is  advisable  in  cases  of 


uncontrollable  pain.  I have  had  no  experience  with 
subtotal  gastrectomy,  and  none  with  vagotomy  and 
bilateral  or  unilateral  lumbo-dorsal  sympathectomy, 
though  both  seem  logical  procedures  and  good  results 
have  been  reported  elsewhere. 

SUAIMARY 

1.  The  etiology,  pathology,  diagnosis,  complica- 
tions, and  treatment  of  the  various  forms  of  pan- 
creatitis have  been  discussed. 

2.  Twenty-four  cases  occurring  in  the  past  four 
years  liave  been  reported,  including  three  in  detail, 
with  no  mortality. 

3.  Tlie  ground  black  pepper  appearance  in  the 
drainage  from  an  abdominal  sinus  is  probably  diag- 
nostic of  sloughing  or  necrotic  pancreatic  tissue. 

4.  Non-operative  surgerj’  is  suggested,  reserving 
surgery  for  the  complications. 

5.  The  use  of  Varidase  (Strepto-kinase-Strepto- 
dornase)  or  some  other  similar  preparation  is  rec- 
ommended as  an  adjunct  towards  quicker  removal  of 
necrotic  tissue  from  chronically  draining  sinuses  of 
the  pancreas. 
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Supplement  to  A.M.A.  Film  Catalog  Now 
Available. 

The  A.M.A.  Committee  on  Medical  Motion  Pic- 
tures has  announced  the  publication  of  a supplement 
to  the  list  of  films  available  through  the  motion  pic- 


ture library.  This  supplement  includes  12  motion 
pictures  added  to  the  library  since  publication  of  the 
December  1,  1952  catalog.  Copies  may  be  obtained 
by  writing  to  the  committee  on  Medical  Motion  Pic- 
tures, American  Medical  Association,  535  North 
Dearborn,  Chicago  10,  Illinois. 
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GALACTOSEMIA 


McLemore  Birdsong,  M.D., 
and 

James  B.  Wood,  M.D.,* 

Charlottesville,  Virginia 


Galactosemia  (galactose  diabetes)  is  a disorder 
of  carbohc'drate  metabolism  in  infancy,  characterized 
by  retarded  mental  and  physical  development,  fail- 
ure to  gain,  cataract  formation,  hepatomegaly,  al- 
buminuria, and  the  presence  of  the  reducing  sub- 
stance, galactose,  in  the  urine.  Galactosemia  is  due 
to  the  inability  of  the  body  to  metabolize  properly 
ingested  galactose. 

The  first  case  was  reported  in  1908^  by  Von  Reuss, 
and  the  first  case  in*  American  literature  appeared 
in  1935.^  To  1951  there  were  only  20  cases  in  the 
literature,  but  the  fact  that  the  condition  is  being 
reported  with  more  and  more  frequency  would  sug- 
gest that  galactosemia  is  not  as  rare  as  was  formerly 
thought  but  rather  is  being  recognized  more  readily. 
Since  the  disease  is  easily  cured  by  elimination  of 
galactose  from  the  diet,  the  importance  of  early 
diagnosis  is  obvious  if  life  is  to  l>e  saved,  as  these 
patients  die  of  severe  malnutrition,  secondary  infec- 
tion and  cirrhosis  of  the  liver.^® 

The  diagnosis  is  suspected  with  the  onset  of  the 
above  symptom  complex.  The  onset  may  occur 
shortly  after  birth  but  the  presence  of  the  disease 
state  ma}'  not  become  apparent  for  several  weeks  or 
months  after  birth.  Galactosemia  should  be  sus- 
pected in  all  infants  showing  marked  malnutrition. 
If  hepatomegaly,  cataracts,  reducing  substances  in 
urine,  albuminuria,  and,  occasionally,  an  enlarged 
spleen  and  jaundice  are  found  in  patients  with  mal- 
nutrition, certainly  one  should  consider  the  diag- 
nosis of  chronic  galactosemia.  Elevated  bl(X)d  sugar 
will  usually  be  found,  and  this  can  be  proved  not 
to  be  glucose  by  yeast  fermentation.  The  galactose 
tolerance  test  will  be  high  and  prolonged. 

Confirmation  of  the  diagnosis  depends  on  finding 
and  identif}'ing  galactose  in  the  urine,  which  is  con- 
stant and  varies  in  amount  with  the  intake  of  galac- 
tose in  the  diet. 

There  are  several  laboratory  tests  available  which 
aid  in  identifying  the  urinary  reducing  sulistance  as 
galacto-e.  Galactose  reduces  Benedict’s  reagent  but, 
unlike  glucose,  it  is  not  readily  fermented  by  yeast. 
A positive  mucic  acid  test  indicates  the  presence  of 

*Department  of  Pediatrics,  University  of  Virginia  School 
of  .Medicine,  Charlottesville,  Virginia. 


either  lactose  or  galactose.  Bial’s  test,  if  positive, 
indicates  the  presence  of  pentose  (and  sometimes 
glucuronates),  but  not  galactose.  In  addition,  Tol- 
len’s  phloroglucinol  test  is  j)Ositive  for  galactose, 
pentose  and  glucuronic  acid.  Thus,  galactose  is  iden- 
tified in  the  urine  by  the  following  combination: 
positive  copper  sulfate  reduction,  positive  mucic  acid 
test,  positive  Tollen’s  test,  and  negative  Bial’s  test. 

With  removal  of  galactose-containing  foods  from 
the  diet  (chiefly  milk),  there  is  a prompt  subsidence 
of  symptoms  and  resumption  of  normal  growth  and 
development.  Cataracts  may  disappear  entirely. 
Symptoms  recur  when  galactose-containing  foods  are 
again  added  to  the  diet. 

Case  Report:  The  patient,  DWM,  was  admitted 
to  the  University  of  Virginia  Hospital  on  February 
20,  1952,  at  the  age  of  three  weeks,  with  the  referring 
complaint  of  abdominal  swelling  and  vomiting.  He 
was  born  in  a neighboring  hospital,  the  third  child 
of  normal,  healthy  parents.  The  siblings  were  ages 
six  and  three  years  and  were  well.  Pregnancy  and 
delivery  were  said  to  have  been  normal.  Birth  weight 
was  9 lb.  5 oz.  He  had  been  fed  since  birth  on  an 
evaporated  milk  formula. 

He  remained  well  until  about  the  6th  day  of  life 
when  he  began  to  vomit.  Phenobarbital  and  a change 
of  formula  failed  to  relieve  vomiting  and  later  ab- 
dominal distention  developed.  Both  persisted  during 
his  3 week'’  stay  there.  It  was  reported  to  us  that 
several  diagnostic  procedures  were  done,  which  were 
as  follows: 

Seven  urinalyses  showed  zero  to  3-f-  albumin, 
trace  to  5%  sugar,  3 to  30  WBC,  and  many  coarsely 
granular  casts  with  each  determination.  Four  white 
blood  counts  varied  from  6,000  to  20,000  per  cubic 
millimeter.  A blood  sugar  after  4 hours  of  fasting 
was  209  mgm./%  and  after  8 hours  of  fasting  was 
189  mgm./%.  A blood  culture  was  negative.  .A 
chest  x-ray  obtained  on  the  13th  day  of  life  revealed 
“increased  markings  in  the  left  upper  lung  field  ’ 
which  was  interpreted  as  being  diagnostic  of  atypical 
pneumonia.  Spinal  puncture  was  also  performed, 
the  fluid  containing  only  4 cells  and  the  protein 
being  32  mgm./%.  On  the  17th  day  a gastro- 
intestinal series,  done  with  the  hojx'  of  determining 
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the  cause  of  the  ahdominal  distention,  was  negative. 
A flat  plate  of  the  abdomen  on  the  20th  day  also 
failed  to  reveal  evidence  of  obstruction. 

Supportive  therapy  during  this  time  consisted  of 
glucose,  saline  and  protein  hydrolysate  solutions 
subcutaneously,  two  whole  blood  transfusions  of  60 
cc.  each,  multivitamin  prejiarations  orally  and  in- 
tramuscularly, and  vitamin  K intramuscularly.  He 
also  received  penicillin,  terramycin  and  streptomy- 
cin at  various  times. 

As  he  failed  to  improve,  he  was  referred  to  the 
University  of  Virginia  Hospital  and  admitted  on 
February  20,  1952.  Physical  examination  on  ad- 
mission revealed  a malnourished,  severely  ill,  three 
weeks’  old  white  male  infant.  Temperature  was 
100.6  rectally  and  resj)irations  were  normal.  The 
weight  was  9 lbs.,  2 oz.  'I'he  right  ear  canal  was 
filled  with  a serous  exudate.  The  chest  was  clear 
and  the  heart  was  negative.  The  abdomen  was  great- 
ly distended,  with  fullness  in  the  flanks.  Shifting 
dullness  was  noted  on  percussion.  The  liver  was 
enlarged  four  finger  breadths  below  the  right  costal 
margin.  The  veins  of  the  abdominal  wall  were  dis- 
tended. There  were  large  ecchymotic  areas  of  the 
skin  over  the  lateral  thighs,  the  site  of  subcutanous 
injections,  and  over  the  femoral  regions,  the  site  of 
femoral  venijiunctures. 

The  initial  laboratory  work  was  as  follows:  Blood 
work  revealed  a 4.1  million  RBC,  hemoglobin  13 
gm.  or  84%,  WBC  22,000  with  a differential  of  9 
bands,  55  PMN’s,  23  small  h-mphs,  5 transitional 
monocytes,  8 degenerated  cells.  Urinalysis  was  yel- 
low, slightly  cloudy,  acid  reaction,  specific  gravity 
unobtainable  because  of  insufficient  quantity,  slight 
trace  albumin,  4-!-  sugar,  acetone  negative,  bilirubin 
1-|-,  WBC  4-8  per  high  power  field  with  a few 
clumps,  0-1  RBC  per  high  power  field,  many  coarsely 
granular  casts  and  a moderate  number  of  hyaline 
and  rare  fine  granular  and  pus  cell  casts. 

Blood  urea  was  46  mgm.%,  COo  with  15.4  meq./l, 
and  blood  sugar  was  223  mgm./%.  Blood  culture, 
Wassermann  and  Kahn  were  negative.  Chest  x-ray 
was  negative  and  flat  and  upright  x-rays  of  the  ab- 
domen revealed  no  evidence  of  obstruction. 

Shortly  after  admission  a paracentesis  was  per- 
formed and  approximately  80  cc.  of  cloudy,  orange- 
colored  fluid  was  withdrawn.  Laboratory  report  on 
this  fluid  was  as  follows:  reaction  alkaline,  no  clot, 
specific  gravity  1.012,  serosa  mucin  test  l-j--,  sugar 
177  mg.%,  urea  56  mg.%.  WBC  25,000,  90%  of 


which  were  j)olymorphs  and  10%  lym]ihocytes.  B. 
pyocyaneous  was  cultured. 

On  admission  the  infant  was  placed  on  an  evap- 
orated milk  formula.  After  the  above  studies  were 
underway,  he  was  started  on  Chloromycetin  palmitate 
because  of  the  jieritonitis.  The  diagnosis  of  galac- 
tose intolerance  was  considered  and  efforts  were 
begun  to  identify  the  type  of  reducing  substance  in 
the  blood  and  urine.  However,  the  child  ran  a rap- 
idly downhill  course.  Vomiting  occurred  with  fre- 
quency and  feeding  was  best  accomplished  by  gavage 
preceded  by  aspiration  of  the  stomach,  ^^'ithin  24 
hours  after  admission,  his  legs,  back  and  face  had 
liecome  extremely  indurated  and  oxygen  became  nec- 
essary to  prevent  cyanosis.  On  February  21,  approx- 
imately 36  hours  after  admission,  the  child  suddenly 
expired. 

On  Fel>ruary  29,  the  following  report  was  received 
from  the  laboratory: 

February  20 — blood  glucose:  43  mgm.% 

*non-fermentable  reducing  sub- 
stance presumably  galactose:  206 
mgm.% 

h'ebruary  21 — blood  glucose:  30  mgm.% 

*non-fermentable  reducing  sub- 
stance presumably  galactose:  ll.i 
mgm.% 

*The  normally  occurring  25 
mgm.%  of  non-glucose  reducing 
substances  have  been  subtracted 
Identification  of  galactose  in  urine: 
Fermentation — negative 
Bial’s  test — negative 
Mucic  acid — positive 
Tollen’s  phloroglucinol — positive 
Copper  reduction  at  55° — negative 
Quantity  of  galactose  in  aliquot  of  pooled  speci- 
mens: 1 .5  gm./lOO  cc. 

Post-Mortem  Report:  The  body  was  that  of  a 
white,  male  infant.  There  was  a marked  icterus  of 
the  skin.  The  abdomen  was  markedly  protuberant. 
There  were  several  blui.sh,  discolored  patches  on  both 
thighs  laterally. 

Body  Cavities:  The  .subcutaneous  fat  was  some- 
what harder  in  consistency  than  normall}'.  The  ab- 
dominal cavity  contained  about  100  cc.  of  dark 
yellow  and  slightly  cloudy  fluid.  Innumerable  white 
patches  covered  the  mesenterium. 

Heart  and  Lungs:  Together  they  weighed  88 
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grams.  'I'lie  heart  appeared  normal.  'I'liere  were 
two  small  patches  of  circumscribed  infiltration  on 
the  surface  of  the  lung  which  appeared  to  be  ab- 
scesses. 

Spleen:  The  sjdeen  was  enlarged  and  weighed  23 
grams.  It  was  covered  by  a fibrous  e.xudate.  At  3 
point'  there  were  circumscril)ed  lesions  which  ap- 
peared to  be  infarcts. 

Liver:  The  liver  weighed  250  grams.  It  was 
markedly  enlarged,  somewhat  hard,  and  jaundiced. 
It  had  a dark  green  color.  In  the  lower  part  of  the 
hepatic  veins  there  was  a thrombus  which  was  thought 
to  be  antimortem.  Similarly,  other  thrombi  were 
present  in  the  larger  and  .smaller  branches  of  the 
hepatic  artery. 

The  gallbladder  and  gastrointestinal  tract  ap- 
peared normal. 

Pancreas:  In  the  head  of  the  pancreas  there  were 
two  small  yellowish  spots,  each  approximately  0.5 
cm.  in  diameter  which  were  thought  to  represent 
abscesses.  The  pancreatic  vessels  were  thrombosed. 

The  adrenals,  kidneys  and  brain  appeared  per- 
fectly normal. 

The  positive  microscopic  findings  were  as  follows: 

Liver:  There  was  a very  marked  biliary  cirrhosis. 
The  liver  cells  showed  an  extreme  fatty  degenera- 
tion. There  was  a fair  amount  of  bile  pigment  in 
the  liver  cells  and  a large  amount  in  the  Kupfler 
cells.  On  the  surface  of  the  liver  there  was  an 
abscess  which  seemed  to  have  originated  from  a septic 
thrombus.  Thromboses  were  present  in  the  intra- 
hepatic  part  of  the  hepatic  artery.  A marked  puru- 
lent peritonitis  was  present  in  the  broad  ligament 
around  the  umbilical  vessels. 

Spleen:  This  showed  several  large  abscesses  and 
most  likely  septic  thrombi. 

Pancreas:  Peripancreatic  abscesses  and  diffuse 
jiancreatitis  were  noted. 

G-I  Tract:  There  was  an  extensive  peritonitis  of 
the  visceral  peritoneum  and  also  of  the  mesentery. 

Kidneys:  The  kidneys  showed  cloudy  swelling 
in  the  glomeruli  and  were  congested. 

Adrenals:  These  appeared  normal. 

Skin:  The  subcutaneous  tissue  was  thickened  and 
edematous. 

Hone  marrow  and  brain:  Normal. 

Bacteriology : Pseudomanas  and  E.  coli  were  cul- 
tured from  the  peritoneal  fluid. 


Summary 

1.  -A.  brief  discussion  of  chronic  galactosemia  is 
presented  stressing  the  importance  of  early  diagnosis. 

2.  Signs,  symptoms  and  laboratory  findings  of  the 
disease  are  outlined. 

3.  Clinical  ca.se  with  post-mortem  report  is  j)re- 
sented. 
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NAPOLEON’S  VIEWS  ON  THE  COMPLICATIONS 
OF  CHILDBIRTH* 


Chester  D.  Bradley,  M.D., 

Newport  News,  Virginia 


\\'ith  capture  by  the  English  Navy  staring,  him 
in  the  face,  Napoleon  threw  himself  on  the  mercy 
of  tliat  nation.  By  this  dramatic  gesture,  the  French 
Emperor  hoped  to  assure  for  himself  a not  too  on- 
erous imprisonment  on  some  comfortable  estate  in 
rural  England.  However,  his  realistic  captors  had 
other  plans  for  him.  They  decided  that  Napoleon 
must  go  to  the  island  of  St.  Helena,  far  out  in  the 
South  Atlantic  Ocean,  from  which  there  could  be 
no  easy  return,  as  from  Elba.  A handful  of  faithful 
followers  were  allowed  to  accomjiany  the  Emperor 
into  his  exile.  These  were  the  Counts  Bertrand, 
Montholon,  Las  Cases,  and  their  families,  with  the 
Baron  Gourgaud  and  over  a dozen  servants.  How- 
ever, the  French  physician,  IMaingault,  who  had  come 
with  Napoleon  from  France,  refused  to  follow  him 
to  St.  Helena.  There  was  no  time  to  get  another 
French  jdiysician. 

Napoleon  then  requested  that  Dr.  Barry  O’Meara, 
surgeon  of  HMS  Bellerophon,  be  assigned  as  his 
physician.  Apparently  the  Emperor  had  taken  a 
liking  to  O'lMeara  during  the  voyage  from  Rochefort, 
France,  to  Torbay,  England.  O’Meara  was  a well 
trained  physician,  having  been  educated  in  Dublin 
and  London.  O’Meara  spoke  Italian,  which  was 
Napoleon’s  mother  tongue.  In  addition,  O’Meara 
was  an  Irishman.  No  doubt  Bonaparte  shrewdly 
reasoned  that  since  he  must  have  an  enemy  physician, 
better  an  Irishman  than  an  Englishman.  France 
had  long  intrigued  with  Irish  rebels.  Thousands  of 
Irishmen  had  sought  refuge  on  her  soil  and  had 
become  staunch  Frenchmen. 

The  English  authorities  were  secretly  pleased  that 
Napoleon  desired  an  English  naval  surgeon  as  his 
jiersonal  physician.  They  urged  O’Meara  to  accept 
the  ])osition,  which  he  did  only  on  condition  he  for- 
feit none  of  his  right-;  in  the  English  Navy.  Dr. 
O’Meara  was  frankly  intrigued  by  the  opportunity 
to  study  this  great  man  at  close  range.  No  doubt 
he  hoped  to  get  what  we  today  would  call  the  “in- 
side story”  of  world-shaking  events  from  the  lips 
of  their  chief  perpetrator.  At  any  rate,  O’Meara 

*Read  before  the  Medical  Staff,  Mary  Immaculate 
Hospital,  Newport  News,  Virginia,  March  4,  1953. 


joined  Napoleon’s  party  as  his  physician  and  sailed 
with  him  on  HMS  Northumberland,  arriving  at  St. 
Helena  on  October  17,  1815,  after  a voyage  of  about 
ten  weeks. 

To  relieve  the  tedium  of  exile  and  to  justify  him- 
self before  the  world,  Napoleon  plunged  feverishly 
into  writing  his  autobiography.  He  dictated  in  relays 
to  his  companions  in  exile:  Bertrand,  Las  Cases, 
Gourgaud  and  Montholon.  When  one  was  exhausted, 
the  other  would  take  his  place.  Conscious  of  their 
historic  roles,  certain  of  the  companions  began  to 
make  personal  records  of  their  daily  life  at  St. 
Helena.  Not  only  Bertrand,  Gourgaud  and  Las 
Cases  kept  diaries,  but  two  of  the  servants,  Mar- 
chand  and  St.  Denis,  did  likewise.  It  was  inevitable 
that  Dr.  O’Meara,  with  his  special  interest  in  Na- 
poleon as  a historic  character,  should  also  keep  a 
diary.  O’Meara  began  his  diary  after  Napoleon  was 
finally  installed  at  “Longwood,”  the  house  prepared 
for  him  and  his  companions. 

O’lMeara  writes:  “ . . . immediately  on  retiring 
from  Napoleon’s  presence,  I hurried  to  my  chamber 
and  carefully  committed  to  paper  the  topics  of  con- 
versation, with,  so  far  as  I could,  the  exact  words 
used.”  The  physician  gives  detailed  accounts  of 
Napoleon’s  bickerings  with  Sir  Hudson  Lowe,  the 
Governor  of  St.  Helena.  He  sets  down  the  Em- 
peror’s reminiscences  of  men  and  events  in  his  career. 
He  reports  Bonaparte’s  ideas  about  a great  variety  of 
subjects  including  politics,  religion,  medicine,  the 
dawning  machine  age,  free-masonary,  the  Irish 
question,  predestination,  the  English  ruling  class, 
and  so  on.  O’Meara’s  diary,  like  those  of  the  French 
companions  of  the  exile,  reveals  Napoleon’s  great 
erudition,  the  wide  range  of  his  interests  and  the 
keenness  of  his  mind. 

On  November  6,  1817,  there  occurred  in  England 
an  event  which  shocked  the  world  and  plunged  the 
British  Isles  into  the  deepest  mourning.  The  Prin- 
cess Charlotte,  heiress  to  the  throne,  died  in  child- 
birth. The  bal)y,  a boy,  was  stillborn.  The  Princess, 
only  twenty-one  years  old,  was  highly  popular.  After 
a childhood  marred  by  the  separation  and  wrangling 
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of  her  father,  the  Prince  Regent,  and  her  mother. 
Princess  Caroline  of  Brunswick,  slie  luid  been  haj)- 
pily  married  to  Prince  Leopold.*  After  an  essen- 
tially normal  pregnancy,  the  Princess  Charlotte  went 
into  labor  at  term,  but,  due  to  the  inadequacy  of  the 
uterine  contractions,  it  took  26  hours  for  the  cervix 
to  dilate.  Even  then  the  contractions  remained 
unsatisfactory  and  the  descent  of  tlie  head  was 
slow.  Although  the  cervix  was  dilated,  tire  obste- 
trican  in  charge.  Sir  Richard  Croft,  allowed  the 
Princess  to  continue  in  labor  an  additional  24  hours. 


From  Masson’s  Napoleo^i  at  St.  Helena, 
Courtesy  Medil!  McBride  Co. 


During  the  last  five  or  six  hours  of  this  50  hours 
of  labor,  the  baby’s  head  was  on  the  floor  of  the 
perineum.  Nevertheless,  Croft  waited  until  the  baby 
was  delivered  by  the  Princess’  own  efforts.  The 
child,  a nine-pound  boy,  had  evidently  been  dead 
for  some  hours.  About  30  minutes  after  delivery, 
the  Prince.=s  had  a hemorrhage  and  Croft  inserted  his 
hand  into  the  uterus  and  brought  the  placenta  down 

*Leopold  of  Saxe-Coburg  (1790-1865),  later  Leopold  I, 
King  of  the  Belgians,  and  uncle  of  Queen  Victoria  of 
England. 


into  the  vagina.  About  one  hour  after  delivery  the 
doctor  removed  the  placenta  from  the  vagina,  from 
which  it  was  protruding,  d’his  was  followed  by  some 
more  bleeding.  Four  hours  after  delivery  of  the 
baby,  the  Princess  died  with  symptoms  of  hemor- 
rhagic shock.  At  autopsy  about  “a  pound  of  blood 
was  found  in  the  cavity  of  the  uterus.” 

Sir  Richard  Croft  was  a son-in-low  of  the  cele- 
brated London  obstetrician,  Thomas  Denman,  who 
had  been  noted  for  his  pronounced  aversion  to  for- 
ceps. Denman  had  taught  that  forceps  should  not 
be  applied  unless  the  head  of  the  baby  had  been 
on  the  perineum  for  six  hours  and  all  uterine  con- 
tractions had  ceased  (Denman’s  Law).  This  was 
tantamount  to  saying  that  the  uterus  must  lie  com- 
pletely exhausted  before  the  use  of  forceps  could 
be  j>ermitted.  Denman  had  also  been  opposed  to 
removal  of  the  placenta  from  the  vagina  unless 
one  hour  had  elapsed  since  its  descent  from  the 
uterus.  This  policy  he  also  had  applied  to  the 
retained  placenta,  Denman’s  practice  having  been 
merely  to  separate  and  bring  the  placenta  down  from 
the  uterus  into  the  vagina,  leaving  its  final  expulsion 
to  the  forces  of  nature.  It  can  be  seen,  therefore, 
that  Sir  Richard  Croft  in  his  management  of  the 
labor  of  Princess  Charlotte  was  merely  adhering 
faithfully  to  the  precepts  of  his  father-in-law.  Dr. 
Thomas  Denman,  who  had  been  dead  only  two  years. 

The  storm  of  criticism  and  abuse  heaped  on  the 
unfortunate  Croft  so  unnerved  him  that  three  months 
later  he  shot  himself  while  attending  another  patient. 
The  case  of  the  Princess  Charlotte  has  recently 
(1951)  been  studied  by  Sir  Eardley  Hollandf  in 
the  light  of  new  documents  secured  by  him  from  the 
Croft  descendants.  Sir  Eardley  has  aptly  termed 
the  case  “a  triple  obstetric  tragedy” — mother  dead, 
baby  dead,  obstetrician  dead. 

Altliough  the  death  of  the  Princess  Charlotte  oc- 
curred in  November,  1817,  the  news,  because  of  the 
slow  communications  of  the  time,  did  not  reach  St. 
Helena  until  February,  1818.  O’Meara  records  in 
his  diary:  “Communicated  this  intelligence  to  Na- 
poleon, who  expressed  his  affliction  at  the  unfor- 
tunate event,  as,  independent  of  the  feelings  whicli 
naturally  arose  at  the  fate  of  a princess,  cut  off 
in  the  prime  of  youth  and  beauty,  and  with  such 

fThe  summary  of  the  Princess  Charlotte’s  case  given 
above  has  been  abstracted  from  Sir  Eardley  Holland’s 
extremely  interesting  and  very  valuable  paper. 
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prospects  before  her;  he  said,  that  he  had  not  been 
without  hopes  that  she  would  have  caused  a more 
liberal  policy  to  be  adopted  towards  himself.X  He 
inveighed  against  the  accoucheurs,  and  expressed  his 
surprise  that  the  populace  had  not  stoned  them  to 
death.  He  observed  that  the  business  had  a strange 
appearance,  and  that  precautions  appeared  to  have 
been  taken  to  deprive  the  princess  of  everything 
necessary-  to  support  and  to  console  her  in  her  first 
accouchement.  He  urged  that  some  old  married 
women,  who  had  frequently  borne  children,  ought  to 
have  been  at  her  bedside  to  comfort  her.  Had  they 
been  present,  they  would  have  perceived  that  matters 
were  going  on  wrong,  and  would  have  insisted  upon 
further  assistance  being  rendered.  It  was  unpardon- 
able in  the  old  queen  not  to  have  been  on  the  spot. 
‘What  signified  Leopold,’  said  he,  ‘he  is  a garcon 
(boy),  and  knew  not  what  to  do.’  ” 

Napoleon  then  warmed  up  to  his  subject  and  told 
O’Meara  that  he  himself  had  once  saved  his  second 
wife,  IMarie  Louise,  from  dying  in  a similar  manner 
during  labor.  “During  the  time  of  her  labor,  I was  in 
an  apartment  close  by,  from  whence  I went  to  her 
room  every  now  and  then.  After  she  had  been  some 
hours  in  labor,  Dubois,  the  accoucheur,  came  to  me 
while  I was  reclining  on  the  sofa,  with  great  alarm 
painted  on  his  countenance,  and  said,  ‘that  the  Em- 
press was  in  a state  of  great  danger,  that  there  Avas 
a wrong  presentation.’  I asked  him  if  he  had  ever 
seen  anything  of  the  kind  before.  Dubois  replied, 
‘that  he  had,  but  ver)-  rarely,  perhaps  not  one  in 
a thousand,  and  that  it  was  very  afflicting  to  him 
that  so  extraordinary  a case  should  happen  with  the 
Empress.’  ‘Eorget’,  said  I,  ‘that  she  is  Empress, 
and  treat  her  as  you  would  the  wife  of  a little  shop- 
keeper in  the  Rue  St.  Denis.  This  is  the  only  favor 
I ask  of  you.’  ...  I then  accompanied  Dubois  to  the 
bedside,  encouraged  and  tranquilized  the  Empress 


as  much  as  possible,  and  held  her  while  the  forceps 
were  applied.  The  child  was  apparently  dead  when 
born,  but  by  frictions  and  other  means  he  was 
restored  to  life.  His  birth  produced  a delirium  of 
joy  in  the  nation.” 

In  this  story  we  see  the  workings  of  a mind  which 
made  Napoleon  Bonaparte  one  of  the  greatest  military 
and  administrative  geniuses  of  all  time.  He  analyzes 
the  situation,  he  decides,  and  then  he  acts.  Con- 
fronted by  an  obstetrician  who  is  demoralized  by  the 
W'eight  of  his  extraordinary  responsibility.  Napoleon 
asks  Dr.  Dubois  whether  he  has  ever  encountered 
the  same  complication  before.  Satisfied  then  of  the 
doctor’s  ability  to  handle  the  case,  he  tells  him, 
“Forget  that  she  is  Empress.  Treat  her  as  you  w'ould 
the  wife  of  a little  shopkeeper.” 

Napoleon,  a non-medical  man,  has  given  us  an 
obstetric  maxim  which  has  a universal  and  a per- 
manent value:  No  matter  how  exalted  the  social 
station-  of  the  patient,  handle  her  case  according  to 
sound  obstetric  principles. 
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CARCINOMA  OF  THE  PANCREAS- 
CLINICAL  AND  LABORATORY  OBSERVATIONS  IN 
29  PROVEN  CASES* 


James  O.  Burke,  M.D., 

and 

Kemp  Plummer,  M.D., 

From  the  Department  of  Medicine,  The  Medical  College  of  Virginia  Hospitals, 

Richmond,  Virginia 


Carcinoma  of  the  pancreas  is  now  being  considered 
as  a cause  of  abdominal  pain.^-*  In  order  to  define, 
if  possible,  other  related  symptoms  and  findings  in 
this  disease  the  records  of  patients  with  carcinoma 
of  the  pancreas  admitted  to  the  Medical  College  of 
Virginia  Hospitals  during  the  past  five  years  have 
been  reviewed.  Only  those  cases  with  a proven 
diagnosis  have  been  included. 

.\nalysis ; 

1.  Age  and  Sex  in  Carcinoma  of  the  Pancreas. 

21  males — 50  to  75  years  of  age — average  61 
years 

8 females — 50  to  79  years  of  age — average 
67  years 

18  white — 12  colored. 

2.  Duration  of  Symptoms  (to  admission) 

1 to  60  months — average  12  months. 

The  more  advanced  ages  of  the  patients,  and  the 
duration  of  s>Tnptoms  which  average  1 2 months  from 
onset  until  admission  to  the  hospital  are  obviously 
not  of  importance  for  specific  diagnosis,  and  are  seen 
in  most  cases  of  carcinoma  from  internal  organs. 


3.  Diagnosis: 

Biopsy  19 

Autopsy 9 

Metastasis  with  mass  in  pancreas — 1 

4.  Pathology  : 

Duct  cell 3 

Adenocarcinoma  25 

Head  only 3 

Body  and  tail  only 6 

Biopsy  at  operation  was  the  method  of  diagnosis 


in  twenty  cases  and  autopsy  in  nine.  The  majority 
of  the  patients  had  adenocarcinoma  and  this  involved 
the  head,  body  and  tail  in  most  cases.  There  were 
only  three  cases  of  duct  cell  carcinoma,  while  there 

*Read  in  part  before  the  annual  meeting  of  The  Medical 
Society  of  Virginia,  at  Richmond,  September  28-October 
1,  1952. 


were  twenty-five  cases  of  adenocarcinoma.  The  head 
was  involved  in  three  cases,  and  the  body  and  tail 
in  only  six;  sixteen  had  involvement  of  both  body 
and  head. 

5.  Pain  in  Carcinoma  of  Pancreas 

Pain  as  chief  complaint 22 


Jaundice  with  mass 3 

Jaundice  without  mass 2 

Mass  without  jaundice 1 

Ascites 1 


The  most  important  feature  in  the  diagnosis  of 
carcinoma  of  the  pancreas  is  the  recognition  of  pain, 
which  may  be  its  only  manifestation.^’*  Df  these 
twenty-nine  cases,  pain  was  the  chief  complaint  in 
twenty-two.  Abdominal  discomfort  was  present  in 
the  other  patients  who  had  mass  or  ascites.  Jaun- 
dice, with  or  without  mass,  was  the  presenting  com- 
plaint in  five.  Some  years  ago  it  was  held  that 
carcinoma  of  the  pancreas  was  painless;  other  writers 
have  called  attention  to  the  fact  that  approximately 
90%  of  the  patients  with  carcinoma  of  the  pancreas 
have  pain.^’*’^’^’®’^ 

6.  Location  of  Pain  in  Carcinoma  of  Pancreas 


— 24  cases. 

Abdominal 6 

Epigastric  & R.U.Q.  6 

Epigastric  & back  4 

Epigastric  & R.L.  Q. 1 

Epigastric  & left  chest  & 

right  flank 1 

Lower  abdominal 1 

Lower  abdominal  & back 1 

Flank,  one  or  both 3 

Backache  1 


It  will  be  noted  that  the  epigastrium  was  the  loca- 
tion most  frequently  pointed  to,  but  that  the  right 
upper  quadrant  and  back  appear  frequently,  and  that 
the  flank  and  chest  may  also  be  the  sites  of  pain.'* 
The  pain  is  characteristically  worse  on  lying  down 


334 


Virginia  Medical  Monthly 


Volume  80, 


— the  supine  position — and  eased  to  some  extent  by 
an  upright  or  sitting  position.  The  pain  is  usually 
steady  and  frequently  not  uniformly  relieved  by 
drugs.  Psychiatric  features  of  the  disease  have  been 
described  which  appear  to  be  related  chiefly  to  the 
fact  that  no  cause  for  the  pain  is  found. 

7.  Bowel  Disturbance  in  Carcinoma  of  Pan- 


CRE.AS 

Constipation  (a  change) 7 

Xausea  and  vomiting 3 

Hematemesis 1 

Melena 2 

Xot  stated 16 


Bowel  disturbance  of  some  sort  appears  in  the 
roll  of  symptoms.  \\’hether  constipation  here  is  sig- 
nificant is  not  known.  It  probably  is  a result  of 
anorexia. 

8.  Findings  on  .Admission — C.arcinoma  of  Pan- 
creas 

Enlargement  of  liver,  mass  or  ascites 


without  jaundice 5 

Jaundice  18 

Weight  loss  with  pain 6 


The  physical  findings  on  admission  in  patients 
with  carcinoma  of  the  pancreas  depend  upon  the  time 
interval  and  it  will  be  noted  that  enlargement  of  the 
liver,  mass  or  ascites  was  present  without  jaundice 
in  five  patients,  jaundice  was  present  with  or  with- 
out a mass  in  eighteen,  and  that  in  six  there  was 
no  finding  other  than  that  of  weight  loss,  and  the 
patient's  complaint  of  pain.  Twenty-six  of  the  twen- 
ty-nine patients  had  weight  loss — an  average  loss  of 
twenty-seven  pounds  was  present  when  weight  was 
stated.  Thrombosis  of  peripheral  venins  has  been 
noted  frequently  in  carcinoma  of  the  pancreas  and 
carcinoma  of  the  lung.  It  is  claimed  to  be  due  to  a 
diminished  production  of  trypsin. 

9.  J.AUNDicE  IN  C.arcinoma  of  the  Pancreas 


(.Admission — Laboratory) 

X’o  Jaundice 11 

Jaundice  18 

Less  than  2 mgm.  bilirubin 5 

Between  2-10  mgm.  bilirubin 7 

More  than  10  mgm.  bilirubin 5 

X"ot  stated 1 


Jaundice  in  carcinoma  of  the  pancreas  is  not 
necessarily  severe.  More  patients  were  jaundiced 


than  not,  but  five  had  serum  bilirubin  determinations 


of  less  than  two. 

10.  X-Ray  Findings 

Evidence  of  pressure  or  irritability- 12 

Xegative  barium  study 7 

X’o  X-ray  of  G.I.  tract 10 

Xon-functioning  gall  bladder 6 

X’ormal  function  gall  bladder 3 

Calcification  of  pancreas 1 

The.  X-ray  of  the  gastrointestinal  tract  and  cho- 
lecystogram  are  important  for  the  study  of  these 


patients  and  it  will  be  noted  that  of  those  studied, 
the  majority  had  some  evidence  of  a disease  process. 
Twelve  had  evidence  of  pressure  on  the  stomach 
or  duodenum,  or  irritability  of  the  duodenum.  Seven 
had  negative  barium  studies,  and  ten  were  not  studied. 
Six  had  non-functioning  gall  bladders  to  cholecystog- 
raphy. Calcification  of  the  pancreas  is  a frequent 
finding  in  recurrent  pancreatitis  of  many  years  dura- 
tion,^®-!^’^^  but  one  patient  in  this  series  had  calcifica- 
tion of  the  jjancreas. 

1 1 . Hyperglycemia  in  Carcinoma  of  Pancreas 


Present  7 

Xot  present 8 

X’^o  blood  sugar 15 


Of  the  other  laboratory  determinations  hypergly- 
cemia -is  a common  finding.  .A  number  of  these 
patients  were  first  diagnosed  as  having  diabetes 
mellitus.  The  explanation  for  the  hyperglycemia 
is  that  the  islet  cells  are  functionally  impaired,  either 
from  inflammation,  edema  or  actual  carcinomatous 
invasion.  This  same  finding  is  seen  in  patients 
who  have  recurrent  pancreatitis  where  the  islet  cell 

functional  impairment  fluctuates. jf  there 
is  anything  unusual  about  this  hyperglycemia  it  is 
its  mildness.  These  patients  rarely  require  much 
insulin.  The  glucose  tolerance  test  is  a better  way 
of  demonstrating  the  potential  hyperglycemia.  Gly- 
cosuria may  not  always  be  present. 

12.  Serum  .Amylase  Determinations 


Elevated  5 

X’^ormal  4 

Low  5 

Xot  done 15 


The  serum  amylase  of  patients  with  suspected 
carcinoma  of  the  pancreas  has  been  studied, ^^48.19 
and  in  this  group  ten  of  the  fourteen  patients  studied 
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had  abnormal  serum  amylase  determinations.  The 
elevated  amyla.se  probably  indicates  obstruction  of 
the  pancreatic  ducts,  and  the  low  serum  amylase 
which  has  not  been  j)roven  to  be  significant,  we  be- 
lieve to  be  due  to  a reduction  in  the  glands’  capacity 
to  produce  amylase. 

13.  Serum  Alk.-vline  Phosph.axase 


Elevated  (jaundice) 11 

Normal  3 


Serum  alkaline  phosphatase  has  been  reported  as 
showing  an  elevation  in  patients  with  carcinoma  of 
the  pancreas,^  and  in  the  fourteen  cases  studied 
eleven  had  elevated  values.  Whether  this  elevation 
of  phosphatase  arises  from  pancreatic  tissue  or  liver 
tissue  is  not  understood,  since  in  these  particular 
patients  jaundice  was  present.  It  is  our  impression, 
however,  that  the  elevation  is  due  to  growth  of  malig- 
nant tissue  or  to  regeneration  of  cholangiolar  or  pan- 


creatic duct  cells.^ 

14.  .\nemia  (admission) 

(Less  than  75%  or  12  gms.) 8 

None  17 

Not  stated 4 


Anemia  was  not  prominent  in  these  patients  and 
would  appear  to  be  of  less  significance  in  carcinoma 
of  the  pancreas  than  in  carcinoma  of  other  viscera. 

Summary 

Pain  is  the  most  important  early  feature  in  these 
cases  of  carcinoma  of  the  pancreas.  Peripheral 
thrombophlebitis  occurs  late,  by  which  time  the  diag- 
nosis of  some  type  of  carcinoma  is  usually  obvious. 
The  laboratory  features  which  may  be  present  to 
aid  in  arriving  at  a diagnosis  of  carcinoma  of  the 
pancreas  in  the  early  course  of  the  disease  are: 

1.  Hyperglycemia  to  glucose  tolerance  test. 

2.  Serum  alkaline  phosphatase  increase;  and 

3.  Serum  amylase  changes. 

The  X-ray  evidence,  while  late,  may  occur  at  a 
time  when  surgery  is  still  helpful. 
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CORRESPONDENCE 


Doctor,  Help  Prevent  Dental  Caries. 

To  THE  Editor, 

Virginia  Medical  Monthly. 

Dear  Sir  : 

.Although  the  fact  is  not  widely  appreciated,  dental 
caries  is  probably  the  most  prevalent  disease  in 
.America  today,  afflicting  approximately  97%  of  our 
population,  usually  from  early  childhood  until  such 
time  in  the  later  years  of  life  that  the  last  remain- 
ing teeth  are  lost.  Thus,  while  not  directly  fatal  in  na- 
ture, this  disease  yearly  extracts  an  enormous  toll 
from  our  people’s  health,  finances,  and  general  hap- 
piness and  well-being.  For  these  reasons,  it  repre- 
sents an  appalling  public  health  problem. 

To  repair  the  many  millions  of  unfilled  cavities 
now  present  in  .American  teeth  would  be  a task  far 
beyond  the  reach  of  our  pre.'^ent-day  dental  resources. 
In  fact,  less  than  25%  of  the  .American  people  re- 
ceive any  regular  dental  care,  except  the  emergency 
extraction  of  “abscessed”  teeth  and,  in  some  cases, 
the  set  of  artificial  dentures  to  which  such  a policy  is 
apt  to  lead. 

The  dissatisfaction  arising  from  this  situation  is 
lending  impetus  to  programs  promoting  such  social- 
istic systems  as  compulsory  federal-level  health  in- 
surance, which  dentistry  faces  along  with  medicine. 

Like  all  of  the  other  health  services,  dentistry  is 
turning  its  attention  more  and  more  towards  the  field 
of  prevention.  With  this  objective  in  view,  the 
Council  on  Dental  Health  last  year  organized  a 
Conference  on  Dental  Health  Education,  co-spon- 
sored jointly  by  the  Virginia  State  Dental  .Associa- 
tion, the  State  Department  of  Health,  and  the  State 
Department  of  Education.  Dentists,  health  officers, 
and  educators,  150  strong,  met  at  Virginia  Beach, 
Va.,  and,  during  four  days  of  hard  work,  laid  the 
groundwork,  for  a far-reaching  program  of  improved 
dental  health  education  in  A^irginia,  with  emphasis 


on  the  prevention  of  dental  disease. 

The  sugar-rich  diet  is  now  well-known,  beyond 
any  reasonable  doubt,  to  be  the  major  etiologic  agent 
in  dental  caries.  Last  year  the  .American  people 
consumed,  in  various  sweets  and  confections,  on  an 
average  more  than  one  hundred  pounds  of  sugar  per 
person  per  year!  This  figure  is  amazing  to  nearly 
everyone  except  the  dentist  who,  in  his  practice,  must 
daily  cope  with  the  tragic  results  of  such  a national 
dietary  habit. 

Sugar,  as  you  well  know,  contains  none  of  the  es- 
sential amino  acids,  none  of  the  essential  fatty  acids, 
none  of  the  essential  minerals,  and  no  vitamins. 
Furthermore,  its  ingestion  in  considerable  amounts 
will  markedly  reduce  the  appetite  for  those  foods 
which  do  contain  these  essential  food  elements.  The 
physicians  are  well  aware  of  the  nutritional  and 
dietary  deficiencies  among  our  population. 

With  all  of  the  above  in  mind,  the  dentists  of 
Virginia  are  seeking  the  assistance  of  the  physicians, 
especially  the  pediatricians,  in  promoting  the  reduced 
ingestion  of  sugar-rich  foods  and  drinks,  particu- 
larly by  children.  For  example,  it  is  most  disturbing 
to  us  to  be  informed  that  many  pediatricians  habitu- 
ally reward  their  young  patients  for  good  behavior 
with,  of  all  things,  a lollipop!  Nothing  yet  discov- 
ered by  man  is  as  efficient  in  the  promotion  of  dental 
caries  as  the  hard  candies. 

The  Council  on  Dental  Health  will,  therefore, 
be  deeply  grateful  if  you  can  find  the  space  to  print 
this  communication  in  a forthcoming  issue  of  the 
ViRGi.NiA  Medical  Monthly.  Much  good  might 
result. 

Millard  P.  Doyle,  Chairman 
E.  Budge  Kent,  Vice  Chairman 
Council  of  Dental  Health 
Virginia  State  Dental  Association 

.April  22,  1953. 


Data  Available  on  County  Society  Activities. 

The  third  bi-annual  survey  of  county  medical  so- 
ciety activities  has  been  completed  by  the  Council 
on  Medical  Service  and  is  available  on  request.  This 
year  the  survey  covered  a broader  scope  of  activity  in 


the  field  of  medical  service  than  previously,  and  re- 
sults have  been  tabulated  to  show  these  activities  by 
size  of  society.  County  societies  may  obtain,  from 
the  Council,  general  information  on  specific  medical 
service  programs  and  lists  of  societies  where  such 
programs  already  are  in  operation. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 
Committee  for  American  Medical  Education  Foundation 


February  6,  1953 

Ur.  James  L.  Hamner,  President 
The  Medical  Society  of  Virginia 
Mannboro,  Virginia 
Dear  Sir  : 

Recently,  I attended  the  meeting  of  the  American 
Medical  Education  f oundation  in  Chicago.  It  was 
a pleasure  and  honor  to  represent  you  and  the  State 
of  Virginia  at  this  meeting.  There  was  supposed  to 
be  a representative  of  each  state  present.  I did  not 
see  the  actual  breakdown,  but  there  were  about  60 
jiersons  in  attendance.  This  was  a most  enthusiastic 
and  inspiring  meeting.  No  doctor  could  have  at- 
tended this  meeting  without  catching  a vision  of  the 
greatness  and  magnitude  of  this  effort. 

.•\s  you  know,  no  attempt  was  made  in  Virginia 
to  start  this  drive  until  April,  1952.  Even  with  such 
a late  start  in  1952  the  record  in  Chicago  shows  that 
^’irginia  had  185  contributors  last  year,  who  gave  a 
total  of  $5,424.80.  This  brought  us  up  to  the  17th 
state  in  the  amount  given.  If  we  can  contribute 
$12,000  this  year  we  probably  will  rate  about  the 
10th  state  in  donations.  If  we  can  be  rewarded  with 
this  good  a result  for  our  effort,  the  name  of  Virginia 
will  stand  out  prominently  among  other  states. 

.\s  of  September,  1952,  the  Medical  College  of 
Virginia  had  received  $36,392  from  the  National 
Fund  and  the  Eniversity  of  Virginia  had  received 
$35,150.  Just  make  it  much  more  this  year. 

The  .American  ^ledical  Education  Eoundation  has 
now  gone  far  enough  so  that  a situation  has  been 
created  whereby  the  doctors  must  make  good,  or  lose 
face. 

It  was  reiterated  that  every  one  of  the  79  schools 
which  receives  an  earmarked  donation,  receives  this 
donation  above  and  beyond  their  l/79th  division  of 
monies  contributed  undesignated  for  any  particular 
school.  In  other  words,  every  donation  that  one  gives 
should  if  po.ssible  go  through  the  A.M.E.F.  so  as  to 
boost  the  record  of  gifts.  It  was  discussed  that  Johns 
Hopkins  is  considering  running  through  the  A.M.E.F. 
fifty  or  si.xty  thousand  dollars  given  to  them  directly. 
If  Johns  Hopkins  or  any  other  school  merely  writes 
to  the  .\.M.E.F.  that  they  received  fifty  or  sixty 
thousand  dollars,  the  A.M.E.F.  cannot  claim  any 
credit.  The  money  must  go  through  the  A.M.E.F., 
if  only  an  exchange  of  checks  is  made,  so  that  the 


A.M.E.F.  may  .secure  credit. 

This  is  very  important  because  the  greatest  gifts 
are  expected  from  corporations  and  wealthy  indi- 
viduals through  the  Fund,  and  some  corporations  are 
making  promises  of  $100,000  contingent  upon  a cer- 
tain amount  being  given  by  the  doctors  through  the 
Foundation.  The  American  Medical  Education 
Foundation  is  gifts  of  doctors  only.  The  American 
Medical  Education  Fund  is  from  those  who  are  not 
M.D.'s.  The  doctors’  solicitations  toward  their  goal 
are  through  the  medical  profession. 

^lany  of  the  trial  and  error  ways  are  being  grad- 
ually ironed  out.  It  seems  that  every  method  of  cam- 
paigning has  been  tried  by  someone.  One  state  tried 
making  the  Councilors  of  the  state  the  committee  for 
compaigning  for  funds,  with  the  Councilors  then  to 
have  sub-committees,  but  this  did  not  do  so  well. 

Another  state  tried  making  a state  committee 
composed  of  the  presidents  of  the  county  societies. 
This  effort  was  not  so  well  rewarded. 

Another  state  tried  a series  of  letters,  using  the 
proven  best  way — that  is,  sending  three  letters,  each 
about  10  days  apart.  This  had  some  results,  but 
one  method  stood  out  best,  and  that  was  by  word  of 
mouth,  or  personal  contact. 

It  was  reiterated  in  Chicago  that  every  cent  col- 
lected goes  to  the  medical  schools,  and  that  the 
A.M.A.  is  underwriting  all  overhead  as  well  as  giv- 
ing $500,000  annually  to  the  Foundation.  The 
.\.1SI.A.  has  made  no  commitments  as  to  how  many 
years  they  will  do  this. 

The  goal  of  the  Foundation  this  year  is  $2,000,- 
000,  and  if  this  sum  can  be  reached,  the  Fund  will 
advance  much  more  rapidly  and  probably  will  hit  a 
$10,000,000  total.  To  reiterate  again,  it  was  thought 
by  every  speaker  in  Chicago  that  the  Fund  from  big 
givers  and  corporations  will  eventually  be  far  more 
than  the  Foundation  contributions. 

In  Virginia  we  have  made  arrangements  through 
the  committee  appointed  by  you  to  see  every  doctor 
in  the  state.  This  is  rather  ambitious,  maybe,  but 
the  goal  will  be  reached  in  the  next  year  or  two.  Any 
doctor  we  miss  can  send  his  check  direct  to  our 
state  secretar}-.  Bob  Howard.  In  fact,  there  is  no 
use  waiting  for  a committee  man  to  see  a doctor — each 
doctor  can  mail  his  check  in  to  Bob  Howard.  The 
sooner  this  is  done,  the  more  quickly  our  medical 
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schools  get  the  money.  Every  check  sent  in  ear- 
marked for  a medical  school  is  forwarded  immediate- 
ly to  that  medical  school. 

]Many  talks  were  made  in  Chicago  about  how  we 
cannot  and  must  not  fail  our  medical  schools.  The 
only  way  seen  now  to  keep  out  of  socialized  medicine 
is  to  put  over  the  .\.M.E.F.  There  are  only  three 
sources  of  income  to  save  the  medical  schools  from 
being  federalized,  and  they  are — gifts  from  new  or- 
ganizations, new  individuals,  and  renewals. 

In  1951,  1811  contributed  to  the  A.M.E.F.  3700 
contributed  in  1952.  If  this  number  can  be  doubled 
in  1953,  and  it  was  thought  in  Chicago  that  it  could 
be,  then  we  are  definitely  and  rapidly  climbing  the 
stairs  towards  a goal  that  will  mean  medicine  has 
been  saved,  at  this  point  in  our  lives,  from  socializa- 
tion. 

I would  recommend  to  eveiA*  doctor  in  the  State 
of  Virginia  to  write  to  the  .A.IM.A.  for  the  pamphlets, 
“Crisis  in  Medicine”  and  “Your  Tax  Dollars  and  the 
A.M.E.F.”  if  they  have  not  read  them. 

'Fhe  A.M..A..  states  that  we  are  graduating  over 
6,000  new  doctors  every  year  and  that  it  should  be 
clear  to  every  doctor  that  if  the  medical  schools  con- 
tinue to  operate  without  proper  finances  it  will  se- 
riously damage  the  teaching  system  and  ultimately 
lower  the  standards  of  medical  practice  in  the  U.S. 

The  United  States  enjoys  the  highest  health  stand- 


ards in  the  world  and  we  cannot  permit  the  creeping 
paralysis  of  government  control  to  envelop  our  schools 
and  ultimately  dictate  the  standards  of  medical  prac- 
tice. 

The  medical  schools  are  the  foundation  of  .Amer- 
ica’s health.  The  medical  schools  need  at  least 
$10,000,000  annually  to  meet  their  operating  needs. 
We  want  these  funds  to  come  from  private  sources. 

It  now  costs  $10,000  to  train  a doctor.  Tuition 
fees  raised  165%  since  1940  pay  only  1/5  of  this 
cost.  Funds  from  other  sources  must  be  found.  The 
A.M.E.F.  is  the  answer. 

I was  greatly  impressed  in  Chicago  when  I found 
out  that  the  Woman’s  .Auxiliary  is  coming  to  the 
aid  of  the  doctors  in  obtaining  donations  for  the 
Foundation.  I was  pleased  to  note  on  the  record  that 
the  Woman’s  .Auxiliary  in  A'irginia  has  contributed 
to  the  .A.AI.E.F.  This  is  a wonderful  happening. 

In  closing,  I would  like  to  say  that  there  was  in 
this  meeting  in  Chicago  a buoyancy  and  enthusiasm 
that  will  go  far  towards  enabling  the  medical  pro- 
fession to  reach  its  goal.  This  Foundation  is  going 
forward  and  I want  to  see  Aurginia  among  the  first 
10  in  the  U.S.  in  their  aid  to  this  unusually  worthy 
cause. 

.Again  I thank  you  for  allowing  me  to  represent 
Adrginia  at  this  meeting. 

Marcellus  .a.  Johnson,  Jr.,  AI.D. 


Two  Doctors  Join  AMA  Hospital  Field  Staff. 

The  recent  appointment  of  Drs.  .Arthur  X.  Sprin- 
gall  and  Joseph  J.  .A.  AIcMullin  boosts  the  field  staff 
of  the  Council  on  Medical  Education  and  Hospitals 
to  nine  full-time  physicians.  Each  staff  member  has 
been  assigned  a geographic  area  and  will  review,  on 
a bi-annual  basis,  the  internship  and  residency  pro- 
grams in  approved  hospitals. 

This  increase  in  staff  will  expedite  the  processing 
of  new  applications  for  approval  of  internships  and 
residencies  and  make  possible  a review  of  currently 
approved  programs  at  least  once  every  two  years.  .At 
present  the  Council  conducts  the  inspection  program 


relating  to  the  approval  of  hospitals  for  internship 
and  residency  training — a joint  effort  of  the  Specialty 
Boards,  the  American  College  of  Physicians  and  the 
.American  College  of  Surgeons.  In  addition,  the 
professional  staff  will  assume  responsibility  for  sur- 
veys in  behalf  of  the  Joint  Commission  on  .Ac- 
creditation of  Hospitals. 

Other  members  of  the  staff  w'lio  will  be  visiting 
hospitals  throughout  the  countrj-  include:  Drs.  Wil- 
liam R.  Albus,  Joseph  R.  .Anderson,  Fernald  C. 
Fitts,  Charles  C.  Hedges,  Thure  .A.  Xordlander, 
Frank  W.  Ryan  and  William  W.  Southard. 
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MENTAL  HEALTH 

Joseph  E.  Barrett,  M.D., 

Commissioner,  Department  of  Mental  Hygiene  and  Hospitals 


A Summarization  of  Recent  Articles  Show- 
ing Mental  Hospital  Problems  from  a Sta- 
tistical Viewpoint* 

The  state  mental  hospitals  in  Virginia  have  ad- 
vanced in  their  treatment  of  the  mentally  ill  in  re- 
cent years.  I'his  is  indicated  by  a change  in  the  rate 
of  discharge  of  patients.  In  1945  the  rate  per  100 
admissions  was  55  and  in  1952  the  rate  of  discharge 
was  67.3  per  100  admissions. 

I'he  increase  in  ratio  of  discharges  to  admissions 
over  the  past  years  is  largely  due  to  new  concepts 
of  treatment  and  as  much  intensive  treatment  as 
possible  soon  after  admission.  The  ratio  of  dis- 
charges after  6 months  hospitalization  is  far  below 
that  of  those  of  less  than  6 months  hospitalization. 
Therefore,  the  longer  a patient  remains  in  hospital 
his  chance  of  discharge  decreases  at  a very  fast 
rate.  More  and  more  we  realize  planning  should  be 
developed  around  concentrated  treatment  upon  the 
admission  of  a patient  to  the  hospital.  Of  course, 
there  is  always  a risk  in  releasing  patients,  but  if 
they  are  not  released  when  improvement  justifies  it, 
they  will  not  have  a chance  to  live  as  normal  a life 
as  they  are  capable  of  doing. 

In  recent  articles  we  have  presented  a statistical 
picture  of  some  of  the  problems  of  hospital  popula- 
tion and  certain  mental  diseases  of  high  frequency — 
schizophrenia,  manic-depressive,  senile-arteriosclero- 
tic group  and  alcoholism. 

In  summarizing  the  situation  we  are  confronted 
with  the  problem  of  older  persons  being  admitted  to 
the  hospitals,  the  build-up  of  older  patients  by  those 
who  have  remained  for  a long  period  of  time  and  a 
general  increase  in  hospital  population.  As  of  June 
30,  1952,  23.0%  of  the  patients  in  residence  had 
been  on  record  20  years  or  longer  and  46%,  or  nearly 
half  the  population,  had  been  in  residence  10  years  or 
longer.  The  accompanying  chart  shows  the  per- 
centage of  distribution  of  the  10,125  patients  in  hos- 
pital on  June  30,  1952,  by  the  length  of  time  on 
record. 

Those  diagnosed  as  schizophrenia  comprised 
51.6%  of  those  in  hospital  20  years  or  longer,  and 
manic-depressive  psychosis  25.8%.  All  other  dis- 
eases were  22.8%.  From  this  it  behooves  a con- 

*Article by  Edna  M.  Lantz,  Statistician,  Department  of 
Mental  Hygiene  and  Hospitals. 


centration  on  treatment  of  schizophrenia  and  manic- 
depressive  to  prevent  such  a large  percentage  remain- 
ing such  a long  period  of  time.  Recognition  of  these 
mental  disorders  in  the  early  stages  followed  by 
treatment  before  they  reach  the  chronic  stage,  would 
also  prevent  many  from  becoming  old  in  the  mental 
hosi)itals. 


Percentage  d i-s  I r i but  ion  of  length  of  lime  on  books  of  patirntb  resident  in 
hospitals  as  ot  June  iO,  1952. 


The  admission  of  older  people — those  diagnosed  as 
senile  or  psychosis  with  arteriosclerosis — is  of  much 
concern  to  the  state  hospital  authorities.  First  ad- 
missions in  this  group  have  increased  from  19.2% 
in  1940  to  32.8%  in  1952.  This  rapid  increase  in 
these  admissions  has  placed  a l)urden  on  present 
facilities  to  care  for  them.  It  is  evident  that  definite 
plans  must  be  made  for  this  group.  With  the  e.x- 
pectancy  of  life  increasing,  an  increa.se  in  the  ad- 
mission of  this  group  may  also  be  e.xpected.  Even 
though  their  hospitalization  is  usually  of  a short 
duration,  which  usually  terminates  in  death  after 
an  average  of  2'/2  years  hospitalization,  they  must 
have  treatment  and  care. 

.■\nother  specific  problem  is  that  of  the  alcoholics. 
Even  though  the  discharge  rate  to  admissions  is 
relatively  one  for  one,  which  indicates  a short  treat- 
ment period,  they  create  a time  consuming  problem 
for  the  physicians  and  staff. 

It  is  not  wise  to  have  the  alcoholics  hospitalized 
with  the  mentally  ill  patients.  Though  many  may 
have  emotional  problems  that  need  psychiatric  treat- 
ment, it  is  believed  that  more  success  could  be  at- 
tained with  separate  facilities  for  these  patients  with 
a concentration  on  the  type  of  treatment  necessary 
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for  the  alcoholic.  The  first  admissions  of  alcoholics 
have  ranged  from  a high  of  23.0%  to  a low  of  7.0% 
of  all  first  admissions.  The  readmission  rate  is 
slightly  higher  ranging  from  24.7%  to  12.4%.  This 
means  that  500  to  700  alcoholics  are  admitted  to 
the  hospitals  each  \ ear. 

The  overcrowding  in  the  hospitals  is  also  a hin- 
drance to  the  best  results  from  treatment.  Among 
the  problems  in  overcrowded  conditions,  is  the  ne- 
cessit}'  in  many  cases  of  placing  newly  admitted  pa- 
tients among  those  who  have  been  hospitalized  for 
a period  of  time;  the  older  age  patients  with  younger 
jiatients  and  the  chronic  with  acutel}'  ill  patients.  At 
the  present  time  the  overcrowding  is  19%  of  the 
rated  capacity  of  the  four  state  hospitals.  With  the 
opening  of  new  buildings,  the  decrease  in  the  past 
year  in  overcrowding  was  3%.  Xew  buildings  have 
added  8%  more  space,  but  the  inctease  in  popula- 
tion held  the  overcrowding  to  the  3%  reduction. 
Plans  have  been  made  for  moving  two  of  the  hos- 
pitals to  new  locations.  The  reduction  in  overcrowd- 
ing, however,  will  be  slow  because  of  the  time  neces- 
sary in  construction  of  new  buildings.  .\lso,  there 
will  not  be  much  change  in  one  of  the  hospitals  be- 
cause old  condemned  buildings  will  be  razed  as  soon 
as  vacated. 

Mental  illness  is  a number  one  health  problem. 
Therefore,  our  efforts  should  lie  concentrated  on  re- 


ducing this  problem  with  improved  methods  of  care 
and  treatment  because  if  a person  becomes  mentally 
ill  he  should  not  be  forgotten.  Some  of  the  ways 
this  can  be  done  are: 

1 —  Early  recognition  of  mental  and  emotional  dis- 
orders to  be  followed  by  treatment  in  the  early  stages 
which  will  prevent  many  chronic  cases. 

2 —  Sjjecial  facilities  for  the  care  of  patients  admitted 
with  the  diagnosis  of  senility  and  arteriosclerosis. 
These  constitute  about  a third  of  the  first  admissions 
at  the  present  time  and  an  increase  can  be  expected 
in  future  years. 

3 —  Immediate  intensive  treatment  of  psychotic  pa- 
tients so  that  their  chance  of  return  to  their  homes 
and  communities  may  be  increased.  This  requires 
qualified  and  trained  personnel  and  uncrowded  facil- 
ities. 

4 —  Separate  institutions  for  the  treatment  of  alco- 
holics so  that  the  treatment  best  suited  can  be  ad- 
ministered without  conflicting  with  the  treatment  of 
mentally  ill  patients. 

5 —  .A.  long  range,  well  formulated,  planning  pro- 
gram is  necessary  and  the  plans  must  be  carried  out 
if  we  hope  to  meet  completely  the  problem  of  mental 
illness  to  reach  a goal  of  good  mental  health.  A 
beginning  has  been  made,  but  it  will  take  the  coop- 
eration of  the  public,  the  government  and  hospital 
authorities  to  succeed. 


AMA  Offers  Two  New  Exhibits. 

Two  new  exhibits  will  be  available  for  showing  at 
state  medical  society  meetings  this  fall,  the  Bureau 
of  Exhibits  reports.  One  exhibit — “Accidental  Poi- 
soning in  Children” — is  based  on  authentic  fatal 
accident  cases,  while  the  other — “A  Aledical  Service 
Program  for  your  Community” — covers  various  ac- 
tivities of  medical  societies  and  voluntary  and  public 
health  agencies. 

The  e.xhibit  on  accidental  poisonings,  from  the 
Committee  on  Pesticides,  emphasizes  points  of  dan- 
ger in  the  home,  yard  and  selected  farm  locations. 


\Mien  staffed  with  trained  personnel,  this  makes  an 
effective  showing  at  public  gatherings,  state  and 
county  fairs,  food  and  home  shows.  Subjects  in- 
cluded in  the  e.xhibit  developed  by  the  Council  on 
Aledical  Service  range  from  care  of  the  chronically 
ill  to  hospital  construction,  physician  placement,  and 
rehabilitation. 

Both  e.xhibits  require  space  10  feet  long  and  six 
feet  deep — or,  if  shown  in  extended  fashion,  20  feet 
long  and  three  feet  deep.  Requests  for  bookings  may 
be  made  to  the  Bureau  of  E.xliibits  after  June  15. 
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PUBLIC  HEALTH 


Mack  I.  Shanholtz,  M.D. 

State  Health  Commissioner  of  Virginia 


Gamma  Globulin  in  Poliomyelitis 

Gamma  "lobulin  to  be  used  as  a measure  to  tem- 
poraril)-  jirotect  contacts  to  cases  of  poliomyelitis 
against  development  of  paralysis,  is  lieing  distributed 
by  the  Office  of  Defense  Mobilization  to  State  and 
Territorial  Health  Departments  on  the  basis  of  their 
jiast  e.\]>erience  with  the  disease.  The  State  or  Ter- 
ritorial Health  Commissioner  has  the  full  resjion- 
sibility  for  the  distribution  of  the  gamma  globulin 
allocated  to  him. 

Gamma  globulin  is  a derivative  of  whole  blood 
obtained  by  a process  of  separation  and  concentration 
from  batches  of  pooled  blood  obtained  from  normal 
adults.  The  immune  substances  or  antibodies  are 
present  in  the  globulin  fraction  of  the  blood.  Since 
the  blood  is  the  mixture  of  many  adult  bloods  and 
a majority  of  adults  are  immune  to  one  or  more  of 
the  three  strains  of  poliomyelitis,  the  immune  sub- 
stances or  antibodies  against  all  three  virus  types  are 
present.  The  use  of  gamma  globulin  may  confer 
a temporary  passive  immunity  of  four  to  six  weeks’ 
duration  against  the  paralysis  of  poliomyelitis  if  it 
is  administered  to  contacts  shortly  after  exposure  to 
the  disease.  Gamma  globulin  does  not  have  any 
value  in  the  treatment  of  poliomyelitis.  It  should  be 
emphasized  that  while  the  reports  on  the  use  of 
gamma  globulin  in  protecting  against  the  paralysis 
of  poliomyelitis  have  been  encouraging,  the  immunity 
conferred  is  only  temporary  and  is  not  100  per  cent 
effective. 

The  supply  of  gamma  globulin  is  limited.  The 
greater  part  of  the  total  supply  will  be  available  for 
the  prophylaxis  of  poliomyelitis.  The  allocation  of 
immune  globulin  for  prophylaxis  of  measles  and 
infectious  hepatitis  will  be  continued  on  a stated 
basis  and  will  be  separate  from  that  for  poliomyelitis. 

The  method  of  distribution  in  Virginia  has  been 
approved  by  the  Poliomyelitis  Committee  of  The 
Medical  Society  of  Virginia  and  will  be  made  to  the 
City  and  County  Health  Departments  on  the  basis 
of  population  of  children  between  the  ages  of  six 
months  to  fifteen  years.  Gamma  globulin  will  be 
used  for  this  age  group  who  have  had  household 
contact  with  a patient  whose  diagnosis  has  been  con- 


firmed in  one  of  the  Centers  for  treatment  of  polio- 
myelitis. By  household  contact  is  meant  people  liv- 
ing in  the  same  home  and  who  share  the  intimacies  of 
bath,  rooms,  and  tal)le.  Tlie  physician  will  make 
his  request  for  gamma  globulin  to  the  Director  of 
Public  Health  within  the  area  of  residence  of  the 
contact.  Forms  are  provided  by  the  State  Health 
Department  for  making  the.se  requests.  In  addition 
to  the  age  group  six  months  to  fifteen  years,  gamma 
globulin  will  be  supplied  for  prophylaxis  in  house- 
hold exposure  of  pregnant  women.  It  is  indicated 
that  the  mortality  rate  (not  the  attack  rate)  is  higher 
during  the  late  months  of  pregnancy  and  early  post- 
partum period.  The  approximate  dosage  recommend- 
ed in  all  cases  is  0.1 4cc.  per  pound  of  body  weight  up 
to  lOcc. 

There  are  more  than  one  million  children  in  Vir- 
ginia and  the  supply  of  gamma  globulin  is  an  amount 
that  may  be  used  on  approximately  3,000  contacts. 
In  Virginia  76  per  cent  of  the  cases  of  poliomyelitis 
have  been  in  the  age  group  not  more  than  15  years 
of  age.  Distribution  for  use  in  the  age  group  se- 
lected will,  therefore,  be  effective  in  preventing  the 
greatest  number  of  cases. 

'Fhe  amount  of  gamma  globulin  necessary  to  pro- 
tect the  average  child  is  produced  from  a pint  of 
blood.  The  amount  of  available  blood  plus  the 
facilities  for  processing  the  blood  are  factors  which 
cause  the  supply  to  be  limited.  Gamma  globulin 
cannot  be  bought  and  it  is  stressed  that  regulations 
must  be  followed.  Gamma  globulin  within  current 
dates  for  use  may  be  obtained  only  through  health 
departments.  Physicians  are  encouraged  to  use  as 
much  as  but  not  more  than  is  needed  to  treat  a par- 
ticular contact.  There  is  no  charge  made  for  gamma 
globulin  but  the  physicians  may  make  their  regular 
charge  for  routine  inoculations. 

The  physicians  also  agree  that  they  will  furnish 
follow-up  infomiation  regarding  the  protection  af- 
forded by  the  use  of  gamma  globulin.  This  is  par- 
ticularly important  in  evaluating  the  over-all  effec- 
tiveness of  this  agent  in  protecting  against  the 
paralysis  of  poliomyelitis. 
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Diarrhea  & Dysentery  _ 
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Diphtheria 

I 

9 

+5 

36 

How  to  Get  a Doctor — Booklet  Available 
Soon. 

new  pamphlet — “.A  Doctor  for  your  Community” 
— will  be  published  some  time  in  June  by  the  Amer- 
ican Medical  Association.  This  booklet,  directed 
toward  communities  seeking  a physician,  describes 
briefly  the  j^roblems  involved  in  obtaining  a doctor, 
the  things  a community  can  do  to  attract  and  keep  a 
doctor,  and  examples  of  what  has  been  done  else- 
where. A joint  project  of  the  Council  on  Medical 
Service,  Council  on  Rural  Health  and  Department 
of  Public  Relations,  the  booklet  will  be  available  to 
state  medical  societies  for  distribution  to  commu- 
nities listed  with  their  placement  services. 

In  addition,  the  Council  on  Medical  Service  has 
compiled  information  from  numerous  state  placement 
services  in  a reprint  which  will  be  especially  useful 
to  state  societies  interested  in  expanding  their  ac- 
tivities in  this  field. 

New  Platters — AMA  Contributions  to  Better 
Health. 

Common  health  problems  and  how  the  American 
Medical  Association  has  helped  to  solve  them  form 
the  basis  of  a new  series  of  radio  transcriptions  to  be 
released  May  15.  The  13-program  series — “Yours 
for  Health”— shows  how  the  work  of  various  AMA 
councils  and  committees  has  contributed  to  better 
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health  for  the  American  people.  Subjects  included 
in  the  series  jirepared  by  the  Bureau  of  Health  Ed- 
ucation: (1)  How  Do  We  Know?  Facts  and  Sta- 
tistics, (2)  Food  and  Nutrition,  (3)  The  Part  Played 
by  Drugs,  (4)  Impaired  Hearing  and  Hearing  .Aids, 
(5)  Training  Good  Doctors,  (6)  You  and  Your 
Hospital,  (7)  It’s  the  Law,  (8)  Defense  .Against 
Poisons,  (9)  Safe  Cosmetics,  (10)  Meeting  Medical 
Costs,  (11)  Health  and  the  Aged,  (12)  Driving  Out 
the  Quacks,  and  (13)  Mental  Health. 

Add  to  Lists  of  Library  and  Films  Cleared 

for  TV. 

Supplementary  lists  of  films  cleared  for  television 
and  films  available  through  the  AMA’s  motion  pic- 
ture library  now  may  be  obtained  from  the  Committee 
on  Medical  Motion  Pictures.  One  supplement  lists 
38  health  education  films  cleared  for  TV  since  pub- 
lication of  the  original  list  in  1951.  The  other  in- 
cludes 12  motion  pictures  added  to  the  library  since 
the  December,  1952,  catalog  was  published. 

PR  Tip  of  the  Month. 

In  unity  is  strength.  If  medicine’s  public  rela- 
tions program  is  to  be  effective,  we  must  not  permit 
internal  conflicts  to  divert  our  interest  or  attention 
from  the  public  service  objectives  to  which  we  have 
dedicated  ourselves.  Let’s  build  PR  bridge.s — not 
batter  them  down ! — PR  Doctor 
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WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


President — 

Mrs.  Thomas  N.  Hunnicutt,  Jr.,  Newport  News 


President-Elect Mrs.  K.  W.  Howard,  Portsmouth 

Treasurer Mrs.  Wm.  C.  Barr,  Richmond 

Recording  Secretary Mrs.  Lee  S.  Ligcan,  Irvington 


Corresponding  Secretary — 

Mrs.  F.  a.  Carmines,  Newport  News 
Publication  Chairman — 

Mrs.  Robert  H.  Detwiler,  Arlington 

News  from  Auxiliaries. 

Southwestern  Virginia 

The  \\'onian's  .Auxiliary  to  the  Southwestern  Vir- 
ginia Medical  Society  met  at  the  Lincoln  Hotel,  Ma- 
rion, .April  16,  with  thirty  members  present.  The  new 
president.  Mrs.  James  I*.  King,  Radford,  presided. 
Following  the  reading  of  the  Auxiliary  Creed,  Mrs. 
\\’illis  Sprinkle,  president  of  the  Sm}  th  County  .Aux- 
iliary, welcomed  the  visitors  with  Mrs.  C.  G.  Fox, 
Jr.,  Pulaski,  giving  the  response. 

The  usual  business  was  transacted  and  reports  of 
committees  given.  Mrs.  King  explained  the  goal — 
“Every  .Auxiliary  a Contributor” — of  the  .American 
Medical  Education  Foundation.  Contributions  were 
made  to  this  fund  and  to  the  Leigh-Hodges-Wright 
fund.  Airs.  Kalford  W.  Howard,  President-elect, 
\\’oman‘s  .Auxiliary  to  The  Aledical  Society  of  Ahr- 
ginia  gave  an  interesting  and  inspiring  address  on 
“Organized  Loyalty”. 

Following  the  meeting  members  of  the  auxiliary 
were  guests  of  the  Smyth  County  .Auxiliary  on  a 
tour  of  the  Southwestern  State  Hospital  and  a tea 
before  joining  the  physicians  of  the  Society  for  a 
sccial  hour  and  banquet  at  the  Lincoln  Hotel. 

-Ada  Lee  Coates,  Secretary 
(AIrs.  Joseph  Co.ates) 

.Arlington 

On  the  Fashion  Show  sponsored  by  the  Auxiliary 
on  Alarch  10,  a profit  of  $631.05  was  realized.  It  is 
planned  to  add  this  to  the  $700  given  the  Arlington 
Hospital  last  year  to  go  toward  the  purchase  of  a 
Doctor’s  “Call  Board”  for  the  Hospital. 

.Arlington  physicians  were  remembered  on  National 
Doctor's  Day  when  members  of  the  .Auxilian’  pre- 
sented each  doctor  with  a red  carnation  boutonniere. 
Airs.  Sigmund  Newman,  chairman  of  the  project,  en- 


tertained members  of  the  .Auxiliary  with  a coffee-fest 
prior  to  distributing  the  flowers. 

Richmond 

For  the  .second  part  of  our  “Doctor’s  Day”  ob- 
servance, we  gave  sample  drugs  to  the  Ret.eat  for 
the  Sick  and  Sheltering  .Arms  Hospitals  on  “Doctor’s 
Day”,  Alarch  the  30th. 

Airs.  Russell  Snead  and  her  committee  did  a won- 
derful job  collecting  and  separating  the  sample 
drugs.  It  was  estimated  that  we  gave  approximately 
$5,000.00  worth  to  Sheltering  .Arms  Hospital.  The 
amount  we  gave  to  Retreat  for  the  Sick  was  net 
estimated. 

Airs.  Alaynard  Emlaw,  our  president,  arranged  for 
Polly  Datfron  to  interview  Dr.  T.  \V.  Alurrell,  Sr. 
on  her  radio  program  on  “Doctor’s  Day”.  He  speke 
cn  “.Advances  in  the  Practice  of  Aledicine”. 


.All  of  the  members  of  the  Richmond  Auxiliary 
have  been  working  for  the  past  two  months  on  our 
annual  “Benefit  Tea”,  which  was  held  at  the  home 
of  Dr.  and  Airs.  W.  Taliaferro  Thompson,  Jr.,  in 
Windsor  Farms,  on  Friday,  Alay  1st,  from  three  to 
five  o’clock.  The  tea  guests  were  invited  also  to  visit 
the  lovely  garden  of  Air.  and  Airs.  F.  H.  Reaves, 
cn  Alassie  Road  in  Windsor  Farms. 

Airs.  W.  .A.  Dashiell  was  General  Chairman;  Airs. 
William  Cox,  Ticket  Chairman;  Mrs.  L.  W.  Hulley, 
Jr.,  .Arrangements  Chairman;  Airs.  Hunter  Jackson, 
Hostess  Chairman;  Airs.  T.  AA'.  Alurrell,  Jr.,  Flow- 
ers; Airs.  AA'yndham  Blanton,  Jr.,  Tea  Table;  Airs. 
AVilliam  Spencer,  Baked  Goods  Chairman;  Mrs.  Cus- 
tis  L.  Coleman,  Refreshments  Chairman;  Airs.  AA’.  P. 
Alorrissette,  Sandwich  Chairman;  Airs.  R.  B.  Law- 
rence, Punch  Chairman;  Mrs.  George  Ritchie, 
Cookie  Chairman. 

Alembers  of  the  senior  classes  of  the  nursing 
schools  of  the  Aledical  College  of  A^irginia,  John- 
ston-AA'illis,  Stuart  Circle,  St.  Luke’s,  St.  Elizabeth’s, 
and  Grace  Hospitals  were  invited  to  attend  the  tea  as 
special  guests  of  the  .Auxiliary.  The  exact  amount 
cleared  on  the  tea  will  be  reported  later. 

AA^e  furnished  28  volunteers  to  man  cne  of  the 
Richmond  Chapter,  American  Cancer  Society  Booths 
in  a local  department  store,  .April  the  20th  through 
the  25th. 

Janet  F.  Cole m. an  (AIrs.  Custis  L.) 

President-elect 
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Xorthampton-Accomac 

'I’he  Auxiliary  held  its  annual  spring  meeting  at 
the  home  of  Mrs.  Joseph  E.  Gladstone  at  Exmore  on 
April  14th,  with  fourteen  members  present.  The 
meeting  was  opened  with  The  Lord’s  Prayer  by  the 
vice-president,  Mrs.  E.  E.  Mihalyka,  in  the  absence 
of  the  president,  INIrs.  John  R.  Hamilton.  Minutes 
of  the  January  meeting  were  read  by  the  secretary, 
Mrs.  H.  L.  Denoon,  Jr.,  and  Mrs.  John  Rogers 
Map]),  treasurer,  gave  her  report.  These  were  ac- 
cepted. Mrs.  IMihalyka  gave  a short  history  of  the 
units  of  the  auxiliary,  and  their  functions. 

talk  on  the  magazine  “Today’s  Health”  was 
given  by  ^Irs.  Holland  Trower.  This  magazine, 
which  is  the  publication  of  the  American  IMedical 
.Association,  gives  non-technical  authoritative,  easy 
to  read  articles  published  monthly  by  the  .A.INE.A., 
which  help  to  set  the  nation’s  health  standards. 

Mrs.  J.  Fred  Edmonds  gave  a talk  on  the  Bulletin 
of  The  Woman’s  .Auxiliary  which  gives  news  of  the 
workings  of  the  .Auxiliaries  to  the  .A.M..A.  Reports 
of  the  National  and  State  Conventions,  .Auxiliaries’ 
activities,  and  anounced  the  Convention  of  the  .Amer- 
ican Medical  .Association  and  The  AA’oman’s  .Aux- 
iaries  to  be  held  in  New  York  City  on  June  1st  to 
5th. 


Mrs.  John  R.  Mapp  then  gave  a moving  and  dra- 
matic history  of  the  o})eration  on  the  pioneer  woman, 
Jane  Todd  Crawford,  of  Rockbridge  County,  in  the 
year  1800,  for  the  removal  of  a 15  lb.  tumor,  on 
Christmas  Day,  by  Dr.  Ephraim  McDowell.  The 
townspeople  were  violently  opposed  to  the  operation, 
and  gathered  in  protest  and  were  preparing  to  hang 
the  doctor  should  the  patient  die.  The  operation  was 
very  successful,  and  was  the  most  important  in  the 
history  of  surgery,  and  IMrs.  Crawford  lived  to  be 
79  years  old. 

The  .Auxiliary  voted  to  give  twenty  dollars  towards 
the  Cancer  Control  fund — ten  dollars  for  .Accomac 
County  and  ten  dollars  for  Northampton. 

The  meeting  adjourned,  and  the  auxiliary  will  be 
the  guests  of  Dr.  and  Mrs.  John  R.  Hamilton  in  July 
at  their  farm  “Endview”.  This  meeting  will  be 
a joint  meeting  of  the  Doctors  and  their  wives,  and 
the  State  president  of  The  Woman’s  .Auxiliary  will 
lie  invited  to  attend.  This  meeting  will  also  honor 
“Doctor’s  Day”. 

.After  the  business  meeting,  the  members  enjoyed 
a delightful  tea  and  social  hour. 

C.-^THERiNE  R.  Trower  (Mrs.  Holl.xnd) 
Chairman,  Press  and  Publicity 


BOOKS 


From  The  Workshop  of  Discoveries.  By  OTTO 
LOEWI,  Research  Professor  of  Pharmacology,  New 
York  University  College  of  Medicine.  Porter  Lec- 
tures, Series  19.  University  of  Kansas  Press, 
Lawrence,  1953.  62  pages.  Cloth.  Price  $2.00. 

Operative  Gynecology.  By  RICHARD  W.  Te  LINDE, 
Professor  of  Gynecology,  Johns  Hopkins  University 
and  Chief  Gynecologist,  Johns  Hopkins  Hospital. 
Second  Edition.  J.  B.  Lippincott  Company,  Phil- 
adelphia. 1953.  xxiv-902  pages.  409  figures  and  7 
color  plates.  Cloth.  Price  $20.00. 

The  Conception  of  Disease.  Its  History,  Its  Versions 
and  Its  Nature.  By  WALTER  RIESE,  M.D.,  Rich- 
mond, Virginia.  Philosophical  Library,  New  York, 
1952.  120  pages.  Cloth.  Price  $3.75. 

This  book  is  born  of  an  intimate  knowledge  of 
medical  history  and  of  philosophy,  acquired  by  the 
author  during  his  many  years  of  research  and  teach- 
ing activity  in  neurology  and  the  historv'  of  medicinei. 
-Although  each  period  of  civilization  formed  its  own 
particular  conception  of  disease  based  upon  its  jire- 


vailing  philosophy,  the  preceding  conceptions  never 
completely  passed  out  of  existence.  They  were  either 
integrated  into  the  newer  conception  or  continue  to 
exist  side  by  side  with  it.  Thus  the  growth  of  our 
present  day  conceptions  of  disease  started  in  Greek- 
Roman  culture  and  were  influenced  by  all  major 
developments  in  civilization.  “The  modern  physician 
trying  to  make  a diagnosis  proceeds  in  the  same  way 
and  uses  the  same  intellectual  avenues  as  his  Roman 
forerunner.”  AA’hat  has  been  added  are  mainly  per- 
fections in  techniques  and  clarifications  of  certain 
issues.  The  rise  of  anatomy  in  the  Renaissance  gave 
full  significance  to  regional  aspects,  the  rise  of  pa- 
tholog}'  in  the  18th  century  emphasized  the  lesions, 
and  bacteriolog}"  finally  widened  the  etiological  as- 
pects. Not  only  the  historical-philosophical  origin 
of  the  various  conceptions  of  disease  are  discussed 
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by  the  author,  but  also  their  justifications,  uses,  and 
limitations.  More  than  100  footnotes  and  a carefully 
prepared  index  increase  the  value  of  this  book,  which 
contains  numerous  provocative  thoughts  for  every 
physician  with  some  philosojihical  or  historical  in- 
terests. 

E.F. 

Textbook  of  Surgery.  Edited  by  H.  F.  MOSELP3Y, 
M.A.,  D.M.,  M.Ch.  (Oxon),  F.A.C.S.,  F.R.C.S. 

(Eng.),  F.R.C.S.  (C),  Assistant  Professor  of  Sur- 
gery, McGill  University;  Associate  Surgeon, 
Royal  Victoria  Hospital,  Montreal,  Canada.  With 
Foreword  by  G.  Gavin  Miller,  M.D.,  C.M.,  M.Sc. 
F.R.C.S.  (C),  F.A.C.S.,  Chairman  of  the  Surgical 
Department,  McGill  University;  Surgeon-in-Chief, 
Royal  Victoria  Hospital.  St.  Louis,  The  C.  V. 
Mosby  Company.  1952.  xxi-896  pages.  With  460 
Text  Illustrations  and  46  Color  Plates.  Cloth.  Price 
$15.00. 

'I'his  book  repre-sents  an  integration  of  materials 
presented  visually  by  its  many  excellent  color  plates 
and  diagrams,  and  descriptively  by  its  brevity  and 
precision  of  written  word.  It  is  apparently  organized 
to  assist  the  medical  student  in  his  study  of  surgery 
and  while  he  is  interning.  Hence,  it  does  not  serve 
as  a technical  reference  for  the  skilled  surgeon.  The 
authors  have  provided  valuable  correlations  of  the 
study  of  surgery  with  anatomy,  physiology,  and 
pathology  and  “nudges”  the  student  to  desire  more 
detailed  information  about  the  subjects  discussed. 

S.E.F. 

The  Low  Fat  Diet  Cook  Book,  By  DOROTHY  MYERS 
HILDRETH  and  EUGENE  A.  HILDRETH,  M.D. 
Introduction  by  Francis  C.  Wood,  M.D.  Medical 
Research  Press,  New  York.  1952.  xi-148  pages. 
Cloth.  Price  $2.95. 

This  specialized  cook  book  was  written  by  a dieti- 
tain  and  a doctor  especially  for  the  patient  on  a low 
fat  diet.  It  should  prove  helpful  to  all  such  patients, 
if  the  cost  of  meals  is  not  a proh  bitive  factor,  and 
it  will  be  of  interest  to  dietit.ans  and  nutritionists 
working  with  out-patients. 

A basic  low  fat  diet  containing  25-35  grams  fat 
is  outlined.  Easy  to  follow  directions  are  given  on 
how  to  adjust  the  fat  to  a lower  (or  higher)  level 
if  the  doctor  so  ordered.  How  to  decrease  the  choles- 
terol content  of  the  diet  is  also  discussed  as  well  as 
valuable  suggestions  for  increasing  or  decreasing  total 
daily  caloric  intake  while  still  keeping  the  fat  at  a 
set  amount. 

The  outstanding  feature  of  the  book  is  the  variety 
it  offers  to  a low  fat  diet  through  its  200  recipes. 
These,  on  the  whole,  are  excellent,  as  are  the  menus. 


and  give  so  many  interesting  food  combinations. 
Herbs,  wines  and  siiices  have  been  used  occasionally, 
changing  ordinary  types  of  dishes  into  ones  with 
special  appetite  apjieal.  For  patients  who  are  not 
allowed  mineral  oil  salad  dressings,  two  other  recipes 
have  been  added  which  would  be  tasty  substitutes. 
One  suggestion  from  the  reviewer  is  that  lay  persons 
who  are  to  use  this  book  be  told  to  measure  butter 
(when  allowed)  in  standard  teaspoons  rather  than 
to  guess  at  a “standard  pat”. 

It  is  gratifying  in  this  day  of  fad  diets  to  find 
the  authors  emiihasizing  the  use  of  necessary  foods 
each  day.  Their  menus  illustrate  this  by  meeting 
the  National  Research  Council  recommended  allow- 
ances for  nutrients. 

E.A.L.  AND  E.M.B. 

The  Literature  on  Streptomycin,  1944-1952.  By  SEL- 

MAN  A.  WAKSMAN,  Institute  of  Microbiology, 

Rutgers  University,  Rutgers  University  Press,  New 

Brunswick,  New  Jersey.  1952.  xii-553  pages.  Cloth. 

Price  $5.00. 

Here  is  a bibliography  of  interest  and  value  to  the 
investigator  as  well  as  to  the  clinician.  The  impor- 
tance of  the  subject  treated  is  evidenced  by  the  fact 
that  between  the  appearance  of  the  first  edition  in 
1948,  and  this  revised  edition  in  1952,  the  number  of 
references  dealing  with  Streptomycin  has  increased 
from  1200  to  nearly  6000!  The  5500  references  in- 
cluded in  this  work  are  listed  in  chronological  order. 

Various  aspects  and  uses  of  the  drug  are  mentioned 
in  the  literature  listed,  such  as  methods  of  isolation 
and  purification,  pharmacological,  chemotherapeutic 
aspects,  and  man)'  others  including  newer  uses  that 
have  been  developed. 

No  more  new  editions  of  this  bibliography  are 
planned,  but  annual  supplements  will  be  issued.  This 
revised  edition  is  a listing  as  complete  as  possilde, 
gathered  from  the  resources  of  Rutgers  Un'versity 
and  the  Medical  Department  of  Merck  & Co. 

Subject  and  author  approaches  are  provided.  Im- 
provements are  needed  in  the  indexes  as  some  joint 
author  have  been  omitted,  and  some  items  are  not 
approached  through  either  index. 

Due  to  the  inclusion  of  background  articles,  and 
of  articles  that  deal  with  other  antibiotics  as  well, 
this  bibliography  may  be  used  in  a limited  way  for 
antibiotic  literature.  This  work  should  lie  welcomed 
as  a contribution  toward  bibliographic  organization. 

S.M. 
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EDITORIAL 

The  Physician’s  Responsibility  in  the  Early  Diagnosis 
And  Treatment  of  Cancer  of  the  Lung 

The  frequency  of  cancer  of  the  lung  has  increased  until  now  it  comprises  10  per  cent 
of  all  cancers  and  in  many  institutions  represents  the  commonest  malignancy  seen 
in  the  male  sex. 

I'he  medical  profession  has  failed  to  achieve  a high  percentage  of  success  in  the  earl}' 
recognition  of  cancer  of  the  lung.  It  is  necessary  to  stress  the  tragic  delay  of  eight  to 
twelve  months  existing  between  the  onset  of  frank  symptoms  and  definitive  therapy. 
The  physician  and  specialist  are  responsible  for  considerably  more  than  50  per  cent 
of  this  delay.  The  patient  himself  is  less  culpable  than  the  medical  profession. 

Until  some  better  means  of  therapy  is  available  surgery  offers  the  only  hope  of  cure 
for  patients  with  pulmonary  cancer.  \\'hat  is  the  present  situation  as  regards  the 
surgical  treatment  of  carcinoma  of  the  lung?  At  least  30  per  cent  of  patients  are  hope- 
lessly inoperable  when  first  seen.  An  additional  30  per  cent  are  hopefully  explored 
by  an  optimistic  surgeon  but  the  lesions  cannot  be  resected.  In  only  40  per  cent  of  the 
total  number  of  patients  seen  can  the  cancer  be  resected,  and  of  these  lesions  only  half 
or  20  per  cent  can  be  considered  localized  lesions  with  a good  prospect  of  cure.  The 
five  year  survival  rate  of  the  entire  group  is  under  10  per  cent.  The  five  year  survival 
rate  of  the  resected  group  is  between  15  and  20  per  cent.  The  five  year  survival  rate 
of  the  resected  group  with  localized  lesions,  however,  will  exceed  40  per  cent. 

Early  diagnosis  offers  the  best  means  of  improving  the  present  results  of  surgical 
treatment.  To  a limited  extent  the  layman  can  be  educated  to  appreciate  the  early 
s}mptoms  of  cancer  of  the  lung.  The  greatest  room  for  improvement,  however,  lies 
within  the  medical  profession.  The  age  of  specialization  has  not  yet  corrected  our 
deficiencies.  One  surgeon  reports  a longer  lag  period  now  than  five  years  ago  and  a 
two  to  three  months  longer  delay  for  private  than  for  ward  patients.  This  discouraging 
fact  has  probably  resulted  from  attempts  by  the  physician  or  specialist  to  obtain  positive 
proof  of  cancer  before  submitting  a cancer  suspect  to  surgery.  Exploratory  thoraco- 
tomy is  the  most  accurate  means  of  making  a diagnosis  and  far  safer  than  waiting  until 
proof  can  otherwise  be  obtained  and  the  cancer  is  hopelessly  advanced. 

.Although  the  peak  incidence  of  cancer  of  the  lung  occurs  in  the  sixth  and  seventh 
decades,  it  is  quite  common  in  the  fifth  decade  of  life  and  by  no  means  rare  in  the  fourth 
decade.  Thus  the  young  individual  becomes  a suspect  also.  Although  the  susceptibility 
of  the  male  sex  exceeds  that  of  the  female  by  fifteen  to  one,  this  percentage  can  never 
be  u.red  as  a basis  for  excluding  carcinoma  of  the  lung  in  the  female. 

Until  a suitable  chemical  test  can  Ire  developed,  the  greatest  hcpe  for  early  diagnosis 
in  cancer  of  the  lung  lies  in  mass  survey  studies  by  roentgenolog}’.  This  is  a relatively 
cheap  and  effective  means  of  detecting  cancer  suspects.  One  in  every  ten  thousand  so 
studied  has  harbored  a silent  lung  cancer.  Where  surgical  therapy  was  sought  without 
delay  almost  100  per  cent  of  these  lesions  have  proved  resectable  and  approximately 
70  per  cent  have  been  found  localized  with  good  prospects  of  cure  at  the  time  of  resec- 
tion. Too  often,  however,  such  lesions  have  been  shrugged  off  or  the  patient  told  to 
return  in  six  weeks  for  another  roentgenogram.  Such  a policy  has  no  justification  If 
cancer  is  suspected  on  the  original  film,  even  though  histologic  proof  by  bronchoscopy 
or  bronchial  secretions  is  lacking,  exploration  is  indicated. 

In  most  early  silent  cancers  of  the  lung  discovered  by  roentgenograpliy,  the  so-called 
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‘‘coin"  lesion  is  observed.  Such  a lesion  closely  resembles  a tuberculoma,  a chondroma 
or  hamartoma,  a fluid  containing  cyst,  or  a metastatic  lesion.  In  almost  all  such  cases 
bronchoscopy  will  be  negative.  With  expert  help,  with  careful  collection  of  bronchial 
secretions,  and  with  industrious  search  a positive  diagnosis  can  be  made  from  cancer 
cells  in  the  bronchial  secretions  in  50  per  cent  of  these  early  lesions.  Such  facilities 
are  not  often  available.  At  least  three  specimens  of  bronchial  washings  or  sputum  must 
Ire  submitted  to  the  pathologist.  It  is  im])ortant  to  emphasize  that  negative  results  have 
no  value.  The  negative  patients  remain  cancer  suspects  and  exploratory  thoracotomy 
must  be  utilized  for  diagnosis.  Attempted  biopsy  by  needle  aspiration  is  definitely  con- 
traindicated. A negative  result  means  nothing;  a positive  result  means  a very  real 
danger  of  implantation  of  cancer  cells  along  the  needle  track  or  in  the  chest  wall,  or 
possible  embolization  through  the  blood  stream.  Needle  biopsy  should  be  reserved  for 
olrviously  inoperable  cases  in  which  a histologic  diagnosis  is  necessary  to  guide  pallia- 
tive therapy. 

At  thoracotomy  the  surgeon  can  make  the  diagnosis  by  local  or  segmental  resection 
with  a minimal  sacrifice  of  lung  tissue  in  the  case  of  a benign  lesion  and  with  the 
institution  of  appropriate  resection  for  the  malignant  lesion. 

K.ejietitious  x-ray  studies  to  determine  whether  a lesion  enlarges  have  no  justification. 
If  x-ray  study  indicates  enlargement  of  the  lesion  after  six  weeks  or  after  six  months, 
much  valuable  time  has  been  lost.  If  the  lesion  fails  to  enlarge  on  the  roentgenogram 
no  important  additional  information  has  been  gained,  since  it  has  been  clearly  shown 
that  some  pulmonary  cancers  remain  apparently  inactive  by  roentgenographic  evalua- 
tion for  months  or  even  ) ears.  The  decision  to  operate  or  not  to  operate  should  be  made 
on  the  basis  of  the  original  investigation. 

From  time  to  time  asymptomatic  patients  are  said  to  refuse  surgery.  Under  such 
circumstances  we  believe  that  it  is  the  professional  duty  and  moral  obligation  of  the 
first  consulting  physician  after  his  initial  diagnostic  studies  to  apprize  the  patient  of 
the  possibility  of  cancer  of  the  lung  and  to  urge  proper  therapy.  Too  often  the  re- 
morseful patient  is  later  heard  to  say,  “But  I was  only  told  I had  a tumor  or  a shadow 
in  the  lung,”  or,  “I  was  told  to  come  back  in  six  weeks  but  I felt  fine  and  didn’t  return.” 

If  uncertainty  still  exi.sts  after  all  appropriate  diagnostic  studies  have  been  utilized 
including,  if  necessary  bronchoscopy,  cystolog}’,  bacteriology  and  special  roentgenog- 
raphy with  laminography  or  bronchography,  exploratory  thoracotomy  should  not  be 
postponed. 

Cancer  of  the  lung  is  a great  mimic  and  masquerades  under  many  guises. 

Cancer  of  the  lung  frequently  eludes  the  physician  under  the  guise  of  pulmonary 
infection.  This  is  usually  due  to  complete  or  partial  obstruction  by  tumor  of  the 
bronchus  to  a segment  or  lobe.  Partial  or  complete  regression  of  pneumonitis  may 
I ccur  under  antibiotic  therapy  and  cause  the  physician  to  overlook  the  underlying  cause 
of  the  pulmonary  infection.  Or  bronchiectasis  demonstrable  by  lipiodol  studies  may 
be  accepted  as  the  primary  disease.  “Virus”  pneumonia  is  carcinoma  of  the  lung 
until  proved  otherwise.  Chronic  unresolved  pneumonitis  does  exist  but  this  cannot 
I e accepted  as  the  primary  etiology  until  carcinoma  of  the  lung  has  been  ruled  out. 
The  failure  of  any  undiagnosed  pulmonary  infiltrative  process  to  resolve  after  three 
weeks  of  antibiotic  therapy  is  sufficient  indication  for  bronchoscopy  and  other  diag- 
nostic studies,  leading,  if  necessary,  to  exploratory  thoracotomy. 

The  underlying  cause  for  an  empyema  should  always  be  sought.  Empyema  follow- 
ing lobar  pneumonia  is  extremely  rare  today.  Empyema  may  result  from  a lung  ab- 
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scess,  l)roiichiectasis,  from  tlie  rupture  of  a tuberculous  focus,  or  from  infection  in 
a lung  distal  to  an  obstructed  bronchus.  Empyema  resulting  from  pneumonitis  second- 
ary to  obstruction  by  carcinoma  is  a not  infrequent  occurrence.  Bronchoscopy  should 
be  advised  if  the  slightest  uncertainty  exists  regarding  the  cause  of  the  empyema.  Per- 
sistence of  densities  in  the  lung  field  after  adequate  treatment  of  the  emp}’ema  should 
arouse  immediate  suspicion. 

Carcinoma  of  the  lung  may  necrose  centrally  and  simulate  lung  abscess.  Usually 
the  wall  of  a necrosing  tumor  will  appear  thicker  than  that  of  a pyogenic  abscess  and 
the  inner  layer  of  the  wall  irregular  and  somewhat  ragged.  However,  this  differentia- 
tion is  not  universally  reliable. 

Carcinoma  of  the  lung  often  mimics  tuberculosis.  It  is  often  impossible  to  differen- 
tiate a small  peripheral  carcinoma  from  a tuberculoma.  Other  confusing  situations 
involving  cavitation  are  encountered.  A pyogenic  abscess  cavity  distal  to  a neoplastic 
obstruction  of  a bronchus  may  closely  resemble  a tuberculous  cavity.  A decrease  in 
the  size  of  the  cavity  on  antibiotic  therapy  may  lead  to  further  confusion.  The  finding 
of  a negative  sputum  in  a patient  with  an  open  cavity  should  excite  further  inquiry. 

The  coincidental  occurrence  of  carcinoma  and  tuberculosis  all  too  often  leads  to  a 
fatal  delay.  Active  tuberculosis  is  being  seen  more  frequently  in  the  older  age  group. 
Carcinoma  may  cause  reactivation  of  a (juiescent  lesion  or  erosion  into  a tuberculous 
focus.  Thus  one  must  remain  alert  to  the  possibility  of  a cancer  of  the  lung  even  in 
the  presence  of  a positive  sputum  for  tuberculosis. 

.\rtliralgia  may  present  as  the  initial  symptom  of  cancer  of  the  lung.  This  often 
leads  to  a presumptive  diagnosis  of  rheumatoid  or  degenerative  arthritis  with  a result- 
ing lapse  of  many  months  before  a chest  film  reveals  the  true  cause  of  the  arthralgia. 
Clubbing  may  or  may  not  be  observed  in  conjunction  with  the  arthralgia. 

The  wheeze  resulting  from  an  intrabronchial  mass  partially  obstructing  a major 
bronchus  has  too  often  been  labeled  a manifestation  of  bronchial  asthma.  Careful 
auscultation  will  permit  unilateral  localization  and  serve  to  differentiate  the  two  con- 
ditions. 

Onset  of  persistent  cough  or  change  in  the  character  of  a previous  “cigarette"  cough, 
even  in  the  absence  of  any  other  symptoms,  should  prompt  careful  investigation. 

If  cancer  of  the  lung  is  to  be  diagnosed  early,  an  extremely  high  index  of  suspicion 
must  be  maintained  by  the  physician. 

L.H.B. 


First  Western  Hemisphere  Conference  of  the 
. World  Medical  Association 

During  the  week  of  April  21-25,  Richmond  earned  for  itself  an  enviable  place 
on  the  medical  map  of  the  Western  Hemisphere.  It  was  the  locale  of  the  First 
Western  Hemisphere  Conference  of  the  World  Medical  Association.  We  started  to 
say  “host”  but  that  is  not  strictly  correct  for  the  A.  H.  Robins  Company,  Inc.,  furnished 
a quarter  of  a million  dollars  to  provide  for  expenses  of  the  delegates  and  their  en- 
tertainment. Their  excuse,  if  excuse  be  necessary,  was  that  they  were  celebrating  their 
own  seventy-fifth  anniversar\’  and  their  moving  into  a fine  new  plant. 

“Seventy-five  years”  was  the  theme  of  the  meeting.  Each  State  in  the  Union  was 
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represented  by  a doctor  who  was  seventy-five  years  old,  who  was  nominated  by  the 
Governor  of  his  State  upon  the  invitation  of  Governor  Battle.  They  came  as  guests 
of  the  Conference  and  added  much  to  the  general  interest  of  the  meeting.  The  papers 
and  jninel  discussions  all  treated  of  the  advances  in  medicine  in  the  past  seventy-five 
vears.  'I'hese  papers  will  lie  gathered  into  a volume  entitled  “Seventy-Five  Years  of  Med- 
ical Progress,  1878-1953.”  There  was  no  age  test  for  the  representatives  of  the  medical 
societies  of  Canada  and  the  Latin  American  Repulfiics,  but  they  also  had  their  expenses 
j)aid.  Much  entertainment  befitting  distinguished  guests  was  provided.  There  were 
sightseeing  trips,  breakfast  meetings,  luncheon  meetings,  dinner  meetings,  a banquet, 
and  an  all  day  trip  to  ^^’illiamsburg. 

Cur  professional  brothers  to  the  South  are  great  sticklers  for  rank  and  official  recog- 
nition. Most  of  the  foreign  delegates  were  presidents  or  high  officials  of  national  or 
international  societies  in  their  own  countries.  Secretary-General  of  the  W'orld  Medical 
•Association,  Louis  H.  Bauer,  M.D.,  presided  over  the  plenary  sessions  and  the  “Top 
Brass”  of  the  American  Medical  .Association  were  out  in  full  force.  The  talking 
talent — lectures,  panel  discussions,  etc. — was  supplied  by  professors  in  universities 
across  the  country  from  the  Atlantic  to  the  Pacific.  Governor  Battle  graciously  and 
efficiently  supplied  the  official  glamour. 

Space  does  not  permit  a detailed  notice  of  reports  on  medical  education,  social  se- 
curity, industrial  medicine,  the  exchange  of  scientific  information,  and  health  problems, 
nor  of  the  many  panel  discussions  of  important  new  work  in  the  19  areas  of  special- 
ization. Our  visitors  seemed  well  pleased  with  both  the  scientific  and  cultural  aspects 
of  the  Conference. 


Southern  Pediatric  Seminar 

The  Southern  Pediatric  Seminar  will  hold  its  33rd  annual  session  this  summer  in 
Saluda,  North  Carolina.  Two  weeks  (July  20  through  August  1)  will  be  devoted 
to  pediatrics  and  one  week  (August  3 through  8)  will  be  devoted  to  obstetrics. 

7'his  is  an  institution  of  which  doctors  in  the  south  have  a right  to  be  proud.  It  was 
founded  by  a southern  doctor,  it  is  owned  and  operated  by  southern  doctors,  and  its 
faculty  members  consist  of  outstanding  southern  physicians.  It  has  been  deemed  by 
many  the  best  postgraduate  course  in  pediatrics  and  obstetrics  available  in  the  country 
today. 

I'he  course  consists  of  lectures,  clinics,  demonstrations,  clinical  pathological  confer- 
ence. The  members  of  the  faculty  are  equally  divided  between  physicians  in  teaching 
positions  and  physicians  in  active  practice.  Ample  opportunity  is  given  for  discussions  in 
small  groups  and  for  the  answering  of  questions.  Every  effort  is  made  to  give  the  general 
practitioner  the  material  and  information  which  he  needs  in  his  every  day  practice. 

7Te  course  is  fully  accredited  b}'  the  American  Academy  of  General  Practice. 

One  great  feature  of  the  Seminar  is  that  it  is  held  in  the  cooling  atmosjihere  of  the 
mountains  of  North  Carolina  and  man)'  physicians  make  of  the  occasion  a vacation 
as  well  as  a time  for  learning,  taking  their  wives  and  children  witli  them.  Provision 
is  made  for  the  housing  of  families. 

Any  general  practitioner  who  is  anxious  to  catch  up  on  what  is  new  in  the  fields  of 
pediatrics  or  obstetrics  is  urged  to  write  for  further  information  to  Dr.  D.  L.  Smith, 
Registrar,  Saluda,  North  Carolina. 
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The  Southwestern  Virginia  Medical  Society 

Held  their  Spring  meeting  at  the  Lincoln  Hotel, 
Marion,  on  .\pril  16,  under  the  presidency  of  Dr. 
Frank  A.  Farmer  of  Roanoke.  The  following  Scien- 
tific Program  was  presented: 

1.  “The  Present  Status  of  NPH  Insulin” — Dr.  Bennett 
V.  Cowan,  Bristol 

2.  “The  Management  of  Cardio-Spasm” — Dr.  Marcellus 
Johnson,  III,  Roanoke 

3.  Sy  mposium — The  Management  of  Pain — Speakers 
from  the  Department  of  Neurology  and  Psychiatry  of 
the  University  of  Virginia 

“Personality  Factors” — Dr.  David  C.  Wilson 
“The  Relations  to  The  Nervous  System” — Dr.  Cary 
G.  Suter 

“The  Use  of  Drugs  in  The  Control  of  Pain” — Dr. 
Edward  V.  Jones,  Jr. 

Following  the  Scientific  program,  a short  business 
session  was  held.  The  Society  stood  in  a body  for 
a minute  of  silence  in  honor  of  the  memory  of  Dr. 
Linwood  Keyser  and  Dr.  E.  L.  Lawrence  of  Roanoke. 
Dr.  .\ndrew  Giesen  gave  a short  report  on  Selective 
Service  and  Grievance  Committee  and  Dr.  J.  T. 
Sho waiter  reported  on  the  Public  Relations  Com- 
mittee. A motion  was  made  by  Dr.  H.  M.  Hayter 
of  .\l)ingdon,  in  expression  of  professional  respect 
of  the  Society  of  Dr.  T.  K.  McKee  of  Saltville, 
who  has  concluded  54  years  of  service  to  the  medical 
profession  and  to  his  community.  It  was  moved  and 
seconded  that  his  name  be  placed  before  The  Med- 
ical Society  of  \’irginia  for  the  honor  of  the  prac- 
titioner of  the  year.  The  membership  committee 
presented  the  names  of  twelve  physicians  who  were 
elected  to  membership. 

The  meeting  was  adjourned  until  7 :00  P.M.,  at 
which  time  Dr.  Richard  L.  Masland,  Department 
of  Psychiatry  and  Neurology,  Bowman-Gray  School 
of  Medicine.  Winston-Salem,  North  Carolina,  spoke 
on  “Minor  Convulsive  Seizures  Resembling  Func- 
tional or  Visceral  Diseases.” 

James  L.  Chitwood 
Secretary-Treasurer 

Williamsburg-James  City  County  Medical 

Society. 

•At  the  September,  November  and  February  meet- 
ings of  the  Society,  several  doctors  were  admitted 
to  membership.  On  February  20,  members  and 
their  wives  or  guests  met  at  the  home  of  Dr.  and 
Mrs.  Joseph  E.  Barrett  in  Williamsburg  for  a cock- 


tail hour,  followed  by  dinner  at  Eastern  State  Hos 
pital.  .A.t  this  meeting,  the  scientific  program  was 
given  by  Dr.  W.  L.  Southworth  on  civil  defense,  and 
officers  were  elected  for  1953. 

The  Society  met  in  the  Williamsburg  Lodge  April 
18,  at  7:00  P.M.  for  dinner  followed  by  a business 
meeting. 

The  newly  elected  officers  were  installed  as  fol- 
lows: Dr.  Hugh  G.  Stokes,  Williamsburg,  Presi- 
dent; Dr.  J.  M.  Henderson,  Williamsburg,  Vice- 
President;  and  Dr.  E.  B.  Kilby,  Toano,  Secretary- 
Treasurer.  The  new  president  appointed  eight  com- 
mittees as  follows: 

Membership — Dr.  G.  L.  Jones,  chairman 
Program — Dr.  B.  T.  Painter,  Chairman 
Public  Relations — Dr.  Linwood  Farley,  Chairman 
Selective  Service — Dr.  G.  L.  Jones,  Chairman 
Grievance — Dr.  J.  R.  Tucker,  Chairman 
Fluoridation  of  Water — Dr.  H.  M.  Stryker,  Chairman 
Nominating — Dr.  Frances  E.  Wood,  Chairman 
Committee  of  Study  Constitution  of  the  Society — Dr. 

Joseph  E.  Barrett,  Chairman 

The  jj resident  expressed  the  hope  that  the  public 
will  make  known  to  the  society  any  complaint  they 
may  have  against  a physician.  This  complaint  will 
be  studied  by  the  grievance  committee. 

The  society  voted  to  have  nine  meetings  each  \ ear 
to  be  held  at  6:00  P.M.  second  Wednesday  of  each 
month  e.xcejit  June,  July  and  August.  The  meeting 
was  adjourned  to  meet  at  6 :00  P.M.  Wednesday  !May 
13  th. 

Wise  County  Medical  Society. 

-At  Hotel  Norton,  on  the  evening  of  April  8,  thirty- 
five  doctors  enjoyed  a steak  dinner  and  an  outstand- 
ing lecture  by  Dr.  George  M.  Cooper,  Professor  of 
Roentgenology  at  the  University  Hospital,  Charlottes- 
ville. This  was  illustrated  by  pictures  on  diag- 
nosis and  t;eatment  of  cancer  with  emphasis  on  x-ray 
limitation  and  diagnosis.  He  emphasized  the  im- 
portance of  careful  and  complete  histories  and 
physical  diagnoses.  Dr.  John  D.  Winebrenner,  .Area 
Aledical  .Administrator,  U.  M.  W.  A.  Welfare  and 
Retirement  Fund,  spoke  briefly.  He  will  present  our 
program  at  the  next  meeting  on  June  10th. 

The  proposed  cancer  diagnostic  clinic  was  indorsed. 
The  following  committee  was  selected  to  organize  it 
under  the  direction  of  Dr.  George  M.  Cooper:  Drs. 
Phillips,  Kirch,  Urban,  Jones,  Foust,  Shelly  and 
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Jesse.  We  enjoyed  an  interesting  picture  by  Led- 
erle. 

Drs.  J.  P.  Urban  and  C.  P.  E.  Burgwyn  were 
elected  to  membership.  Dr.  J.  M.  Suter  of  .\bing- 
don  and  Dr.  W.  R.  Jesse  of  Lebanon  were  guests. 

T.  J.  Tvdor,  Secretary-Treasurer 

The  Midtidewater  Medical  Society 

Met  at  Gloucester  C.  H.  on  .\pril  28th,  for  its 
regular  quarterly  meeting. 

A program  consisting  of  papers  relating  to  Pe- 
diatrics was  presented  by  Dr.  Paul  Hogg  whose  sub- 
ject was  “Immunizations  in  Children”.  Dr.  Ward 
Anderson  spoke  on  “Common  Dermatologic  Lesions 
in  Children”,  and  Dr.  C.  \\'.  Beaven  “Use  of  -An- 
tibiotics in  Children  Diseases.”  .All  are  of  Newport 
News. 

Dr.  Wm.  H.  Hosfield,  West  Point,  presided. 

The  next  meeting  of  the  society  will  be  held  at 
Urbanna  on  the  fourth  Tuesday  in  July. 

M.  H.  H.arris,  Secretary 


Richmond  Academy  of  Medicine. 

At  the  meeting  of  the  Academy  on  May  12,  Dr. 
C.  L.  Outland  presiding,  Dr.  Alexander  Steigman  of 
the  University  of  Louisville,  Louisville,  Kentucky, 
spoke  on  “Poliomyelitis — Current  Status  of  .Active 
and  Passive  Prophylaxis”. 

Lynchburg  Academy  of  Medicine. 

The  regular  monthly  meeting  of  the  .Academy  was 
held  on  Monday  evening,  April  13th  at  L\nchburg 
General  Hospital.  The  speaker  of  the  evening  was 
Dr.  George  Minor,  Associate  Professor  of  Thoracic 
Surgery  at  the  University  of  A'irginia,  who  spoke  on 
“Cardiac  Surgery”. 

No  business  of  importance  was  discussed  at  this 
meeting. 

The  Princess  Anne  County  Medical  Society, 
At  a recent  meeting  re-elected  Dr.  Ira  L.  Hancock 
of  Creeds  as  president,  and  elected  Dr.  James  W. 
Todd  of  A'irginia  Beach  as  secretary.  This  Society 
meets  monthly  from  September  through  May. 


NEWS 


Virginia  General  Practice  Group. 

Under  the  capable  leadership  of  Dr.  W.  Linwood 
Ball  of  Richmond  as  General  Chairman,  Friday 
evening,  May  8,  marked  the  conclusion  of  the  third 
successful  Scientific  Assembly  of  the  Virginia  .Acad- 
emy OF  General  Practice,  held  at  the  Hotel  Jef- 
ferson in  Richmond.  .A  total  of  226  physicians 
registered  for  the  three-day  Assembly,  coming  from 
West  Aurginia,  North  and  South  Carolina  and  Michi- 
gan, as  well  as  from  Virginia. 

Diabetes  and  Chest  Physicians  held  their  annual 
scientific  sessions  in  the  forenoon  and  afternoon  of 
May  6,  speakers  presenting  splendid  papers  and  pane] 
discussions.  .A  record  attendance  at  each  session  has 
encouraged  the  officers  of  the  Virginia  Diabetes  Ax- 
sociation  and  the  Virginia  Chapter,  American  College 
of  Chest  Physicians  to  consider  a continuance  of  the 
arrangements  with  the  Aurginia  .Academy  which  has 
proved  so  successful  this  year. 

There  were  forty-eight  Technical  exhibits  and  the 
Scientific  exhibits  were  also  excellent. 

On  Thursday  evening,  there  was  a cocktail  party, 
banquet  and  entertainment  with  an  address  by  Dr. 
John  S.  DeTar  of  Milan,  Michigan,  of  the  .American 
-Academy  of  General  Practice. 

.An  intere.'^ting  program  was  enjoyed  by  the  mem- 


bers of  the  AA'oman’s  .Auxiliary  for  two  days. 

Dr.  Richard  M.  Reynolds  of  Norfolk  was  the 
unanimous  choice  for  the  1954-55  President  of  the 
.Academy,  with  Dr.  John  AA'.  Davis,  Jr.  of  Lynchburg 
as  A^ice-President-Elect.  Dr.  AA^  Linwood  Ball  of 
Richmond  was  elected  to  succeed  himself  as  Secre- 
tary, with  Dr.  Carl  W.  Meador  of  Richmond  as 
Treasurer.  Elected  to  fill  the  three  places  on  the 
Board  of  Directors  which  will  become  vacant  in 
October  were — Drs.  AA'illiam  -A.  Young  of  Richmond, 
Frank  .A.  Fa’rmer  of  Roanoke  and  Charles  F.  Manges 
of  Blacksburg.  Drs.  Ira  L.  Hancock  of  Creeds  and 
B.  .A.  Hopkins  of  Stuart  were  elected  to  succeed 
themselves  as  Delegate  and  .Alternate,  respectively, 
to  the  Congress  of  Delegates  of  the  .American  .Acade- 
my of  General  Practice  for  a term  of  two  years. 

The  1954  Annual  Scientific  .Assembly  will  be  held 
in  Richmond  during' the  first  week  in  May  and  the 
Hotel  Jefferson  was  again  selected  as  the  meeting 
place. 

H.M.S. 

Scientific  Exhibits  for  Roanoke  Meeting. 

The  Scientific  Exhibit  Committee  of  The  Medical 
Society  of  Afirginia  is  now  receiving  applications  for 
space  at  the  annual  meeting  in  Roanoke,  October 
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18-21.  The  scientific  exhibits  have,  in  the  past, 
formed  a most  significant  part  of  the  Society’s  scien- 
tific sessions,  and  the  committee  is  particularly  in- 
terested in  exhibits  of  a scientific  or  teaching  nature 
that  would  appeal  to  the  general  practitioner.  All 
members  having  material  of  interest  should  apply  for 
space  and  it  is  hoped  they  may  ask  for  a minimum 
space  that  could  serve  their  purpose. 

-Applications  should  be  made  on  forms  furnished  by 
the  Society.  Write  Dr.  .Allen  Barker,  603  Aledical 
-Arts  Building,  Roanoke,  A'irginia,  for  these  and  re- 
turn them  to  him  when  completed.  -Applications  must 
be  in  by  Tul}'  1st. 

Action  of  A^irginia  State  Board  of  Medical 

Examiners  Upheld  By  Court. 

As  a warning  to  others  who  might  apply  for  license 
in  A'irginia  to  practice  medicine  when  they  do  not 
comply  with  the  requirements  exacted  by  the  State 
Board  of  Aledical  Examiners,  it  is  interesting  to  note 
that'  the  circuit  court  of  Fairfax  County  recently 
upheld  the  action  of  the  Board  in  refusing  reciprocity 
or  endorsement  to  a graduate  of  Aliddlesex  Univer- 
sity School  of  Medicine,  a school  not  properly  reg- 
istered with  the  State  Board  of  Education  of  Ahrginia 
as  maintaining  a standard  satisfactory  to  that  Board. 

Joint  Meeting. 

The  A'irginia  Society  and  the  AA'est  A'irginia  .Aca- 
demy of  Ophthalmology  and  Otolar)’ngolog)"  held  a 
joint  meeting  at  the  Homestead,  Hot  Spring,  A'a., 
May  3,  4,  and  5.  The  two  organizations  furnished 
an  e.xcellent  program  and  the  social  features  were 
most  enjoyable.  Separate  business  sessions  were 
held  by  the  two  on  Sunday  evening  and  other  business 
meetings  at  a time  not  to  conflict  with  the  profes- 
sional program.  Dr.  .A.  D.  Alorgan  of  Norfolk  and 
Dr.  Melvin  K.  McGehee  of  Huntington,  AA'.  A'a., 
divided  the  honors  in  presiding. 

-At  the  last  business  session.  Dr.  Peter  N.  Pastore 
of  Richmond  succeeded  to  the  presidency  of  the 
A'irginia  Society.  Dr.  G.  Slaughter  Fitz-Hugh 
(former  secretary),  Charlottesville,  was  named  pres- 
ident-elect; Dr.  H.  L.  Mitchell,  Lexington,  vice- 
president;  and  Dr.  L.  Benjamin  Sheppard,  Rich- 
mond, was  selected  as  secretary-treasurer. 

The  Neuropsychiatric  Society  of  A/^irginia 

Held  its  Spring  meeting  at  AA'estbrook  Sanatorium, 
Richmond,  on  .April  1.  The  program  included  the 
presentation  of  five  papers  as  follows: 

“Suicide — Evaluation  of  the  Threat” — Dr.  Richard  \V. 

Garnett,  Jr.,  Charlottesville 
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“Homicide — Evaluation  of  the  Threat” — Dr.  Joseph  R. 
Blalock,  Marion 

“Shock  Therapy — An  Out-Patient  Discussion” — Dr.  J. 
J.  Hladys,  Richmond 

“Drug  Therapy — The  Choice  in  Disturbed  Psychiatric 
Patients” — Dr.  Thomas  F.  Coates,  Richmond 

“Emergency  Commitment — The  Application  and  Choice 
of  Patients” — Dr.  Joseph  E.  Barrett,  Richmond 

-At  this  time  the  new  officers  for  1953-54  were 
elected  and  are  as  follows:  Dr.  Frank  Strickler, 
President;  Dr.  Granville  L.  Jones,  A'ice-President; 
and  Dr.  R.  W.  Garnett,  Jr.,  Secretary-Treasurer. 
Drs.  Frank  Curran  and  J.  R.  Saunders  are  members 
of  the  Executive  Committee. 

Granville  L.  Jones, 

Retiring  Secretary-Treasurer. 

Dr.  R.  C.  Longan, 

Richmond,  was  elected  president  of  the  Memorial 
Guidance  Clinic,  Richmond,  at  the  annual  meeting 
of  the  board  of  directors  at  its  meeting  the  middle  of 
-April.  Dr.  Rex  Blankinship  and  Dr.  AA'.  T.  Thomp- 
son were  re-elected  to  the  board  of  directors  for  a 
term  of  three  years. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, 

Roanoke,  has  just  completed  the  Twenty-Sixth 
-Annual  Refresher  Course  in  Ophthalmology  and 
Otolaryngology.  There  were  about  three  hundred 
doctors  in  attendance.  Forty-five  states  were  repre- 
sented including  Canada  and  several  foreign  coun- 
tries. 

The  Twenty-Seventh  -Annual  Spring  Congress  will 
be  held  from  -April  5 to  -April  10,  1954. 

Correction. 

Kaufman,  AAhlliam  H. : Vioform — Its  Use  In  Der- 
matological Therapy,  A’irginia  Medical  Monthly 
80:222  (.April)  1953.  The  second  paragraph  should 
read:  -Although  the  preparation  has  been  used  for 
years  by  European  dermatologists,  and  although  in- 
troduced into  dermatologic  therapy  in  this  country 
by  Sulzberger  as  far  back  as  1929,  only  a scant 
literature  has  accumulated  with  reference  to  the  use 
of  A’ioform  in  the  treatment  of  diseases  of  the  skin. 

Dr.  C.  Bruce  Morton, 

Professor  of  Surgerj'  at  the  University  of  Ahrginia 
Medical  School,  Charlottesville,  addressed  an  open 
staff  meeting  of  the  Shenandoah  Hospital,  Roanoke, 
-April  16.  His  subject  was  “Postcholecystectomy 
Symptoms  Due  to  Cystic  Duct  Remenants”  and  his 
address  was  illustrated  with  lantern  slides. 
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Your  Advertisers. 

Have  you  taken  time  to  look  over  the  advertise- 
ments in  the  Monthly?  If  not,  you  may  be  losing 
something  valuable  as  they  tell  of  many  new  prep- 
arations. and  remind  you  of  hospitals,  instruments, 
x-ray  and  other  equipment,  infant  foods,  and  many 
things  which  may  have  slipped  the  memory  of  a 
busy  doctor.  Take  time  to  look  over  the  advertising 
pages  now,  won’t  you?  You  may  find  it  as  fas- 
cinating as  ojiening  a prize  bag. 

Dr.  E.  W.  Perkins 

Of  Richmond,  participated  in  the  S}Tnposium  on 
the  complications  of  eye  surgery  at  the  Xew  York 
.\cademy  of  iSledicine  in  New  York  City  on  .April 
22,  and  presented  a jiaper  on  “The  Complications 
of  Eye  Alotility  Surger}'”. 

Dr.  Lawrence  Waring. 

In  its  January  1953  issue  of  the  ^Monthly,  there 
was  published  a short  account  of  the  career  of  Law- 
rence ^^'aring,  AI.D.,  who  lived  and  practiced  in 
Richmond  around  Civil  \\'ar  days  and  was  known 
as  “The  Physician  to  the  Poor.”  Under  date  of 
-April  4,  1953,  Dr.  William  H.  Parker  of  Richmond, 
wrote  the  author,  Dr.  J.  B.  H.  Waring,  that  he  had 
read  this  account  and  stated  further: 

“I  have  an  oil  painting  of  Dr.  Waring  which  has 
been  in  my  home  since  early  childhood.  I believe 
he  was  in  attendance  at  the  birth  of  my  sister  in 
1868.  I will  be  very  glad  to  send  this  portrait  to 
you  if  you  would  like  to  have  it.” 

Dr.  J.  B.  H.  Waring  writes  the  Monthly  that  he 
acknowledged  this  letter  and  wrote  the  Doctor  that 
he  would  be  happy  to  receive  the  portrait  of  “this 
member  of  our  clan  of  a bygone  day  whose  career 
was  a credit  to  ‘God’s  Country’  and  to  its  Medical 
Profession.  I would  like  the  Physicians  of  Virginia 
to  know  of  this  handsome  gift  by  Dr.  Parker;  and 
for  Dr.  Parker  to  know  that  this  portrait  of  Law- 
rence aring,  AI.D.  will  always  have  a place  of 
honor  in  my  care.” 

Highland  Springs  Doctor  Honored. 

Dr.  B.  Herman  Bailey  who,  for  twenty-six  years 
has  served  the  people  in  sections  of  Henrico,  New 
Kent  and  Hanover  Counties,  has  found  it  necessary 
to  cut  down  on  his  work  and  is  leaving  Highland 
Springs  for  a home  at  Yorktown  where  he  will  en- 
gage in  limited  work.  In  appreciation  of  his  serv- 
ice. the  people  of  that  community  gathered  on  May 
13th,  to  honor  him  and  his  wife  with  music,  danc- 


ing and  refreshments,  and  also  presented  the  Doctor 
with  a special  gun  cabinet  built  into  his  home  at 
Yorktown. 

Winchester  Dedicates  New  Hospital. 

On  Alay  12,  a new  ^Memorial  Hospital  was  ded- 
icated at  Winchester,  the  principal  speaker  at  the 
ceremonies  being  Dr.  Richard  J.  .Ackart,  executive 
director  of  the  Virginia  Hosi)ital  Service,  at  Rich- 
mond. The  hospital  first  opened  March  17,  1903, 
with  36  l)eds  but  with  additions  from  time  to  time, 
has  now  been  enlarged  to  300  beds.  It  is  said  to  be 
the  second  largest  community-owned  hospital  in 
Virginia. 

Dr.  Ebbe  C.  Hoff, 

Wlio  has  been  engaged  in  research  work  at  the 
Medical  College  of  Virginia,  Richmond,  plans  to  go 
to  England  this  month  to  receive  the  honorary  degree 
of  doctor  of  medicine  from  Oxford,  which  is  being 
conferred  on  the  basis  of  outstanding  medical  research 
projects.  He  received  his  medical  degree  from  the 
Royal  College  of  Physicians  and  Surgeons  of  Lon- 
don. 

Dr.  H.  Holt  Bradshaw, 

A\’inston-Salem,  N.  C.,  professor  of  surgery  at  the 
Bowman  Gray  School  of  Aledicine,  delivered  the 
annual  J.  Shelton  Horsley  ^Memorial  lecture  before 
a meeting  of  the  Richmond  -Academy  of  Medicine  on 
April  28.  He  spoke  on  “Ulceration  of  the  Stomach 
and  Duodenum”.  The  lectureship  was  established  by 
Dr.  Guy  W.  Horsley  in  1947  in  honor  of  his  father. 

Virginia  Obstetrical  and  Gynecological  So- 
ciety. 

The  Virginia  Travel  Club  of  this  Society  had  an 
outstanding  clinical  program  .April  5 to  7 on  their 
visits  to  Duke  University,  Durham,  and  the  Univer- 
sity of  North  Carolina  at  Chapel  Hill.  Operative 
clinics  and  clinicopathological  conferences  had  been 
arranged  and  enjoyable  entertainments  were  provided 
in  both  places.  The  Travel  Club  this  year  was 
composed  of  twenty-nine  members  and  six  guests. 

Dr.  John  R.  Kight  of  Norfolk  is  this  year's  pres- 
ident of  the  Society  and  Dr.  Chester  D.  Bradley  of 
Newport  News  secretary. 

Dr.  William  A.  Brumfield,  Jr., 

First  deputy  state  commissioner  of  health  of  New 
York,  has  been  appointed  professor  and  chairman  of 
the  department  of  Public  Health  and  Preventive 
Medicine  at  State  University  College  of  Medicine  at 
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Syracuse,  N.  Y.  and  is  expected  to  assume  his  new 
duties  in  Syracuse  about  Septemlier  1st. 

A native  of  Virginia,  Dr.  Brumfield  was  graduated 
from  the  University  of  Virginia  in  1930,  and  later 
received  the  degree  of  Master  of  Public  Health  from 
the  Johns  Hopkins  University  School  of  Hygiene  and 
Public  Health.  After  public  health  service  in  sev- 
eral capacities,  he  entered  the  Army  Medical  Corps 
from  which  he  was  released  with  the  rank  of  colonel 
in  ISlarch  1946,  when  he  returned  to  the  State  De- 
partment of  Health  of  New  York. 

Dr.  Joseph  E.  Barrett, 

Williamsburg  and  Richmond,  Commissioner  of 
Mental  Hygiene  and  Hospitals  for  Virginia,  has  been 
chosen  winner  of  the  good  government  award  of  the 
Junior  Chamber  of  Commerce  because  of  the  forward 
strides  made  in  recent  years  by  the  State  hospital 
system.  This  award  is  made  annually  to  a Williams- 
burg citizen/for  outstanding  contribution  in  the  field 
of  governnient. 

The  Duke  Medical  Post-Graduate  Course 
Will  be  held  at  Duke  University,  Durham,  N.  C., 
June  22-25  inclusive.  Registration  fee  is  $25.00. 
Rooms  are  available  in  the  University  Graduate 
Dormitories  and  meals  may  be  obtained  on  the 
grounds.  Write  Director  of  Post-Graduate  Educa- 
tion, Box  3088,  Duke  Hospital,  Durham,  N.  C. 


The  first  two  days  will  be  devoted  to  discussions 
of  .Anesthesia.  There  will  be  lectures,  demonstra- 
tions and  round  table  discussions.  The  other  two 
days  will  include  general  medical  subjects,  ward 
rounds  or  visits  to  the  clinics.  In  addition  to  mem- 
bers of  the  faculty  of  the  School  of  Medicine,  the 
guest  speakers  are  Dr.  Howard  M.  .Ausherman  of  the 
Veterans  Hospital,  Durham,  and  Dr.  David  .A.  Davis, 
of  the  University  of  North  Carolina,  Chapel  Hill. 

Dr.  Weir  Mitchell  Tucker 

Was  elected  early  in  May  as  president  of  the 
Richmond  Chapter  of  the  Mental  Hygiene  Society  of 
Virginia  and  will  take  office  in  July. 

Doctor’s  Office 

For  rent  in  a professional  building,  1400  Colonial 
-Avenue,  Norfolk,  Virginia.  2nd  Floor,  4 large 
rooms,  heat  and  all  utilities  furnished.  $160  per 
month,  immediate  possession.  H.  W.  Holland  and 
Company,  506  Western  Union  Building,  Norfolk, 
Virginia.  Dial  27496  or  27704.  {Adv.) 

Wanted 

Physician  for  the  staff  of  the  Dejarnette  State  San- 
atorium, Staunton,  Virginia.  This  is  a psychiatric 
hospital  of  approximately  180-bed  capacity.  Start- 
ing salary  $8,400.00  to  $8,784.00  depending  upon 
qualifications.  Apply  to  the  superintendent.  {Adv.) 


OBITUARIES 


Dr.  Lawrence  Thomas  Royster. 

Whereas,  Lawrence  Thomas  Royster,  pioneer  pedia- 
trician, educator  and  writer,  died  at  his  residence  in 
Charlottesville,  Virginia,  January  7,  1953,  Be  It  Resolved: 

That  the  .Vlbemarle  County  Medical  Society  has  lost 
a beloved  and  highly  esteemed  member;  that  the  medical 
profession  an  able  teacher  and  clinician;  the  State  of 
Virginia  a wise  counselor  and  faithful  servant;  the  cause 
of  children  in  general  a devoted  benefactor;  and 

That  a copy  of  these  resolutions  be  spread  in  the  minutes 
of  this  Society,  and  a copy  be  sent  to  the  Secretary  of  The 
Medical  Society  of  Virginia. 

Dr.  Royster  was  born  in  Norfolk,  Virginia,  August  18, 
1874.  He  received  his  early  education  at  Norfolk  Academy 
and  later  attended  the  University  of  Virginia  where  he 
received  the  degree  of  doctor  of  medicine  in  1897.  He 
received  formal  post-graduate  training  in  New  York, 
Boston,  and  Baltimore. 

His  early  medical  experience  was  in  general  practice 
in  Norfolk,  Virginia.  He  early  became  interested  in  child 
welfare  work  and  founded  the  first  Society  for  the  Pre- 
vention of  Cruelty  to  Children  in  that  area. 

In  1923  he  was  called  to  the  University  of  Virginia  as 
Professor  of  Pediatrics  and  assigned  the  task  of  estab- 
lishing a Department  of  Pediatrics. 


Dr.  Royster  was  honored  by  membership  in  many  dis- 
tinguished societies  and  fraternities,  and  was  a charter 
member  of  the  Virginia  State  Pediatric  Society  and  for 
over  twenty-five  years  was  a member  of  the  State  Board 
of  Health,  where  he  served  well  and  faithfully. 

Because  of  failing  health  in  1942  he  retired  as  Profes- 
sor of  Pediatrics  and  Chairman  of  the  Department  of 
Pediatrics  of  the  University  of  Virginia  School  of  Medi- 
cine. His  interest  in  children  and  in  his  many  friends  in 
the  pediatric  world  never  ceased  until  his  death. 

Respectfully  submitted, 

W.  W.  Waddell,  Jr. 
McLemore  Birdsong 

Dr.  Otis  Lee  Watkins, 

Rustburg,  died  .April  28,  in  a Lynchburg  hospital. 
He  was  sixty-eight  years  of  age  and  a graduate  of 
the  Medical  College  of  Virginia  in  1907.  W'ith  the 
exception  of  a short  time,  he  had  practiced  in  Camp- 
bell County  since.  He  was  for  several  years  county 
coroner  and  served  in  the  Army  Medical  Corps  in 
World  War  I and  was  a draft  examiner  during 
World  War  II.  His  wife  and  three  children  survive 
him. 
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GUEST  EDITORIAL 


Prevention  of  Kidney  Stones:  A Challenge  to  the  Internist 

The  {lassage  of  a kidney  stone,  so  often  ushered  in  by  excruciating  pain,  and  not 
infrequentl}'  accompanied  by  bleeding,  is  usually  an  event  of  startling  importance 
to  its  victim.  If  it  does  not  take  him  forthwith  to  his  doctor,  it  leaves  an  impression 
seldom  forgotten  and  often  pathcgnomonicallv  clear  when  brought  to  light  in  a medical 
history. 

To  the  internist  who  hears  the  story,  the  immediate  problems — relief  of  jiain  and 
removal  of  the  stone  or  stones  that  may  remain — are  fairly  straightforward.  With 
one  nctalde  excejition,  stones  of  all  tyjies  may  be  readily  located  b}’  x-ray,  and  if  forced 
fluids  will  not  dislodge  them,  a surgical  colleague,  by  snare  or  incision,  can. 

Unfortunately,  the  iwoblem  often  rests  here.  The  ])atient  once  “cured”  has  little 
incentive  to  i)ay  for  expensive  laboratory  tests;  the  busy  doctor’s  attention  is  claimed  by 
more  immediate  and  pressing  problems.  This  is  regrettable  for  two  reasons.  First,  the 
investigation  of  the  cause  of  the  stone’s  formation  may  lead  the  internist  to  an  under- 
lying and  more  important  disease  not  previously  suspected.  Second,  only  by  such  an 
investigation  can  the  internist  establish  the  rationale  for  the  successful  prevention  of 
further  stones — indeed,  he  may  thus  be  enabled  to  anticipate  and  prevent  stone  forma- 
tion in  members  of  the  patient’s  family.  In  this  essay  we  propose  to  examine  Ijriefly 
the  causes  and  prevention  of  kidnev  stone  formation. 

In  general,  stone  formation  requires  three  conditions  in  the  urinary  tract:  the  presence 
of  poorly  soluble  material,  insufficient  quantities  of  water  to  keep  this  material  in 
solution,  and,  in  most,  perhaps  all  cases,  a nidus  (cells,  fibrin,  bacteria)  on  which  the 
stone  may  start.  The  last  two  conditions  favor  the  formation  of  all  types  of  stones, 
and  the  therajjeutic  and  preventive  implications — forcing  of  fluids  and  elimination 
of  infection*  are  obvious.  The  cause  and  prevention  of  the  first  will  depend  upon  the 
type  of  stone  being  formed. 

“Pure”  stones  are  composed  of  calcium  phosj)hate,  calcium  oxalate,  uric  acid,  or 
cystine.  “Mi.xed”  stones  are  most  often  composed  of  the  first  two,  but  either  of  the 
others  may  form  a nidus  on  which  calcium  salts  are  deposited. 

If  the  patient  has  a stone  in  his  possession — and  they  are  often  treasured — determina- 
tion of  its  typ)e  is  a simple  matter  for  a chemical  lal)oratory.  If  he  does  not,  a good 
x-ray^  may  provide  evidence  almost  as  good.**  Thus,  the  “snowflake”  ajipearance 
of  the  calcium  oxalate  stone,  the  lamellated  structure  of  the  calcium  phosjihate  stone, 
and  the  amor]>hous,  “waxy”  pattern  of  the  cystine  stone  may  be  readily  ascertaind  from 
“in  vivo”  roentgenograms,  whereas  the  uric  acid  stone  will  not  show  up  at  all  against 

*Permanent  eradication  of  infection,  however,  is  virtually  never  possible  until  all  stones  have 
been  removed. 

**Indeed,  an  x-ray  of  the  stone  itself  may  provide  convincing  evidence  of  its  composition. 
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the  soft  tissues.  If  a staghorn  stone  is  present,  it  is  always  either  calcium  phosjihate 
or  cystine. 

The  search  for  the  cause  of  calcium  oxalate  and  calcium  phosphate,  stones  may  lead 
tlie  internist  to  abnormalities  involving  the  patient's  bones,  his  jiarathyroid  glands,  his 
kidneys,  or  his  dietary  and  drug  habits. 

Decreased  bone  formation,  or  osteoporosis,  while  it  is  developing,  leads  to  hyper- 
calcuria  and  often  to  stones.  The  normal  serum  calcium,  phosphorus  and  alkaline 
phosphatase  and  the  presence  of  the  lamina  dura  about  the  teeth  serve  to  distinguish 
it  from  ether  metabolic  bone  diseases.  The  cause  (extensive  immobilization,  the  post- 
menopausal state,  etc.)  is  often  amenable  to  therapy. 

TDestructive  lesions  of  bone  often  lead  to  stones.  Tumor,  originating  in  marrow  or 
metastatic,  or  Paget’s  disease  may  be  evident  when  sought  for.  In  these  conditions, 
the  serum  calcium  ma}’  or  may  not  be  elevated;  the  serum  phosphorus  is  usuall)' 
normal;  the  serum  alkaline  jihosphatase  may  be  normal  (myeloma)  somewhat  elevated 
(other  tumor)  or  very  high  (Paget’s);  the  lamina  dura  is  preserved.  In  contrast, 
in  osteitis  fibrosa  cystica  resulting  from  hyperparathyroidism,  the  serum  phosphorus  is 
low  and  the  lamina  dura  lost. 

Hyper])arathyroidism  without  bone  disease,  wherein  the  serum  calcium  is  elevated 
and  the  phosphorus  is  low,  but  the  alkaline  phosphatase,  the  bones,  and  the  lamina 
dura  are  normal,  is  equally  capable  of  producing  renal  stones. 

Renal  lesions  leading  to  hypercalcuria  include  “essential  hypercalcuria”  and  “renal 
tubular  acidosis’’.  In  both,  the  serum  calcium  is  low  normal,  the  phosphorus  low. 
'I'he  serum  alkaline  phosphatase  may  be  normal  in  either,  or  elevated  in  the  latter, 
where  in  addition  the  serum  chloride  is  elevated  and  the  bicarbonate  depressed.  The  renal 
lesion  in  tubular  acidosis,  involving  as  it  does  a failure  of  acidification  of  the  urine, 
provides  a further  impetus  to  stone  formation  because  of  the  decreased  solubility  of 
calcium  jihosphate  at  high  pH.  Pyelonephritis  often  provides  conditions  unusually 
favorable  for  the  formation  of  phosphate  stones.  Besides  supphing  a nidus,  it  may 
reduce  urinary  citrate  (and  thus  increase  the  concentration  of  calcium  ions)  and,  by 
damage  to  the  renal  tubules  or  by  the  action  of  ‘urea  splitters,’  produce  a persistently 
alkaline  urine. 

.\bnormall}'  high  intake  or  absorption  of  calcium  may  lead  to  hypercalcuria,  and  thus 
to  phosphate  or  oxalate  stones.  Thus,  it  is  apparent  that  Vitamin  D in  the  therapy 
of  arthritis  and  milk  and  calcium  salts  in  the  therapy  of  ulcer  are  not  without  danger. 
In  the  latter  instance,  the  practice  of  adding  alkali  to  the  regimen  even  further  increases 
the  chances  of  stone  formation.  Finally,  calcium  oxalate  stones  may  result  from  an 
abnormally  high  content  of  oxalate  (beet  greens,  rhubarb,  spinach,  etc.)  in  the  diet. 

Uric  acid  stones  may  be  indicative  of  an  elevated  serum  uric  acid,  which  may  in  turn 
point  to  gout.  In  most  patients  with  uric  acid  stones,  however,  the  serum  uric  acid  is 
normal.  There  is  some  evidence  that  a chronic  infectious  disease,  producing  a “chronic 
alarm  reaction”  may  by  increased  destruction  of  lymphoid  tissue  predispose  to  uric 
acid  stones.  An  abnormally  high  intake  of  purine-containing  foods  (pancreas,  thymus, 
liver,  etc.)  may  lead  to  increased  urinary  uric  acid,  and  its  precipitation  as  a stone. 

Since  the  urate  ion  is  relatively  soluble,  uric  acid  stone  formation,  once  recognized, 
is  generall}'  easy  to  prevent.  One  needs  onh-  to  administer  enough  alkali  to  keep  the 
urine  neutral  or  alkaline,  to  limit  dietary  items  e.sjiecially  rich  in  uric  acid,  and,  of 
course,  to  keep  the  urine  volume  high. 

Cystine  stones  are  virtually  always  indicative  of  congenital  cystinuria,  a hereditary 
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renal  disease  in  wliich  a number  of  amino  acids  are  excreted  in  excess  and  cystine, 
being  the  least  soluI)le,  often  forms  calculi. 

Altliough  tlie  ingestion  of  methionine  (ljut  not,  surprisingly,  cystine)  increases  the 
amount  of  cystine  excreted,  this  point  is  of  little  therapeutic  importance,  owing  to  the 
omnipresence  of  methionine  in  protein  foods.  However,  since  cystine,  like  uric  acid, 
is  relatively  soluble  at  alkaline  I)H,  formation  of  cystine  stones  may  also  be  ])revented 
(indeed,  preexisting  stones  may  be  di.ssolved)  l)y  administration  of  enough  alkali  to 
keep  the  urine  neutral  or  alkaline. 

I'he  diagnosis  of  cystinuria  may  be  readily  made  by  testing  the  urine  for  cystine*; 
in  this  way  the  condition  may  be  diagnosed,  and  stone  formation  discovered  or  pre- 
vented, in  the  relatives  of  a jxitient  with  cystine  stones. 

In  summary,  the  patient  with  a kidne}’  stone  i)resents  to  the  internist  both  a val- 
uable  diagnostic  clue  and  an  unusual  oijportunity  for  preventive  medicine. 

Frederic  C.  B.artter,  IM.D. 


Albright,  F.  Some  Medical  Aspects  of  the  Renal  Stone  Problem,  N.E.J.  Med.,  217:  1063,  1937. 

*To  5 cc.  of  urine  is  added:  ammonium  hydroxide  until  it  is  alkaline,  and  2 cc.  of  5%  sodium 
cyanide.  .After  10  minutes,  5%  sodium  nitroprusside  is  added  dropwise.  .A  stable  purple-red 
color  is  formed  in  the  presence  of  cystine. 

Editor’s  Note.  Dr.  Bartter  is  Chief  of  the  Section  of  Clinical  Endocrinology,  Clinic  of 
General  Medicine  and  Experimental  Therapeutics,  National  Heart  Institute,  Baltimore,  Mary- 
land, and  is  also  Senior  Surgeon,  USPHS. 


Floral  Eponym 

^^’EL^VITSCHIA 

Welwitsch,  Friedrich,  1806-1872 

\\’elwitsch  was  an  -Austrian  physician  and  scientist.  He  went  to  Lisbon  for  a short 
visit,  but  became  so  much  engrossed  by  the  flora  of  Portugal  that  he  stayed  fourteen 
years.  The  genus  W'elwitschia  is  named  for  him. 

Welw-itschia  niirabilis  is  the  only  species  of  this  genus.  It  is  found  in  two  isolated 
and  restricted  areas  of  the  coastal  desert  region  of  Damaraland  in  South-west  .\frica. 
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THE  PHYSICIAN  AS  CITIZEN- 

Wyndham  B.  Blanton,  M.D., 
Richmond,  Virginia 


I he  word  citizen  cun  be  used  correctly  only  in 
speaking  of  a free  and  democratic  people.  You  can 
not  be  a citizen  in  a monarchy,  in  an  oligarchy  or 
in  a police  state.  It  is  hard  to  be  a citizen  in  a 
bureaucracy.  Tlie  word,  and  the  privileges  inherent 
in  it,  were  honored  in  ancient  Rome  and  abused  in 
Revolutionary  France. 

A good  citizen  in  a democracy  recognizes  and  ac- 
cepts responsibility  to  his  state  and  to  his  community. 
It  is  the  price  he  must  pay  for  his  freedom.  He 
jiermits  no  selfish  ambition  to  divorce  him  from  his 
duty  as  a citizen.  He  is  willing  to  devote  his  time, 
energy  and  substance  to  the  betterment  of  his  com- 
munity and  his  fellows.  Without  this  sort  of  citizen- 
service  no  democracy  can  long  survive. 

Now,  what  of  the  doctor  as  citizen?  Surely  no 
class  in  the  body  politic  should  be  better  able  to 
f)lay  the  role  of  good  citizen.  For  what  class  has 
been  blessed  with  a better  education?  Using  the  word 
to  imply  knowledge,  not  only  technical  and  scientific 
knowledge,  but  on  a higher  moral  plane,  knowledge 
of  right  and  wrong.  Y'ho  as  a class  should  have  a 
better  understanding  of  the  meaning  and  extent  of 
human  suffering?  Y'ho  should  have  a heart  and 
mind  better  able  to  assess  human  need?  Who  should 
be  better  al)le  to  chart  a course  of  sanity  through  the 
mounting  appeals  that  daily  come  to  us  all  through 
the  mails,  who  better  able  to  steer  safely  between  the 
Charybdis  of  ignorance  and  the  Scylla  of  sentimen- 
talism? And  what  group  is  better  able  than  our 
profession  to  support  financially  public  charities  and 
eleemosynary  institutions? 

Let  us  face  the  facts  implicit  in  this  last  rhetorical 
question.  Once  the  doctor  was  considered  a poor 
Imsiness  man.  But  time  marches  on.  The  physician 
no  longer  practices  an  empirical  art  from  a pair 
of  well-worn  saddle  bags,  which  cost  little  and  con- 
tained little.  His  is  now  a highly  specialized  kind 
of  medicine  which  cost  him  years  of  exjiensive  train- 
ing and  thousands  of  dollars  in  capital  outlay  to 
continue.  Some  say  he  has  trained  himself  too  well 
as  a businessman,  taking  the  cash  too  avidly  and 
letting  the  credit  go  too  recklessly.  But  without  sub- 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia  in  Richmond  September  28th-October  1,  1952, 
as  one  of  several  informal  talks  on  the  Socio-Economic 
Problems  of  Medicine. 


scribing  to  that  devastating  point  of  view,  one  must 
admit  that  a profession  in  which  the  average  member 
has  an  annual  net  income  of  over  $12,000  cannot 
jdead  the  wolf  at  the  door.  Nor  can  the  d(x:tor 
claim  that  charity  work  exempts  him  from  giving 
dollars  to  good  causes.  If  we  admit  that  the  doctor’s 
collections  are  as  good  as  the  merchant’s  around  the 
corner,  we  must  also  admit  that  his  free  work  in 
clinic  and  ward  and  classroom  is  a part  of  his  con- 
tinuing education,  and  a part  of  the  prestige  that 
brings  him  in  still  more  dollars.  In  short,  the  doc- 
tor, like  any  other  citizen,  must  assume  his  share  of 
giving  to  worthy  causes,  and  I think  he  does. 

In  the  long  annals  of  time,  doctors  have  contri- 
liuted  richly  to  all  phases  of  civilization  and  culture. 
They  have  been  artists,  poets,  historians,  philoso- 
phers, geologists,  explorers,  soldiers,  statesmen  and 
administrators.  Keats,  Goldsmith,  Bridges,  Holmes, 
Locke,  and  Rabelais,  Sir  Thomas  Brown  and  Conan 
Doyle,  Rudolph  Virchow,  Leonard  Wood  and  George 
Clemenceau  are  but  a few  examples.  And  for  every 
such  great  name  there  have  been  thousands  who 
played  their  dual  role  on  a less  well  lighted  stage. 
What  is  true  of  the  past,  is  true  today.  We  meet  our 
confreres  all  over  the  place,  discharging  the  manifold 
duties  of  citizens,  going  to  the  polls,  debating  puldic 
issues,  accepting  public  office,  prominent  in  church 
work,  in  the  business  world,  on  boards  of  banks  and 
other  institutions,  acting  as  trustees  of  schools  and 
colleges.  Doctors  are  seen  on  the  golf  course,  at  the 
club,  and  at  the  ball  game,  wherever  fellow  citizens 
work  and  play. 

In  one  particular  phase  of  community  work  the 
doctor  is  destined,  I believe,  to  play  an  increasingly 
important  role  as  citizen,  because  of  his  education 
and  training.  The  fact  that  medicine  as  a science 
concerns  all  the  people,  puts  the  responsibility  upon 
the  physician  of  educating  the  public  in  the  develop- 
ment of  the  facilities  needed  for  adequate  medical 
care.  The  fact  that  this  year,  out  of  around  500 
practicing  physicians  in  the  city  of  Richmond,  more 
than  130  are  taking  an  active  part  as  workers  and 
solicitors  in  the  special  gifts  drive  of  the  Communit}- 
Chest,  is  not  only  indicative  of  the  prominent  part 
doctors  are  playing  in  such  community  health  and 
welfare  projects,  but  it  is  also  indicative  of  an  ex- 
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treniely  happy  and  logical  closeness  between  the 
Hichinond  Academy  of  Medicine  and  the  city’s  pri- 
vate and  public  agencies  that  have  to  do  with  health 
and  welfare  in  the  initial  planning  stage  and  in  the 
succeeding  stages  of  execution.  Our  local  health 
department  has  acted  for  years  in  the  enlightened 
belief  that  the  strength  of  any  public  health  service 
depends  upon  the  good  relationship  it  maintains  to 
the  members  and  purposes  of  our  Academy.  Tbe 
Health  Division  of  the  Community  Chest  Council 
has  always  seen  fit  to  seek  and  utilize  at  every  stage 
of  its  planning  the  guidance  of  the  medical  profes- 
sion. This  willingness  to  seek  expert  advice  on 
medical  problems  has  given  Richmond  many  advan- 
tages of  which  to  be  proud. 

It  has  given  to  Richmond’s  indigent  population 
its  present  model  system  of  home  care,  a system 
which  gives  not  only  a superior  type  of  medical  serv- 
ice to  the  poor  of  the  city,  but  affords  the  senior 
medical  student  at  the  MCV  an  exercise  in  extra- 
mural general  practice  that  has  been  woefully  lack- 
ing in  medical  education  in  the  past. 

On  the  state  level  we  now  enjoy  the  distinction 
of  supporting  one  of  the  best  medical  examiner  sys- 
tems in  the  United  States,  recognized  by  the  .\merican 


Bar  as  one  worthy  to  be  imitated.  Who  gave  us  this 
system?  Not  the  administration;  not  the  police, 
not  the  lawyers,  not  even  the  legislature,  Imt  the 
medical  profession,  assuming  the  burden  of  medical 
leadership  that  rests  upon  them  as  citizens  to  mold 
and  guide  public  opinion. 

A multiphasic  screening  clinic  examined  more  than 
37,000  people  for  chronic  diseases  here  in  Richmond 
several  years  ago,  under  the  ajiproval  of  the  U.S. 
Tublic  Health  Service,  the  local  health  department 
and  the  Richmond  Academy  of  Medicine.  Com- 
mittees of  doctors,  acting  with  other  citizens,  screened 
the  screeners,  evaluated  the  good  and  bad  points  of 
the  scheme,  ])rescril)ed  bounds,  and  so  modified  and 
controlled  the  operation  of  the  clinic  as  to  make  it  a 
useful  demonstration  rather  than  an  inroad  of  social- 
ized medicine. 

The  phrase  “socialized  medicine”  has  become  a 
red  flag  to  the  medical  profession.  Since  the  recent  ad- 
ministration would  make  our  backyard  the  proving 
ground  for  .socialism  itself,  these  words  should  be- 
come a call  to  arms  to  the  citizen  doctor  to  take  his 
rightful  jflace  as  a leader  in  that  field  where  the 
social  impact  of  medicine  is  becoming  increasingly 
manifest. 


Summer  Vacations 

Don't  forget  to  let  your  patients  know  when 
you  plan  to  be  away  on  vacation.  Explain  the 
arrangements  you  have  made  for  taking  care 
of  them  during  your  absence. 
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RECOGNITION  OF  PRE-ECLAMPSIA  AND  PRE-HOSPITAL 
THERAPY  OF  PRE-ECLAMPSIA* 

J.  R.  Right,  Al.D., 

Norfolk,  Virginia 


Toxemia  of  jiregnancy  is  now  the  leading  cause 
of  maternal  deaths  in  the  State  of  Virginia.  During 
the  year  1951,  thirty  mothers  died  from  toxemia  as 
compared  with  nineteen  from  infection,  and  sixteen 
as  a result  of  hemorrhage.  In  1952  there  was  a 
definite  decrease  in  the  total  mortality,  but  toxemia 
was  again  the  leading  cause  of  death — nineteen 
mothers  dying  as  a result  of  this  complication.  In 
the  neighlroring  State  of  North  Carolina,  a survey 
of  1,000  maternal  deaths,  occurring  between  the  years 
of  1946  and  1951,  likewise  showed  toxemia  more 
freciuently  as  the  primary  cause  of  death  than  any 
other  one  factor.  Of  those  dying  from  other  condi- 
tions, many  had  an  associated  toxemia  that  probably 
influenced  tlie  course  and  management  of  the  case, 
and  indirectly  may  have  been  resjxmsible  for  some 
of  the  fatalities. 

Definition  and  Classification  of 
Toxemias 

In  April  of  this  year,  the  American  Committee  of 
^laternal  Welfare  adopted  a report  developed  by  a 
sub-committee  on  the  definition  and  classification  of 
toxemias  of  pregnancy.  The  report  is  simple,  con- 
cise, and  a complete  picture  of  our  knowledge  of  the 
toxemias  of  pregnancy. 

The  ])racticing  physician  who  is  familiar  with 
this  report  will  find  it  an  aid  in  the  recognition  of 
early  toxemia.  Pre-eclampsia  is  classified  as  an  acute 
toxemia  (one  of  the  various  types).  To  observe 
for  one  is  to  observe  for  all.  Toxemias  are  defined 
as  a disorder  encountered  during  gestation,  or  early 
in  the  puerperium,  that  is  characterized  by  one  or 
more  of  the  following  signs;  Hypertension,  edema, 
alliuminuria,  and,  in  severe  cases,  convulsions  and 
coma.  Criteria  for  classifying  a case  of  to.xemia  as 
described  in  this  report  is  as  follow's; 

Hypf:rtension : The  presence  of  a systolic  blood 
])ressure  of  140  mm.  of  mercury  or  above,  and/or 
a diastolic  pressure  of  90  mm.  of  mercury  or  above. 
It  is  interesting  to  note  that  the  Committee  also 
describes  as  a criteria  an  elevation  of  systolic  pres- 

*Read at  the  meeting  of  The  Medical  Society  of  Virginia 
in  Richmond,  September  28-October  1,  1952,  as  one  of  the 
Round  Table  Discussions  of  Obstetrical  and  Gynecological 
Problems. 


sure  of  30  mm.  of  mercury  or  more,  and/or  an  eleva- 
tion in  diastolic  pressure  of  15  mm.  of  mercur}'  or 
more.  Is  not  this  factor,  the  amount  of  blood  pressure 
rise  during  a pre-natal  course,  a more  significant 
means  of  observing  abnormalities  than  accepting  the 
usual  level  of  140/90? 

Edema:  The  diagnosis  of  toxemia  on  the  liasis 
of  edema  alone  (wdthout  hypertension  or  alliumi- 
nuria)  is  to  be  made  only  when  the  edema  involves 
the  face  and/or  hands;  when  it  is  present  in  the 
morning  and  is  of  sufficient  degree  to  be  detected 
clinically,  as  w'ell  as  by  a weight  gain. 

A weight  gain  of  5 pounds  in  one  w'eek,  together 
with  evidence  of  face  and/or  hand  edema,  justifies 
the  diagnosis  of  toxemia  even  in  the  absence  of 
hypertension  and  albuminuria. 

Alkuminukia  : The  diagnosis  of  toxemia  on  the 
liasis  of  albuminuria  alone  (without  hypertension  or 
edema)  is  to  lie  made  only  when  a clean  or  cathe- 
terized  urine  specimen  shows  an  unequivical  cloud 
(1  plus)  with  a glacial  acetic  acid  test,  or  1/2  gram 
per  24  hours  with  Esbach  procedure  on  tw^o  or  more 
successive  days,^ — or  by  any  generally  approved  test. 

Pre-Hospital  Therapy  of  Pre-Eclampsia:  Of 
the  1,000  maternal  deaths  referred  to  in  the  report, 
264  showed  toxemia  as  the  primary-  cause.  Of  these 
264,  110  deaths  were  attributed  to  improper  man- 
agement of  the  case  on  the  jjart  of  the  physician. 
A report  from  the  Chainnan  reads  as  follow-s: 

“The  errors  in  management  were  almost  100% 
the  failure  to  hospitalize  the  patient.  Once  the 
patient  had  been  admitted  to  the  hospital,  the 
physician  as  a rule  handled  it  well  with  sedation, 
concentrated  glucose,  magnesium  sulfate  and  sup- 
portive measures.  However,  most  of  this  group 
represents  patients  who  were  carried  as  out-pa- 
tients with  rather  severe  toxemia.” 

The  above  comment  is  a clear  picture  of  the  re- 
sults obtained  in  a situation  that  exists  in  our  hos- 
pitals not  uncommonly.  Too  often  the  patient  with 
toxemia  is  not  hospitalized  until  labor  begins  or 
the  condition  is  critical.  There  are  many  jihysicians 
practicing  obstetrics  who  are  early  to  recognize  and 
properly  treat  many  of  the  obstetrical  complications. 
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but  fail  to  recognize  and  properly  treat  toxemia  in 
its  early  stages.  Occasionally,  because  of  environ- 
mental, financial,  and  other  factors,  it  becomes  nec- 
essary to  attempt  treatment  in  the  home,  but  this  is 
usually  met  with  failure  and  the  patient  is  subse- 
quently hospitalized  under  more  adverse  circum- 
stances. Therefore,  because  of  the  tremendous  mor- 
tality descril)ed  above,  due  to  the  failure  of  the 
physician  to  hosjiitalize  the  patient,  and  because  of 
the  incidence  of  failure  in  home  treatment,  it  may 
be  concluded  that  once  a definite  diagnosis  to  tox- 
emia or  pre-eclampsia  is  established,  hospitalization 
is  not  only  of  value  but  is  a necessity. 

Certain  signs  develop  during  the  })re-natal  period 
that  suggest  an  impending  toxemia.  Of  these,  an 
increasing  Idood  pressure  and  an  excessive  weight 
gain  are  those  signs  which  may  be  detected,  and  the 
individual  properly  treated  before  reaching  a state 
that  warrants  a definite  diagnosis  of  toxemia.  A 
weight  gain  of  2 54  pounds  or  more  in  one  week  does 
not  justify  the  diagnosis  but  is  to  be  considered  a 
warning.  Frequent  and  careful  examinations  are 
essential  to  detect  the  development  of  these  unfa- 
vorable  signs.  In  the  presence  of  a rising  blood 
pressure,  or  excessive  weight  gain,  or  the  develojiment 
of  clinical  edema,  limitation  of  activity  is  necessary. 


'Fhis  may  necessitate  obtaining  aid  in  performing 
household  duties  and  refraining  from  participation 
in  laborious  employment  and  social  functions. 

-Administration  of  a sedative  may  assist  in  se- 
curing an  increased  amount  of  rest.  Excessive 
weight  gain,  or  development  of  clinical  edema  may 
lie  controlled  by  a more  rigid  diet,  restriction  of 
sodium  intake,  limitation  of  fluids  or  administration 
of  one  of  the  diuretics,  such  as  ammonium  chloride. 
Aboz’e  all,  rest  is  the  most  important. 

Summary 

In  summarj-,  it  may  be  stated  that  pre-eclampsia, 
one  of  the  toxemias,  is  a complication  of  pregnancy. 
Criteria  for  establishing  a diagnosis  of  toxemia  is 
based  on  the  development  of  hypertension,  edema, 
or  alijuminuria.  Certain  signs  may  be  detected  by 
careful  and  frequent  observation  of  the  patient  that 
suggest  an  impending  toxemia,  and  upon  the  early 
institution  of  lherai)y  a toxemia  may  be  prevented. 
But  once  a diagnosis  of  toxemia  is  established,  an 
obstetrical  complication  does  exist  and  hospitaliza- 
tion is  indicated.  There  is  no  satisfactory  pre-hos- 
pital therapy  for  pre-eclampsia. 

1204  Colonial  Avenue. 


A.M.A.  Distributes  3 Million  Pieces  of  Literature. 

.A.M..A.  Public  Relations  Director  Leo  Brown  reports  that  more  than  3,000,000  pieces 
of  literature  were  distributed  to  physicians  and  the  public  during  1952.  The  literature 
represented  17  pamphlets  produced  by  the  -A.AI.-A.  and  11  reprints  from  other  publica- 
tions. 

Of  the  -A.M.-A.  literature,  the  pamphlet,  “Your  Money’s  Worth  in  Health,”  got  the 
widest  distribution  with  1,1  55,780  cojnes.  “A  Doctor  For  A'ou”  followed  with  a dis- 
tribution of  412,409  copies.  Reprints  from  other  publications  totaled  855,397,  with 
the  pamphlet,  “-A  Doctor  .As  Near  As  A’ our  Telephone,”  from  the  Reader’s  Digest, 
numbering  239,053  copies. 
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ADENOCARCINOMA  OF  THE  URINARY  BLADDER 


Garnett  W.  Link,  IM.D., 
and 

R.  Carl  Bunts,  ISI.D., 

Dept,  of  Urology,  McGuire  V^.  A.  Hospital, 
Richmond,  Virginia 


Adenocarcinoma  of  the  bladder  is  a rare  tumor. 
Eisendratli  and  Rolnick  have  pointed  out  that  ninety- 
five  per  cent  of  bladder  tumors  are  of  epithelial  ori- 
gin. Of  this  number  only  1.8%  are  adenocarcinoma. 
Dean  and  Ash  reported  69  cases  of  adenocarcinoma 
in  5,324  tumors  of  the  bladder.  In  a review  of  the 
literature,  Loeb  was  able  to  find  50  cases  of  mucinous 
adenocarcinoma  and  added  one  of  his  own.  How- 
ever, he  failed  to  include  a case  rejtorted  by  Bandler 
and  Roen  and  one  by  Armstrong  and  Harlin. 

Adenocarcinoma  of  the  bladder  occurs  in  both 
sexes  but  is  seen  more  frequently  in  the  male.  . Arm- 
strong and  Harlin  state  that  75%  of  cases  occur 
after  the  fifth  decade.  Abeshouse  reports  an  adeno- 
carcinoma in  a patient  twenty-three  years  of  age  who 
had  exstrophy  of  bladder.  Bandler  and  Roen’s  patient 
was  an  eighty-six  year  old  male. 

Pathogenesis : There  are  two  types  of  adenocar- 
cinoma— one  secretes  mucin,  the  other  does  not.  The 
mucinoid  type  occurs  more  frequently.  iMost  authors 
in  their  reports  include  both  types  and  no  effort 
is  made  to  separate  the  two  D'pes. 

Under  normal  conditions,  the  bladder  does  not 
possess  glandular  structures  that  may  serve  as  foci 
other  than  in  the  trigonal  region  where  subtrigonal 
glands  are  normally  found.  To  explain  the  origin 
of  glandular  tumors  several  theories  have  been  for- 
mulated and  from  such  we  may  arrive  at  some  con- 
clusion as  to  their  origin. 

It  is  the  opinion  of  most  authors  that  these  glan- 
dular tumors  have  their  origin  in  one  of  three  ways: 
(1)  Those  that  develop  from  urachial  remnants  and 
mi.splaced  germinal  cells  inclusions  of  the  gastro- 
intestinal tract.  (2)  Those  that  arise  from  glands 
which  are  found  in  the  trigonal  region,  and  (3) 
Those  that  result  from  metaplasia  of  the  bladder 
epithelium  which  is  probably  due  to  chronic  inflam- 
mation or  irritation  with  formation  of  cell  nests  of 
Brunn,  cystitis  cystica,  and  cystitis  glandularis  which 
are  considered  by  many  to  be  precancerous  lesion^. 

The  most  common  site  of  adenocarcinoma  is  the 
dome  of  the  bladder.  Because  of  this  location,  its 
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origin  is  best  related  to  the  remnants  of  the  urachus. 
It  was  found  by  Mollendorfs,  and  confirmed  by  Begg, 
that  often  the  fundic  portion  of  the  normal  bladder 
contains  tubular  structures  in  the  region  of  the  median 
umbilical  ligament  which  represents  the  remnants 
of  the  urachus.  This  finding  was  also  noted  by 
Saphir  and  Kurland,  who  found  these  tubular  struc- 
tures in  nine  of  ten  normal  bladders. 

The  urachus  and  remainder  of  the  bladder  except 
the  trigonum,  which  is  of  mesodermal  origin,  is  of 
entodermal  origin  arising  from  the  primitive  hindgut. 
The  cloaca  also  gives  rise  to  the  rectum  and  is  lined 
by  a single  layer  of  cuboidal  cells.  In  the  5.3  mm. 
embryo  the  cloaca  is  divided  into  a dorsal  (rectum) 
and  ventral  (bladder  and  urachus)  portion  by  the 
down  growth  of  the  urorectal  septum.  Eventually, 
the  cuboidal  epithelial  cells  of  the  dorsal  portion 
become  cylindrical  and  secrete  mucin,  forming  the 
normal  intestinal  epithelium  of  the  rectum.  The 
cuboidal  epithelial  cells  of  the  ventral  portion  even- 
tually becomes  stratified  into  transitional  epithelium 
to  form  a waterproof  lining  for  the  bladder.  The 
epithelial  lining  of  the  urachus,  which  has  no  par- 
ticular function,  remains  as  cuboidal.  Contrary  to 
the  views  of  many  authors,  the  urachus  is  not  a 
part  of  the  allantois  but  is  derived  solely  from  the 
cloaca,  as  proven  by  Begg.  Also,  the  urachial  canal 
does  not  normally  become  a fibrous-like  structure 
after  birth  nor  does  it  extend  from  the  umbilicus  to 
the  bladder.  Begg  has  shown  that  the  urachial  canal 
is  never  obliterated  by  fibrous  tissue  but  may  become 
inpervious  in  parts  due  to  its  own  cellar  debris  de- 
rived from  its  epithelial  lining.  He  also  demon- 
strated that  its  lumen  is  in  direct  communication 
with  the  bladder  in  33-1/3%  of  cases  and  that 
normally  the  urachus  descends  with  the  bladder 
and  extends  only  1/3  of  the  way  to  the  umbilicus, 
being  connected  to  it  by  the  fibrous  cords  from  the 
obliterated  umbilical  arteries. 

As  mentioned  alx)ve,  the  urachus  remains  as  a 
primitive  organ  lined  with  cuboidal  cells  which  pos- 
sess the  potentiality  to  differentiate  into  glandular 
or  transitional  epithelium.  Since  the  bladder  and 
rectum  have  a common  origin  from  the  cloaca,  it  is 
reasonable  to  assume  that  as  development  takes 
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l)lace,  cell  nest  of  intestinal  epithelium  may  Ije  re- 
tained within  the  bladder  portion  of  the  cloaca  and 
later  undergo  malignant  degeneraion.  giving  rise  to 
adenocarcinoma  in  other  portions  of  the  bladder. 
Krancois-Lacene  and  Hovehuiue  held  this  view  and 
Gayet,  after  studying  fifteen  cases  of  adenocarcinoma 
occurring  in  exstrophic  l)ladders,  concluded  that  they 
arose  from  intestinal  e|)ithelial  cell  inclusions  as 
there  was  arrested  development  of  the  mucosa  which 
prol)ably  results  becau.se  the  bladder  does  not  as- 
sume the  role  of  a reservoir. 

.\s  stated  above,  no  glandular  structures  are  to  be 
found  in  the  normal  bladder  mucosa,  other  than  in 
the  region  of  the  trigone.  Albarron  in  1862  de- 
scrilred  mucosal  glands  in  the  region  of  the  trigone  and 
bladder  neck.  The  presence  of  these  glands  has  been 
confirmed  tiy  other  investigators  who  Ijelieved  their 
origin  to  be  from  aberrant  prostatic  tissue.  H.  H. 
Young  concluded  that  the  glands  occurring  in  the 
region  of  the  trigone  of  the  normal  bladder  re- 
sembled the  glands  of  the  prostate  and  ])osterior 
urethra,  and  that  adenocarcinoma  of  the  bladder 
resembled  adenocarcinoma  of  the  prostate.  Keyes 
was  of  the  opinion  that  such  tumors  arising  from  the 
base  of  the  bladder  have  their  origin  from  these 
glands.  A similar  view  is  held  by  Ash  and  Abes- 
house. 

Adenocarcinoma  in  the  dome  and  about  the  trigone 
and  bladder  neck  can  be  explained  by  one  of  the  two 
above  theories,  but  those  occurring  in  other  portions 
of  the  bladder  cannot  readily  be  explained  by  these 
theories;  therefore,  it  is  necessary  to  look  for  a fur- 
ther explanation. 

The  most  logical  explanation  and  one  that  is 
supported  by  an  abundance  of  clinical  and  patho- 
logical material  is  that  of  metaplasia  of  the  bladder 
epithelium  to  form  glandular  structures  which  logi- 
cally should  develop  in  that  portion  of  the  epithelium 
which  possesses  this  potentiality,  that  is  the  trigone. 
It  is  know’n  that  bladder  mucosa  when  stimulated 
by  chronic  inflammation  or  irritation  may  result  in 
cystitis  cystica,  follicularis  and  glandularis.  Giani 
was  able  to  reproduce  these  lesions  in  the  bladder  of 
laboratory  animals  by  using  various  irritative  stim- 
uli. Patch  and  Rhea  were  able  to  trace  the  formation 
of  cell  nest  of  Brunn  to  cystitis  cystica  and  glandu- 
laris arising  from  the  mucosa  of  an  exstrophied 
bladder  and  were  of  the  opinion  that  cystitis  glan- 
dularis had  the  potentiality  to  develop  adenocarci- 
noma. 


It  is  generally  agreed  that  metaplasia  of  the  blad- 
der mucosa  to  develop  cystitis  cistica  and  cystitis 
glandularis  has  as  its  chief  etiological  factors,  chronic 
inflammation  or  irritation.  These  lesions  develop 
first  Ijy  proliferation  of  the  inferior  layer  of  the 
Ijladder  ejiithelium  to  form  peg-like  buds  projecting 
into  the  submucosa.  These  peg-like  buds  were  first 
described  by  Limbeck  and  Brunn  and  are  commonly 
known  as  Brunn ’s  cell  nests. 

Stairk  and  Zuckerhandl  were  the  first  to  advance 
the  theory  that  cystitis  glandularis  could  undergo 
further  changes  into  adenocarcinoma  and  presented 
a case  in  .support  of  their  theory. 

The  above  theories  refer  only  to  the  origin  of  pri- 
mary adenocarcinoma  occurring  within  the  urinary 
bladder.  Of  course,  adenocarcinoma  may  invade 
the  bladder  from  neighboring  organs  that  contain 
glandular  epithelium,  such  as  the  uterus,  rectum,  in- 
testines, ])rostate,  seminal  vesicles,  etc.,  and  may 
])resent  some  question  as  to  whether  or  not  the  tumor 
is  of  primary  or  secondary  origin.  However,  by  a 
careful  history,  physical  examination,  laboratory 
studies,  and  X-ray  examinations,  these  sites  of  origin 
ma}-  be  excluded. 

Case  Reports 

Case  I.  H.  T.,  a 27  year  old  white  male  was  first 
admitted  to  McGuire  V.  A.  Hospital  in  August, 
1948,  complaining  of  terminal  hematuria  for  some 
three  months.  He  had  consulted  his  local  physician 
prior  to  his  admission  and  was  cystoscoped  on  two 
occasions  and  fulguration  was  attempted  but  the 
patient  objected  because  of  pain.  His  physical  ex- 
amination was  essentially  negative  except  that  the 
prostatic  secretion  was  loaded  with  pus  cells.  Cysto- 
scopic  examination  did  not  reveal  evidence  of  recent 
fulguration,  but  the  posterior  urethra  w'as  inflamed. 
Hematuria  was  not  present  during  this  admission  and 
he  was  discharged  with  a diagnosis  of  chronic  pro- 
statitis and  posterior  urethritis.  He  was  not  seen 
again  until  one  year  later  at  which  time  he  was  ad- 
mitted with  the  same  complaint,  which  he  stated  came 
back  shortly  after  he  was  discharged  and  had  been 
present  intermittently  for  the  past  eleven  months. 
His  physical  examination  was  again  negative  except 
for  an  infected  prostate.  Cystoscojiic  examination  on 
this  admi.ssion  revealed  a severe  posterior  urethritis 
with  j)apilloma  formation  at  the  bladder  neck.  These 
were  removed  transurethrally  and  the  pathological 
rejiort  was  chronic  inflammatory  papilloma. 

He  was  readmitted  one  year  later,  two  years  from 
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the  time  of  his  first  admission  complaining  of  ter- 
minal hematuria  with  burning  and  smarting.  C}sto- 
scopic  examination  revealed  a large  pedunculated 
tumor  arising  in  the  dome  of  the  bladder.  A biopsy 
was  taken  and  reported  as  adenocarcinoma.  At 
operation  the  urachus  was  found  to  be  attached  to 
tire  bladder  in  the  region  of  the  tumor.  The  entire 
dome  of  the  bladder  was  removed  with  the  tumor. 
Tlie  jiathological  report  was  the  same,  adenocarci- 
noma containing  mucin  (Fig.  1).  His  po.'t-operative 


Fig.  l.--(Case  1)  Adenocarcinoma  of  bladder  (H  & E Stain). 
Note  submucosal  inflammatory  reaction  and  hyperplasia  of 
intact  mucous  membrane. 


course  was  uneventful  and  he  was  discharged  some 
three  weeks  later  to  have  a follow-up  examination 
in  sixty  days. 

However,  this  patient  was  in  the  Naval  Reserves 
and  was  called  back  to  active  duty  shortly  after 
discharge  from  the  hospital  and  served  for  eighteen 
months.  Upon  discharge  from  the  Navy  he  reported 
l)ack  to  this  hospital  in  March,  1952,  and  cystoscopic 
examination  revealed  a small  recurrent  tumor  in 
the  dome  of  the  bladder  in  the  old  scar  of  the  jire- 
viousl}'  excised  bladder.  Subtotal  cystectomy  was 
again  carried  out  and  he  was  discharged  in  good 
condition.  Cystoscopic  examination  after  nine  months 
failed  to  reveal  any  evidence  of  recurrence.  He  is 
being  followed  in  our  Clinic. 

Case  II. — R.  H.  This  61  year  old  colored  male  was 


admitted  to  McGuire  A.  Hospital  January  10, 
1951,  com]daining  of  difficult}'  in  voiding  since 
July,  1950.  He  had  occasional  hematuria  with  noc- 
turia 4-5  times  and  loss  in  force  and  size  of  stream. 
rh}sical  examination  sliowed  an  essentially  normal 
colored  male  excejJt  that  on  rectal  examination  a 
hard  nodular  mass  was  felt  just  above  the  prostate 
and  extending  into  the  region  of  the  bladder.  Lab- 
oratory studies  showed  pus  and  l)lood  in  his  urine 
with  a normal  acid  and  alkaline  phosjihatase.  How- 


Fig.  2. — (Case  2)  Adenocarcinoma  of  bladder  (P.A.S.  Stain). 
Note  marked  mucin  production. 


ever,  excretory  urograms  and  K.U.B.  X-rays  revealed 
bilateral  hydronephrosis  and  hydroureter.  On  cys- 
toscopic examination  there  was  a large  median  lcl>e 
of  the  prostate  and  just  beyond  the  median  lobe  in 
the  bladder  a tumor  mass  was  noted  which  on  biopsy 
revealed  adenocarcinoma  with  marked  production  of 
mucin  (Fig.  2). 

On  January  17,  1951,  at  operation,  a tumor  mass 
was  found  in  the  floor  of  the  bladder  involving  both 
ureteral  orifices.  The  tumor  was  removed  by  loop 
cautery  and  the  Ijase  fulgurated.  His  post-operative 
course  was  noneventful  and  he  was  discharged  Feb- 
ruary 8,  1951,  to  be  followed  in  the  Clinic,  He  was 
checked  in  April  and  given  7600  Gamma  Roentgens. 
Following  the  radiation  therapy  his  liladder  symp- 
toms became  worse  and  within  three  weeks  X-rays 
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demonstrated  the  left  kidney  to  be  non-functioning 
and  the  right  almost  ol)Structed.  A right  nephrostomy 
was  i)erformed  in  ^lay,  1951,  following  which  the 
])atient's  srmptoms  improved  and  lie  was  discharged 
in  June. 

Since  his  discharge  lie  has  been  followed  in  our 
Clinic.  However,  the  tumor  mass  of  the  bladder  has 
steadily  increased  in  size  as  determined  by  rectal 
examination.  He  has  received  25  mgms.  of  stil- 
besterol  daily. 

Case  ///.— J.  C.  D.  This  52  year  old  white  male 
was  admitted  to  the  Urological  Service  on  Januari 
10,  1952,  because  of  intermittent  hematuria  over  a 
period  of  two  years.  He  was  seen  by  several  urolo- 
gists who  told  him  he  had  kidney  stones.  Physical 
examination  was  essentially  normal.  Laboratory 
studies  revealed  pus  and  bkxid  in  his  urine.  X-rays 


Fig.  3. — (Case  3)  Adenocarcinoma  of  bladder  (H.  & E.  Stain). 

showed  bilateral  nephrocalcinosis.  Laboratcrv  studies 
failed  to  demonstrate  evidence  of  hyperparathi  roid- 
ism.  Ci'stoscopic  examination  was  performed  and  a 
large  tumor  mass  was  .«een  at  the  dome  of  the  bladder 
and  a biopsy  taken  was  reported  as  adenocarcinoma 
with  mucin  (Fig.  3).  On  January  24,  1952,  a sub- 
total cystectomy  was  carried  out  with  what  was 
thought  to  be  an  adequate  margin,  but  lithological 
report  showed  infiltration  to  the  cut  edge.  Bilateral 
ureterointestinal  transplant  and  total  cystectomy  was 
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carried  out  on  February  28,  1952,  and  his  first  week 
post-o])erative  course  was  satisfactory.  After  this, 
he  began  to  have  symptoms  and  signs  of  intestinal 
obstruction  and  his  abdominal  wound  ruptured.  The 
surgical  service  concurred  in  the  diagnosis  of  intes- 
tinal obstruction.  Immediate  laparotomy  revealed 
two  portions  of  the  small  bowel  to  be  ob;tructed. 
These  were  relieved  and  his  abdominal  wound  re- 
paired with  wire  stay  sutures  and  cotton.  His  im- 
mediate post-operative  course  was  satisfactory  but 
about  eight  days  later  be  began  to  have  distention 
with  the  passage  of  fecal  material  from  his  abdominal 
wound.  His  progress  was  then  steadily  downhill 
and  he  expired  on  IMarch  18,  1952.  A post-mortem 
revealed  a fecal  fistula  and  generalized  peritonitis 
probably  caused  by  a suture  which  passed  through 
a loop  of  ileum.  The  transplant  had  healed  and  there 
was  no  evidence  of  leakage  or  malfunction. 

Comment 

Because  of  the  location  (dome  of  bladder)  of  the 
tumors  in  Cases  1 and  3,  one  would  proliably  assume 
that  these  tumors  had  their  origin  from  cell  rem- 
nants of  the  cloaca.  But  on  closer  analysis,  it  is 
found  that  in  Case  1 there  was  a history  of  extreme 
trigonitis  and  posterior  urethritis  with  fulguration  of 
inflammatory  papilloma  on  two  occasions.  In  Case 
3 nephrocalcinosis  was  present  with  evidence  of  long 
continued  gross  urinary  tract  infection.  Therefore, 
it  is  entirely  possible  that  the  tumors  in  Cases  1 and 
3 resulted  from  metaplasia  as  a direct  result  of 
chronic  inflammation  and  irritation. 

The  tumor  in  Case  2,  occurring  in  the  base  of  the 
bladder  behind  the  trigone  in  a region  where  glan- 
dular structures  are  normally  absent,  also  probabl}' 
resulted  from  metaplasia  due  to  chronic  bladder  in- 
fection accompanying  prostatic  obstruction.  This 
case  was  of  further  interest  as  on  examination  of  the 
tissue  several  sections  resembled  the  glandular  struc- 
ture found  in  adenocarcinoma  of  the  prostate,  while 
others  demonstrated  the  presence  of  glandular  epi- 
thelium containing  mucin  producing  cells.  It  wi’l 
lie  recalled  that  the  trigone  of  the  bladder  distal  to 
the  ureteral  opening  and  the  posterior  urethra  as  well 
as  the  pro.'tate  are  of  mesadermal  origin.  The  re- 
mainder of  the  bladder  and  posterior  urethra  below 
the  ejaculatory  ducts  are  derived  from  entoderm. 
This  is  well  exemplified  by  the  case  of  a 22  year  old 
colored  male  who  on  five  occasions  had  undergone 
tran.surethral  fulguration  and  excision  of  inflamma- 
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tor)’  tissue  in  the  jxisterior  urethra  due  to  severe  sem- 
inal vesiculitis. 

Microscopic  study  of  this  tissue  which  had  been 
removed  from  the  region  of  the  seminal  colliculus, 
the  ejnthelium  above  being  of  mesodermal  origin, 
that  below  of  entodermal,  revealed  glandular  ade- 
nomatous tissue  resembling  prostatic  tissue  and  other 
areas  with  mucin  producing  glandular  areas  (Fig. 

4). 


Fig.  4. — Adenomatous  and  early  squamous  cell  metaplasia  of 
posterior  urethra  (H  & E Stain).  Note  central  cell  mass, 
the  upper  half  consisting  of  mucoid  cells  and  lower  half  of 
modified  transitional  cells. 

Connery  noted  pyuria  in  88.8%  of  45  patients 
with  leukoplakia;  20%  of  whom  developed  squamous 
cell  carcinoma  of  the  bladder.  It  is  his  opinion  that 
chronic  infection  is  an  essential  factor  in  the  chain 
of  events  leading  to  the  metaplastic  changes  resulting 
in  leukoplakia  and  squamous  cell  carcinoma  in  many 
cases. 

The  effects  of  estrogen  therapy  or  orchiectomy  cn 
prostatic  cancer  has  been  known  for  several  years. 
Lich  and  Grant  in  1949  suggested  the  use  of  stil- 
l)esterol  on  those  tumors  of  the  bladder  that  re- 
sembled adenocarcinoma  of  the  prostate.  The  case 
cited  above  with  glandular  metaplasia  who  had  been 
suffering  from  1941  to  1948,  has  been  relieved  of 
all  difficulties  for  the  past  three  and  a half  years  after 


receiving  estrogen  therapy  for  a period  of  three 
months. 

Summary 

1 . I’hree  cases  of  adenocarcinoma  of  the  bladder, 
all  of  which  produced  mucin,  have  been  presented. 

2.  There  are  three  generally  accejjted  theories  as  to 
the  origin  of  adenocarcinoma  of  the  bladder;  (a) 
Those  that  arise  from  the  remnants  of  the  urachus 
and  embryonal  cell  inclusions;  (b)  those  that  are 
of  mesodermal  origin,  arising  from  glands  that  arc 
normally  found  in  the  trigonal  and  bladder  neck 
region*;  (c)  those  that  arise  from  metaplasia  of  the 
Idadder  eihthelium  to  form  cell  nests  of  Brunn, 
cystitis  cystica,  and  cystitis  glandularis  which  un- 
dergo further  metaplasia  to  adenocarcinoma. 

.?.  Chronic  infection  and  irritation  was  present  in 
all  cases  reported  and  probably  jdays  a major  role 
in  the  metajdastic  changes,  viz.,  cystitis  c)stica  and 
glandularis  that  precede  cancerous  changes  in  the 
bladder  mucous  membrane. 

4.  Glandular  metaplasia  may  resemble  the  glan- 
dular elements  of  the  prostate  or  of  the  rectum,  de- 
pending on  its  site  of  origin. 

5.  The  type  of  adenocarcinoma  should  be  deter- 
mined and  if  of  mesadermal  origin  re.sembling  ade- 
nocarcinoma of  the  prostate,  endocrine  therap'y  and/ 
or  orchiectomy  may  be  of  benefit. 
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Report  ACTH  Aids  in  Snake  Bite  Treat- 
ment. 

Cortisone  and  corticotropin  (ACTH)  are  valuable 
adjuvants  in  the  treatment  of  snake  venom  poison- 
ing, it  was  reported  in  the  May  16  Journal  of  the 
■American  Medical  Association. 

Three  cases  in  which  children  bitten  Ijy  })oison- 
ous  snakes  recovered  following  cortisone  or  cortico- 
tropin therapy,  in  addition  to  standard  treatment 
for  such  bites,  were  reported  by  Drs.  William  W. 
Hoback  and  Thomas  W.  Green,  of  the  Clinch  Valley 
Clinic  Hospital,  Richlands,  Va. 

'AA'e  have  been  impressed  by  the  pronounced  de- 
crease in  morln'dity  in  these  patients,  as  compared 
with  1 1 others  seen  in  the  last  three  years  who  did  not 
receive  cortisone  or  corticotropin,”  they  stated. 

In  the  three  cases  described  by  the  doctors,  the 
swelling,  pain  and  elevated  temperatures  resulting 


from  the  bites  subsided  within  a few  hours  after  ad- 
ministration of  the  hormone  drugs.  Recovery  oc- 
curred within  a few  days. 

“The  effectiveness  of  cortisone  in  these  patients 
is  proliably  due  to  its  remarkable  ability  to  inhibit 
local  tissue  reactivity  to  foreign  protein  [snake  ven- 
om] and  its  symptomatic  effects  on  pain  and  fever,” 
the  doctors  stated.  “An  additional  indication  for 
cortisone  or  corticotropin  therapy  (not  encountered 
in  these  patients)  is  the  frequent  generalized  ur- 
ticaria [hives]  from  the  snake  venom  and  from 
antivenom,  especially  in  cases  in  which  it  is  necessary 
to  administer  additional  antivenom. 

“It  is  noteworthy  that  all  these  patients  were  five 
years  old  or  younger,  and  a generally  poor  prognosis 
would  have  been  expected,  because  of  their  age  and 
size. 

“It  is  possible  that  in  such  a situation  these  agents 
may  be  life-saving.” 
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CESAREAN  SECTION 

PRESENT  DAY  TRENDS  WITH  REPORT  OF  CASES 


Eugene  S.  Groseclose,  IM.D.,  F.A.C.S., 

Lynchburg,  Virginia 


Cesarean  section  is  the  delivery  of  a child  from 
the  uterine  cavity  by  means  of  an  incision  made 
through  the  abdominal  and  uterine  walls.  This  term 
cannot  properly  be  applied  to  the  delivery  of  an 
ectopic  abdominal  pregnancy,  nor  to  delivery  through 
tlie  vagina  following  vaginal  hysterectomy. 

The  historical  background  and  development  of 
Cesarean  section  is  both  long  and  interesting.  The 
exact  origin  of  the  name  Cesarean  section  is  obscure. 
During  the  reign  of  Numa  Pomj)ilius  of  Rome,  a law 
was  formulated  requiring  the  excision  of  unborn 
babies  from  women  dying  late  in  pregnancy.  This 
law  was  known  under  the  Roman  Kings  as  “lex 
regia”  and  later  under  the  emperors  as  “lex  cae- 
sarea”.  This  being  the  most  spectacular  of  the  laws 
of  the  Empire,  the  term  cesarean  operation  or  sec- 
tion was  presumed  to  have  originated  from  this  and 
it  is  now  generally  accepted  as  the  most  probable 
origin  for  the  present  name  of  this  operation. 

The  operation  on  living  patients  was  by  no  means 
unknown  at  that  time,  but  had  Ireen  mentioned  in  the 
Talmud  and  other  ancient  writings.  The  popular 
belief  that  the  operation  was  so-called  because  Julius 
Caesar  was  supposed  to  have  been  born  by  this 
method,  is  unfounded.  The  history  of  the  develop- 
ment of  the  operation  through  its  various  phases  and 
refinements  in  technic  through  the  years,  is  of  the 
greatest  interest.  In  this  presentation  no  attempt  can 
be  made  to  recount  the  entire  developments,  but  cer- 
tain historical  features  have  a direct  bearing  on  va- 
riations in  technic  of  the  several  different  types  of 
cesarean  sections  now  used  for  different  sets  of  con- 
ditions and  indications. 

\\'illiams^  and  Standee^  have  discussed  five  devel- 
opmental periods  in  this  operation. 

The  first  of  these  is  that  now  ancient  time  during 
which  operations  were  performed  on  living  women 
but  mostly  tho.'e  done  on  corpses  under  the  lex  regia 
and  its  successor,  lex  caesarea.  Even  today,  post 
mortem  cesarean  sections  are  occasionally  done  under 
exceptional  circumstances. 

The  second  period  began  in  the  year  1500  and 
continued  to  the  latter  half  of  the  last  centur}’.  Re- 
ports of  cesarean  section  on  living  women  were 
common  during  this  epoch,  although  uterine  sutures 


were  not  used,  and  the  mortality  from  hemorrhage 
and  infection  was  appalling.  iSIany  of  the  success- 
ful cases  reported  during  these  three  and  a half 
centuries  seem  to  have  been  cases  of  advanced  ab- 
dominal pregnancies  in  which  no  uterine  incision 
was  required. 

Rousset  in  1581  and  Renaud  in  1637  published 
complete  works  on  cesarean  sections  with  records  of 
successful  cases.  Guerriot  found  records  of  forty 
such  operations  in  Paris  from  1800  to  1870,  but  all 
the  patients  died.  At  that  time,  the  use  of  sutures 
was  still  being  deljated. 

The  third  period  began  in  1876  when  Porro  of  the 
University  of  Milan  advocated  the  amputation  of  the 
liody  of  the  uterus  following  cesarean  section  and 
the  cervical  stump  sutured  or  skewered  into  the  lower 
angle  of  the  abdominal  wound.  Hemostasis  was  ac- 
complished b)'  means  of  an  encircling  wire  snare. 
^^'ith  so  little  knowledge  of  antisepsis  or  aseptic 
surgical  technic,  this  procedure  was  a notable  ad- 
vance in  lowering  mortality  from  hemorrhage  and 
infection.  The  present  da}’  operation  known  as 
cesarean  hysterectomy  or  Porro  cesarean  section  de- 
rives its  name  from  this  pioneer. 

The  fourth  period  began  in  1822  when  Sanger  de- 
scribed an  accurate  method  of  suturing  the  uterine 
wound  and  thus  conserving  the  organ  for  future 
pregnancies.  Thus  with  this  advance  and  increased 
knowledge  of  aseptic  surgery,  this  operation  became 
fairly  safe  and  was  known  as  the  “conservative 
cesarean  section”,  as  distinguished  from  the  Porro 
or  radical  cesarean  section.  Sanger  is  therefore  the 
father  of  the  present  day  “classical  cesarean  section”. 

The  fifth  and  present  period  began  in  1907  when 
Frank  of  Cologne  undertook  what  was  termed  an  ex- 
traperitoneal  cesarean  section,  but  his  operation  alien- 
ed the  peritoneal  cavity  and  was  actually  not  a true 
extra-j>eritoneal  section.  Latzko  in  1909  first  desc'"ibed 
his  technic  for  extraperitoneal  section,  whereby  he 
carefully  dissected  up  the  bladder  peritoneum  from 
its  ‘lateral  attachments  on  one  side  until  the  lower 
uterine  segment  was  exposed  for  incision  and  delivery 
of  the  child.  However,  in  a large  percentage  of 
cases,  the  peritoneum  was  inadvertently  torn  open 
and  the  operation  was  technically  difficult,  but  his 
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results  were  "(K)d.  Kronig  contended  that  the  per- 
itonealization  of  the  uterine  wound  was  the  effective 
feature  in  the  operation  of  Frank,  and  he  advocated 
cutting  tlirough  the  vesical  })eritoneum  and  entering 
the  lower  uterine  segment  after  dissecting  the  blad- 
der downward.  Heck’s  transverse  incision  of  the 
peritoneum  and  subsequent  over-lajjping  of  the  re- 
placed flaps  are  im])ortant  modifications  of  Krdnig’s 
original  oix*ration. 

Thus  at  the  present  time,  we  have  available  four 
main  types  of  cesarean  section: 

(1)  Modification  of  the  Porro  radical  o}>eration 
or  cesarean  with  In  sterectomy ; 

(2)  The  classical  conservative  operation  of  San- 
ger; 

(3)  The  low  cervical  section  of  Kronig  with  mod- 
ifications, and 

(4)  The  Latzko  extra  peritoneal  operation  and  its 
several  modifications,  notabl}'  that  of  Waters, 
Norton  and  others. 

'I'ime  will  not  permit  this  presentation  to  describe 
the  technic  of  the  various  types  of  cesarean  section 
in  detail,  but  a few  general  statements  on  the  four 
main  types  may  be  appropriate.  The  lower  uterine 
or  cervical  section  possesses  many  advantages  over 
the  simple  classical  operation.  Post-operative  mor- 
bidity due  to  leakage  of  lochia,  post-operative  disten- 
tion and  vomiting  and  peritonitis  are  all  materially 
reduced.  It  is  also  quite  generally  maintained  that 
rupture  of  the  uterus  during  a subsequent  pregnancy 
or  lalior  is  more  prone  to  occur  following  a previous 
classical  type  of  incision  in  the  upper  uterine  seg- 
ment than  following  a lower  uterine  incision. 

An  operation  which  is  safer  for  the  potentially 
infected  patient  or  one  who  has  been  subjected  to  a 
long  test  of  labor,  should  logically  be  safer  for  all 
patients.  The  low  cervical  operation  has  therefore 
supplanted  to  a large  extent  the  classical  operation 
in  modern  obstetrical  practice  because  of  the  above 
features  of  safety  and  prevention  of  infection  or 
jieritonitis.  DeLee,  one  of  the  modern  teachers  of 
obstetrics,  has  long  been  a staunch  advocate  of  this 
operation.  The  disadvantages  of  the  low  cervical 
operation  are  that  it  is  somewhat  more  difficult  tech- 
nically and  requires  ten  to  fifteen  mintues  more 
operating  time  than  the  classical  operation.  Such 
minor  disadvantages  for  the  trained  obstetrician  are 
in  no  sen.se  commensurate  with  the  many  advantages 
and  lowered  mortality  and  morbidity  of  the  low  cer- 
vical operation. 


Indications 

The  indications  for  cesarean  section  have  been 
broadened  as  the  technic  and  the  safety  of  the  op- 
eration have  improved.  Tart  of  this  change  has  been 
justifiable  and  advantageous  with  an  increase  in  sur- 
gical skill  and  obstetrical  knowledge.  However, 
there  has  resulted,  unfortunately,  a radical  and  often 
disastrous  attitude  that  cesarean  section  is  now  so 
safe  that  it  may  be  undertaken  by  casual  operators 
for  the  slightest  of  obstetrical  difficulties,  regardless 
of  the  training  of  the  operator,  the  absence  of  a true 
obstetrical  indication  for  operation,  or  the  choice  of 
the  prdper  procedure  indicated  by  the  conditions 
l^resent — all  with  disastrous  or  often  fatal  results 
for  the  patient.  Titus'*  has  shown  conclusively  that 
in  those  communities  where  this  condition  prevails, 
the  highest  maternal  mortality  rates  in  this  country 
are  to  be  found. 

The  greatest  degree  of  safety  is  attained  when  the 
indications  and  the  need  for  the  operation  have  been 
recognized  in  advance  of  labor  or  in  the  earliest 
stages  of  labor.  Reynolds®  states  that  the  morbidty 
and  mortality  following  the  classical  cesarean  sec- 
tion increase  in  direct  proportion  to  the  length  of  time 
the  patient  has  been  in  labor  prior  to  the  operation. 
Williams®  states  that  the  mortality  rises  .sharply  fol- 
lowing mere  rupture  of  the  membranes  during  that 
time. 

As  a general  rule,  the  present  day  concept  is  to  per- 
form either  a classical  or  low  cervical  type  of  section 
in  these  cases  which  are  an  elective  procedure  prior  to 
the  onset  of  labor  or  early  in  labor,  and  in  whom 
potential  infection  is  reduced  to  a minimum.  Al- 
though the  low  cervical  section  is  now  more  popular 
and  has  wider  usage  in  modern  obstetrical  practice, 
the  classical  operation  is  still  used  in  those  cases  in 
which  sterilization  is  to  be  effected,  or  when  speed  in 
operating  is  of  paramount  importance.  Those  who 
perform  the  extraperitoneal  type  of  operation,  reserve 
them  largely  for  a limited  group  of  patients  who  are 
jiotentially  or  presumably  infected  as  a result  of  pro- 
longed labor  and  repeated  examinations  with  doubt- 
ful technics  or  under  adverse  circumstances. 

The  Porro  or  radical  type  of  cesarean  section  is 
at  present  reserved  for  those  patients  who  are  frankly 
infected  at  the  time  of  operation,  as  shown  by  a his- 
tory of  repeated  vaginal  examinations,  the  presence 
of  fever,  rapid  pulse  rate,  foul  vaginal  discharge  and 
increased  blood  counts.  On  occasion,  this  type  of 
operation  is  chosen  for  those  cases  of  uncontrollable 
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hemorrhage  following  cesarean  section,  ]>articularly 
cases  of  placenta  praevia,  or  cases  of  complicating 
uterine  tumors  in  whom  proper  contraction  of  the 
uterus  or  control  of  hemorrhage  at  the  time  of  opera- 
tion cannot  be  maintained. 

The  indications  for  the  performance  of  any  type 
of  cesarean  section  may  be  classified  in  several 
group;,  including  those  of  maternal  origin,  those  of 
fetal  origin,  or  combination  of  maternal  and  fetal, 
as  well  as  those  indications  arising  from  some  [)re- 
existing  or  unexpected  medical  entity.  For  man)' 
years,  medical  students  have  been  taught  a more  or 
less  routine  group  of  indications  for  cesarean  sec- 
tions, but  the  wider  application  of  this  operation 
with  the  present  day  knowledge  and  skill,  has  broad- 
ened the  scope  of  indications  greatly. 

Absolute  indication  for  cesarean  section  exists 
where  delivery  by  any  other  method  becomes  impos- 
sible. such  as  extreme  degrees  of  contracted  or  mal- 
formed ])elvis,  in  gigantism  of  the  infant,  or  in  ob- 
struction of  the  pelvic  cavity  by  large  tumors.  All 
other  indications  are  contingent  upon  the  fetus  being 
alive,  mature  or  nearly  so,  and  not  deformed.  In 
cases  of  uterine  death  of  fetus  or  in  the  presence  of 
a monstrosity  as  demonstrated  by  X-ray  other  meth- 
ods of  delivery  may  be  chosen  which  carry  less 
risk  to  the  mother.  Cesarean  section  is  now  war- 
ranted for  many  maternal  and  fetal  indications, 
which  formerly  were  considered  insufficient  reason 
in  view  of  the  attendant  operative  dangers. 

Briefly,  the  following  indications  or  combinations 
of  indications  may  be  ])resented  as  the  most  frecjuent 
causes  for  cesarean  section: 

I.  Contracted  pelvis  or  deformed  pelvis; 

II.  Cephalo-jielvic  or  feto-pelvic  disproportion; 

III.  Excessive  size  of  fetus; 

IV.  Tumors  blocking  the  pelvic  cavity; 

V.  Placenta  praevia; 

VI.  Premature  separation  of  the  placenta; 

VH.  Certain  cases  of  toxemia  of  pregnancy,  no- 
tably jrre-eclampsia; 

Vm.  Malpresentation  of  the  fetus,  especially  in 
small  pelvis  or  large  infants — 

(a)  Transverse  (c)  Brow 

(b)  Shoulder  (d)  Face 

IX.  Prolapse  of  the  cord  with  living  fetus; 

X.  Stenosis  or  atresia  of  the  genital  passages, 
either  congenital  or  acquired; 


XI.  ^Medical  disease  of  the  mother — 

(a)  Heart  Disease  (c)  Diabetes. 

(b)  Tuberculosis 

Other  conditions  that  may  indicate  cesarean  sec- 
tion are  encountered,  and  upon  which  judgment  of 
the  attending  physician  must  be  e.xercised.  For  ex- 
ample, multiparae  with  normal  or  slightly  contracted 
])elvis,  with  a history  of  repeated  difficult  labors  and 
deliveries  resulting  in  stillborn  babies,  should  be 
subjected  to  cesarean  section  in  many  cases.  Primi- 
parous  patients  who  are  nearing  the  normal  age  of 
the  menopause  and  in  whom  any  doubtful  factor 
exists,  such  as  a long  firm  cervix  or  mild  pelvic  con- 
tractions, and  in  whom  the  successful  outcome  of 
labor  may  be  doubtful,  should  be  considered  as  can- 
didates for  this  operation.  A combination  of  ma- 
ternal with  fetal  indications  is  often  a deciding 
factor  in  choosing  delivery  by  abdominal  section,  as, 
for  example,  a breech  presentation  in  an  elderly 
])rimipara  with  rigid  soft  parts  and  a small  pelvis. 

The  time-honored  dictum  of  “once  a cesarean,  al- 
ways a cesarean”  does  not  hold  true.  The  fact  that 
a woman  has  had  one  cesarean  section  does  not  al- 
ways necessitate  a cesarean  section  in  subsequent 
deliveries.  Provided  the  original  operation  was  per- 
formed for  some  reason,  such  as  placenta  praevia, 
which  does  not  exist  in  the  subsequent  pregnancy,  and 
provided  the  post-operative  convalescence  was  afe- 
brile and  uncomplicated,  then  labor  may  be  allowed 
to  jirogress  in  this  patient  with  a large  degree  of 
safety,  provided  there  are  no  elements  of  di.spro- 
portion  existing.  Such  cases  are  common,  I am  sure, 
in  the  experiences  of  many  obstetricians. 

Repeated  cesarean  sections  may  Ire  performed  on 
those  patients  in  whom  a constant  acceptable  in- 
dication exists,  such  as  a defonned  or  contracted 
])elvis.  There  is  a wide  divergence  of  opinion  as  to 
the  numlier  of  cesarean  sections  any  one  patient  may 
undergo.  In  my  opinion,  sterilization  is  jus- 
tified and  indicated  after  two  or  at  the  most  three 
cesarean  sections.  Titus  states  that  the  greatest 
number  of  sections  that  he  has  performed  on  one 
patient  is  five.  Phaneuf"  reports  two  patients  each 
of  whom  had  six  sections.  Fletcher  Shaw  has  re- 
]iorted  seven  on  one  patient,  and  D.  J.  McSweeney 
reported  a ninth  cesarean  section  on  the  same  patient, 
according  to  Gordon  and  RosenthaF. 

In  discussing  the  indications  for  this  operation, 
the  following  statements  should  be  remembered: 

Cesarean  section  is  a surgical  procedure  of  major 
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importance.  It  should  not  be  undertaken  by  the 
occa.'ional  operator,  or  without  the  usual  facilities  of 
a well-equipjted  oi)erating  room  and  trained  assist- 
ants. While  it  is  true  that  it  has  been  successfully 
done,  and  occasionally  must  still  be  done  as  an 
emergency  measure  in  isolated  rural  areas  without 
l)roj)er  facilities,  any  such  ap})roach  to  a cesarean 
section  is  likely  to  add  to  the  high  mortality  rate 
which  already  exists  from  this  operation.  Present 
day  hospital  facilities,  improved  trans])ortation  and 
conservative  obstetrical  care  will  usually  j)ermit  these 
patients  to  Ije  cared  for  in  a well  equipped  hospital 
and  under  trained  i)ersonnel,  with  a definite  lowering 
of  fetal  and  maternal  mortality. 

The  attitude  that  any  difficult  labor  may  be  ended 
successfully  by  a cesarean  section,  is  not  that  of  a 
well-trained  obstetrician.  The  keenest  obstetrical 
judgment  is  required  to  determine  conservatively 
when  and  why  to  o])erate,  which  type  of  cesarean 
section  to  select  to  avoid  disastrous  results  by  pre- 
venting infection  before  and  during  operation,  as 
well  as  hemorrhage  following  it. 

One  of  the  greatest  factors  in  the  high  maternal 
mortality  rate  in  this  country  is  the  injudicious  and 
unwarranted  abu.se  of  cesarean  section  operation. 

Incidence 

The  incidence  of  cesarean  section  varies  according 
to  the  type  of  jjatient,  whether  private  or  clinic,  white, 
or  colored.  The  incidence  of  sections  varies  from 
one  to  eight  j)er  cent  in  most  large  maternity  hos- 
pitals in  this  country.  Stander®  reports  that  during 
the  twenty-five  years  ending  in  1930,  the  incidence 
of  cesarean  section  in  13,339  deliveries  at  the  Johns 
Hopkins  Hospital  was  1.7  per  cent.  He  quotes  Good 
as  reporting  3.8  per  cent  incidence  at  the  Boston  City 
Hospital  for  the  year  1929.  Douglas^  reports  an 
incidence  of  2.9  per  cent  at  the  University  of  Mary- 
land in  3423  deliveries  for  the  year  1947. 

Pre-Operative  Care 

The  presence  or  absence  of  infection,  either  actual 
or  jxDtential,  at  the  time  a cesarean  section  is  per- 
formed, is  directly  related  to  the  maternal  mortality 
from  this  operation.  Vaginal  e.xamination  before 
operation  should  be  avoided  entirely  or  reduced  to 
an  absolute  minimum,  being  done  only  under  rigid 
aseptic  jn'ecautions  in  order  to  avoid  contamination 
and  infection.  Deviations  from  this  rule  may  result 
in  fatal  infections. 

The  general  physical  condition  of  the  patient  is 


of  paramount  imjxirtance.  Patients  in  whom  vom- 
iting, e.xcessive  perspiration  or  limited  fluid  intake 
has  occurred,  should  lie  given  intravenous  fluids  prior 
to  operation.  All  jiost-hemorrhagic  cases,  such  as 
cases  of  placenta  praevia  or  jiremature  separation  of 
the  placenta,  should  be  given  lilood  transfusions 
of  jiroperly  matched  and  known  Rh  lilood  prior  to 
operation,  and  additional  such  blocxl  should  be  avail- 
able  to  administer  during  or  immediately  after  op- 
eration. Those  cases  of  jirolonged  labor,  with  ques- 
tionable examinations  and  who  are  febrile,  should 
be  given  jienicillin  in  do.ses  of  2()(),00()  to  400,000 
units  jirior  to  operation. 

\ cleansing  enema  should  lie  given  whenever  pos- 
sible in  order  to  reduce  post-operative  abdominal 
distention  as  far  as  possible.  The  bladder  should 
always  be  thoroughly  drained  and  an  open  catheter 
left  in  the  bladder  until  the  ojieration  is  completed. 
Pre-o]ierative  medication  consists  of  atro]iine  alone, 
unless  one  prefers  a basal  analgesia  liy  nembutal 
or  other  sedatives.  Morphine,  dilaudid,  pantopon 
or  other  narcotics  are  definitely  contraindicated,  due 
to  their  depressing  action  upon  the  fetus. 

Anesthesia 

The  subject  of  anesthesia  for  cesarean  section  has 
long  been  one  of  much  debate  and  divergence  of 
opinion  among  various  authors.  In  general,  the 
anesthesia  of  choice  for  most  operators  is  some  form 
of  general  inhalation  anesthesia,  especially  nitrous 
oxide  and  o.xygen  or  Cyclopropane  administered  by  a 
well  trained  anesthetist.  Eastman  has  warned  that 
combinations  of  nitrous  oxide  and  oxygen  in  propor- 
tion of  85.15  produce  some  degree  of  fetal  ano.xemia 
and  that  a mi.xture  of  90.10  over  five  minutes  may 
produce  profound  fetal  asphyxia. 

Local  anesthesia  for  cesarean  section  was  strongly 
advocated  by  DeLee  for  many  years.  Beck^®  and 
Waters^^  among  the  present  day  authorities  warmly 
advocate  this  anesthesia.  A one  per  cent  solution  of 
novocaine,  with  or  without  adrenalin,  is  generall}' 
used.  A highly  satisfactory  anesthetic  is  obtained 
by  a preliminary  infiltration  with  novocaine,  fol- 
lowed by  a very  light  inhalation  of  nitrous-oxide  and 
oxygen  until  the  child  is  delivered. 

Today,  spinal  anesthesia  has  many  advocates  and 
many  reports  attest  to  its  safety  when  properly  ad- 
ministered in  properly  selected  cases.  As  a rule 
50-100  mgm.  of  novocaine  is  administered  in  the  2nd 
or  3rd  lumbar  interspace  in  2 cc.  of  sjiinal  fluid.  Spinal 
anesthesia  is  contraindicated  in  post-hemorrhagic  or 
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shock  cases,  in  cases  of  toxemia  with  marked  hyper- 
tension, or  in  cases  of  h\potension.  The  administra- 
tion of  ephedrine  subcutaneously  following  injection 
of  the  spinal  anesthetic  and  giving  of  intravenous 
fluids  during  the  ojx'ration  will  help  to  prevent  post- 
anesthetic shock.  Post-operative  pain  and  disten- 
tion, inability  to  void,  nausea  and  vomiting  and 
respiratory  complications  are  all  reduced  following 
spinal  anesthesia,  as  compared  to  inhalation  anesthe- 
sia. Cosgrove^'"^  has  had  an  extensive  and  favorable 
experience  with  its  use  in  obstetrics,  and  Thomas  also 
endorses  its  use.  Contraindications  must  be  fol- 
lowed and  the  anesthetic  given  by,  and  followed  by 
well  trained  personnel. 

Post-Operative  Care 

All  cesarean  section  cases  should  be  closely 
watched  for  the  first  1-2  hours  following  operation, 
in  order  to  detect  the  presence  of  hemorrhage  or 
shock.  Hemorrhage  may  occur  from  the  uterus  fol- 
lowing either  the  classical  or  low  cervical  operation, 
especiall}’  in  ca.ses  of  ])lacenta  praevia  or  abruptio 
placenta.  Administration  of  ])ituitrin  or  ergctrate 
is  often  needed,  with  manual  massage  of  the  uterus 
and  in  some  instances  jiost-operative  uterine  packing 
is  necessitated.  Plasma  or  whole  blood  in  sufficient 
amounts  must  be  given  immediately  to  replace  blood 
loss  from,  the  operation,  to  prevent  shock,  which 
may  become  irreversible  if  severe. 

Liberal  use  of  narcotics  for  relief  of  pain  is  de- 
sirable the  first  48  hours.  Morphine,  codeine,  di- 
laudid  or  demerol  should  be  given  freely.  The  urinary 
bladder  should  be  emptied  at  frequent  intervals 
or  an  indwelling  catheter  left  in  the  bladder.  Every 
attempt  should  Ije  made  to  prevent  a post-operation 
urinary  tract  infection. 

Intravenous  glucose  solution  should  be  given  on 
return  of  the  i)atient  to  her  room.  A 10  to  25% 
solution  is  routinely  administered  by  Titus  to  all 
post-operative  cases,  and  he  cites  the  following  well 
established  rationale:  (1)  tone  is  improved  so  that 
shock  and  intestinal  atony  are  thereby  combated,  (2) 
thirst  is  allayed  and  fluid  intake  provided,  (3)  the 
liver’s  detoxication  action  is  reduced  l)y  the  dextrose, 
(4)  post-operative  intoxication  acido-is  and  nausea 
and  vomiting  are  usually  avoided,  and  (5)  i)eristaltic 
activity  of  the  bowel  is  restored  earlier. 

The  usual  j)ost-oj)erative  care  of  the  bowels,  the 
diet,  wound  care  and  early  ambulation,  are  all  essen- 
tially the  same  as  following  any  major  gynecologic 
operation. 


Prognosis 

The  results  of  cesarean  section  vary  greatly,  de- 
pending upon  several  factors,  namely:  the  experi- 
ence and  judgment  of  the  of>erator,  the  type  of  opera- 
tion done,  the  presence  or  absence  of  infection,  the 
presence  or  absence  of  shock  of  the  patient,  the  gen- 
eral ho.sintal  or  operative  facilities,  and  the  time  in 
labor  that  the  ojieration  is  performed. 

Holland’s^®  studies  have  been  widely  quoted  since 
they  include  figures  from  many  different  operators. 
He  found  in  a .series  of  1,953  .sections,  a maternal 
mortality  of  1 .6  per  cent  in  those  done  before  labor 
as  an  elective  procedure;  1.8  per  cent  early  in  labor; 
10  per  cent  late  in  labor,  14  per  cent  after  induction 
of  labor  and  27  per  cent  after  attempts  at  delivery 
by  forceps. 

Courties  and  Fisher^"*  reported  1000  ce.sarean  .sec- 
tions. From  1911  to  1919,  the  maternal  mortality- 
in  204  sections  was  10.2  per  cent.  During  the  next 
period  1920-1931  the  mortality  was  reduced  to  6.4 
per  cent.  A series  of  376  low  cervical  sections  showed 
mortality  rate  of  only  1.3  y)er  cent.  ^Morbidity  was 
also  markedly  reduced  in  this  type  of  operation,  as 
compared  to  the  classical  section. 

•According  to  Irving^^  the  gross  mortality  in  this 
country  between  1931  and  1936  was  established  to 
be  5.8  per  cent  by  17  authors.  The  present  mortality 
in  the  better  clinics  now  ranges  from  1.5  to  4.5 
per  cent,  this  reduction  resulting  from  better  train- 
ing and  conservative  judgment,  the  more  wide-s[)read 
use  of  the  antibiotics  and  sulfonamides,  better  hos- 
pital facilities,  improved  methods  of  blood  transfu- 
sion, and  the  gradual  replacement  of  the  classical 
operation  by  the  low  cervical  section.  However, 
Titus  re-emphasizes  the  fact  that  the  general  mor- 
tality throughout  the  country  is  considerably  higher 
than  this,  and  he  concludes  that  the  answer  to  this 
is  the  obvious  and  logical  combination  of  poor  ob- 
stetrical judgment  and  poor  surgical  ability. 

Case  Reports 

In  a series  of  one  thousand  consecutive  private 
deliveries,  there  were  41  cesarean  sections  perfonned, 
an  incidence  of  4.1  per  cent.  The  following  case 
reports  from  this  series  are  presented  briefly  to  il- 
lustrate a variety  of  indications  for  cesarean  section, 
as  well  as  certain  complications  wliich  may  arise: 

Case  I : 

Mrs.  R.  S.  H.  is  a white  primij)ara,  age  41.  whose 
F.D.C.  was  Noveml)er  2,  1946.  Past  historv  is  im- 
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I)ortant  in  that  patient  has  been  excessively  obese 
and  over-weight  since  pulx;rty.  Average  weight  has 
varied  between  310-340  pounds.  Patient  had  a 
thrombo-phlebitis  of  the  right  leg  following  an  auto 
accident  in  1943.  Present  pregnancy  has  been  es- 
sentially normal  until  admission  on  November  29, 
1946.  with  a blood  ])ressure  of  150/100.  Under 
usual  treatment  for  toxemia  of  jjregnancy,  condition 
im])roved  and  labor  was  induced  on  December  2, 
1946.  Moderately  severe  labor  pains  continued  dur- 
ing the  day  and  night  and  on  the  following  day, 
after  36  hours  of  labor,  the  cervix  was  only  5-6  cm. 
dilated  and  the  fetal  head  unengaged.  A low  cer- 
vical cesarean  section  was  then  done  under  nitrous- 
oxide  and  oxygen  anesthesia  and  a large  living  male 
infant,  weighing  13  jx)unds  8 ounces,  was  delivered 
in  good  condition.  The  post-operative  course  was 
essentially  normal,  the  temperature  rising  to  100.2 
on  the  second  post-operative  day  and  to  99.3  on  the* 
third  post-operative  day.  The  operative  incision 
healed  per  primum  and  the  patient  was  discharged 
on  December  16,  1946,  on  the  13th  post-operative  day 
in  good  condition. 

Diagnosis : 

1.  Excessive  obesity 

2.  Elderly  primipara 

3.  Feto-pelvic  disproportion  with  excessive  size 
of  child 

4.  Test  of  labor  with  failure  of  engagement  of 
fetal  head. 

Comments : This  patient  was  the  largest  I’ve  ever 
delivered  and  the  child  the  largest  I've  ever  seen  or 
delivered.  Failure  of  engagement  of  the  head  with 
normal  progress  of  labor  and  the  excessive  size  of 
the  child  precluded  the  possibility  of  a successful 
outcome  of  vaginal  delivery  and  necessitated  a ce- 
sarean section  in  the  interest  of  both  mother  and 
child.  Elective  cesarean  section  in  a 41  year  old 
primipara  may  have  been  the  desired  approach  to 
this  case,  but  the  large  size  of  the  maternal  pelvis 
indicated  at  least  a trial  of  labor. 

Case  II : 

Mrs.  L.O.P.  is  a white  primipara,  age  21,  whose 
E.D.C.  was  March  1,  1947.  She  was  admitted  to 
the  Lynchburg  General  Hospital  on  January  30,  at 
eight  months  pregnancy  because  of  a rapidly  devel- 
oping pre-eclamptic  toxemia  with  headache,  scoto- 
mata. edema  and  hea\w  albuminuria,  in  spite  of  the 
usual  preventive  treatment  initiated  two  weeks  prior 


to  admission.  In  spite  of  vigorous  toxemia  treat- 
ment, including  heavy  sedation,  hypertonic  glucose, 
concentrated  magnesium  sulfate,  the  blood  pressure 
rose  to  200/115.  The  fetal  head  was  unengaged, 
the  cervix  was  long  and  closed.  In  view  of  this 
fulminating  pre-eclampsia  with  impending  convul- 
sions, a low  cervical  cesarean  section  was  done  on 
February  2,  1947,  forty-eight  hours  after  hospital 
admission.  Anesthesia  consisted  of  1 % novocaine 
infiltration  followed  by  nitrous-oxide  anesthesia  as 
uterus  was  opened.  A living  child  was  delivered 
in  good  condition.  The  post-o[x;rative  course  was 
normal,  except  for  a rise  of  temperature  to  100.3  on 
the  first,  second,  and  third  post-operative  days,  fol- 
lowing which  it  remained  normal.  The  operative 
incision  healed  without  drainage  or  infection  and 
the  ])atient  was  discharged  in  the  10th  jjost-operative 
day,  at  which  time  the  blood  pressure  was  132/96, 
the  urine  free  of  albumin  and  kidney  function  nor- 
mal. 

Diagnosis; 

1 . Pregnancy  8 months 

2.  Fulminating  pre-eclamptic  toxemia 

3.  Rigid  cervix  with  unengaged  fetal  head. 

Comment:  The  rapid  development  of  a severe 

toxemia  with  impending  eclampsis  in  a primipara 
at  eight  months,  and  a rigid,  non-dilated  cervix,  ne- 
cessitated cesarean  section  in  this  patient.  The  strain 
of  labor  or  additional  delay  would  have  undoubtedly 
resulted  in  eclamptic  convulsions.  On  follow-up, 
this  patient  continued  to  show  a mild  elevation  of 
the  blood  pressure  around  135/88  for  one  year  post- 
partum. In  spite  of  contraceptive  measures,  pa- 
tient again  became  pregnant  in  1948  and  was  de- 
livered again  in  December  by  elective  cesarean  sec- 
tion near  term,  as  the  hypertension  again  increased 
with  development  of  a moderate  degree  of  pre- 
eclampsia. Sterilization  was  advised  and  carried  out 
and  the  post-operative  course  was  uncomplicated. 

Case  III: 

Mrs.  R.T.G.  is  a white  primipara,  age  20,  whose 
E.D.C.  was  April  20,  1948.  Pregnancy  had  been 
normal  and  uncomplicated.  Past  history  is  of  no 
significance.  Labor  began  spontaneously  on  April 
12,  1948.  and,  on  admission,  labor  j^ains  were  oc- 
curring every  five  minutes;  the  cervix  was  well  effaced 
and  dilated  3 cm.  with  fetal  head  presenting.  Mem- 
branes were  ruptured  artificially  at  9:20  A.M.  to 
stimulate  labor  and  labor  progressed  normally  except 
that  patient  was  extremely  restless  under  analgesia, 
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tr\  in<'  to  get  out  of  bed.  At  1 :30  P.  M.  when  meco- 
nium appeared  in  amniotic  fluid  and  the  fetal  heart 
tones  suddenly  became  slower  and  of  irregular 
rhythm,  sterile  vaginal  examination  revealed  a large 
loop  of  prolapsed  umbilical  cord  in  the  upper  vaginal 
canal  and  the  cervix  dilated  5 cm. 

Immediate  preparations  were  made  for  operation 
and  at  3:15  P.M.  a living  female  child  in  fair 
condition  was  delivered  by  low  cervical  cesarean 
section  under  nitrous-oxide  oxygen  anesthesia.  The 
baby’s  condition  improved  rapidly  and  the  patient’s 
post-operative  condition  was  excellent. 

Penicillin  therapy  was  started  the  day  of  opera- 
tion and  continued  for  three  days.  The  jx)st-opera- 
tive  course  was  uncomplicated,  except  for  fever  of 
100  degrees  on  the  first,  second,  third,  and  on  the 
eighth  and  tenth  post-operative  days.  Tlie  operative 
incision  healed  per  primum.  Xo  evidence  of  inci- 
sional, renal,  pulmonary  or  venous  infection  was 
found  and  the  }>atient  was  discharged  on  the  thir- 
teenth post-operative  day  in  good  condition. 

Diagnosis: 

1.  Prolapse  of  umbilical  cord,  intrapartum 

2.  Pregnancy,  term  with  spontaneous  labor. 

Comment:  Prolapse  of  the  umbilical  cord  repre- 
sents an  acute  obstetrical  emergency,  the  treatment 
of  which  is  usually  unsuccessful,  and  the  fetal  mor- 
tality rate  is  extremely  high.  Immediate  cesarean 
section  is  the  treatment  of  choice  if  time  and  the  baby’s 
condition  will  permit.  The  restlessness  of  this  pa- 
tient is  felt  to  be  the  direct  cause  of  this  complica- 
tion, well  after  labor  was  in  progress.  Penicillin 
therapy  was  administered  in  view  of  the  pre-operative 
examinations  required.  Prolapse  of  the  umbilical 
cord  occurs  more  frequently  in  abnormal  presenta- 
tions, such  as  breech,  transverse,  shoulder,  or  face, 
and  more  frequently  prior  to  onset  of  labor.  Xitrous 
oxide  oxygen  anesthesia  was  used  as  a means  of  sav- 
ing time,  every  minute  of  which  was  vital  to  saving 
this  child. 

Cose  IV: 

Mrs.  E.  A.  P.  is  a white  multipara,  age  33,  whose 
E.D.C.  was  April  13,  1948.  The  past  history  is  sig- 
nificant in  that  this  patient  had  five  previous  preg- 
nancies— two  pregnancies  resulting  in  spontaneous 
miscarriages,  one  full  term  still-birth  resulting  from 
a prolapsed  cord  in  a breech  delivery,  and  two  living 
full  term  Ijabies.  In  1945,  a cholecystectomy  and 
appendectomy  were  performed. 


The  present  pregnancy  was  complicated  by  nausea 
and  vomiting  of  early  pregnancy,  secondary  anemia, 
hypothyroidism,  acute  sinusitis,  excessive  Braxton- 
Hicks  contractions,  and  one  episode  of  slight  vaginal 
bleeding  at  the  eighth  month.  Large  varicose  veins 
of  the  legs  and  vulva  were  a constant  source  of  ad- 
ditional discomfort.  In  view  of  this  clinical  picture 
and  the  past  obstetrical  history,  post-partum  ster- 
ilization was  advised. 

On  April  13,  1948,  examination  revealed  the  child 
in  a direct  transverse  position  with  the  placental 
souffle  distinctly  heard  in  the  lower  uterine  segment. 
In  view  of  this  complication,  which  could  not  be  cor- 
rected by  external  version,  the  patient  was  admitted 
to  the  hospital  for  elective  cesarean  section  in  view 
of  a placenta  praevia  and  the  impossibility  of  a 
normal  vaginal  delivery.  Hemorrhage  from  the 
lower  uterine  segment  was  definitely  feared. 

On  April  17,  1948,  a low  classical  cesarean  sec- 
tion was  done  under  spinal  anesthesia,  avoiding  as 
well  as  possible,  the  extensive  and  large  venous 
sinuses  in  the  lower  uterine  segment.  A normal 
female  infant  in  good  condition  was  delivered  and 
the  placenta  was  occupying  the  entire  lower  uterine 
segment,  completely  covering  the  cervical  canal.  On 
delivery  of  the  placenta,  there  was  profuse  bleeding 
from  the  entire  placental  site,  which  was  difficult 
to  control  by  massage,  insertion  of  hot  packs,  and 
administration  of  ergotrate  and  pitocin.  The  uterus 
was  then  tightly  packed  with  four  yards  of  gauze 
packing  and  the  hemorrhage  appeared  controlled.  Both 
uterus  tubes  were  ligated  and  the  abdomen  closed  in 
the  usual  manner.  At  the  completion  of  the  opera- 
tion, blood  pressure  was  98/60,  pulse  of  fair  volume 
and  1000  cc.  507  glucose  was  given  intravenously. 

Shortly  after  return  to  her  room,  signs  of  shock 
appeared  and  blood  pressure  dropped  to  60/ 40.  The 
pulse  became  weak  and  peripheral  circulation  col- 
lapsed. 500  cc.  citrated  blood,  100  cc.  blood  pla.'ina 
given  immediately  but  condition  became  critical 
l>ecause  of  extreme  shock.  Vaginal  bleeding  through 
packing  appeared  and  additional  vaginal  packing 
was  of  no  avail.  For  nine  hours,  condition  was  very 
critical  and  continuous  oxygen  was  administered. 
During  this  period,  sixteen  pints  of  whole  blood  were 
given  after  surgical  exposure  of  both  femoral  and 
antecubital  veins.  Profound  shock  continued  and 
bleeding  could  not  be  controlled.  At  10:30  P.M., 
as  a life-saving  measure,  a supra-vaginal  hysterec- 
tomy was  done,  during  which  procedure  2000  cc.  of 
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wliole  blood  was  given.  Tlie  patient's  condition 
gradually  imjiroved,  signs  of  shock  disappeared  and 
two  additional  transfusions  were  given  until  hemo- 
globin was  80' r on  the  9th  post-oj)erative  day.  The 
temperature  reached  102  on  the  first  post-operative 
day,  103  on  the  second  day,  and  100  degrees  on  the 
third  day.  The  post-ojierative  course  was  then  smooth 
and  uncomplicated,  tlie  operative  incision  healed 
witliout  infection,  as  well  as  those  of  the  arms  and 
groins,  and  the  patient  was  di.scharged  on  the  15th 
l)ost-operative  day  in  good  condition. 

Diagnosis: 

1.  Placenta  praevia,  centralis 

2.  Transverse  presentation 

3.  Extensive  varicose  veins  of  legs  and  vulva 

4.  Secondary  anemia,  acute,  severe  from  acute 
blood  loss. 

Comments : This  case  represents  a multiplicity 
of  indications  and  complications.  Avoiding  opera- 
tive delivery  was  deeply  desired  due  to  extensive 
venous  involvement,  but  the  complicating  placenta 
praevia  and  transverse  presentation  necessitated  such 
procedure.  The  shock  was  the  most  profound  ever 
seen  to  recover.  The  fact  that  this  patient  was  a 
type  II,  Rh  positive,  was  vital  in  her  recovery,  since 
32  donors  were  available  and  matched  in  a short 
time.  Hysterectomy  was  decided  upon  as  a last  resort 
in  spite  of  profound  shock,  since  hemorrhage  could 
not  be  controlled  in  any  other  manner.  Complete 
and  cheerful  cooperation  and  perseverance  of  six 
consultants,  the  laboratory,  nursing  and  operative 
staffs  must  be  credited  with  saving  this  patient's 
life. 

Case  V : 

Mrs.  C.M.L.,  a R.N.,  white  multipara,  gravidarum 
II,  age  35,  whose  E.D.C.  was  August  17,  1948. 
Pregnancy  was  uncomplicated,  except  for  a tendency 
to  constant  Braxton-Hicks  contractions  during  last 
four  months,  requiring  administration  of  corpus  lu- 
teum  hormone. 

Past  history  was  essentially  negative,  except  for 
the  obstetrical  history.  At  the  time  of  patient’s  first 
pregnancy  in  1941,  examination  revealed  the  presence 
of  a double  cervix  and  bicornate  uterus.  The  two 
distinct  cervices  were  quite  small  and  separated  by 
a thick  band  of  fibrous  tissue.  Because  of  this  find- 
ing the  first  pregnancy  was  terminated  at  term  by 
an  elective  cesarean  section,  since  it  was  felt  that 
normal  delivery  by  the  vaginal  route  could  not  be 
anticipated. 


On  August  12,  1947,  a repeat  cesarean  section  was 
performed  under  spinal  anesthesia  and  a living  male 
child  delivered  in  good  condition.  Examination 
showed  the  uterus  to  be  completely  divided  into  two 
separate  cavities  by  a septum  extending  from  the 
fundus  to  the  cervix,  this  being  a double  uterus,  rather 
than  a bicornate  type.  In  view  of  this  congenital 
anomaly  and  the  second  cesarean  section,  steriliza- 
tion was  done  by  ligation  of  both  uterine  tubes,  this 
having  been  discussed  with  the  patient  and  husband 
])rior  to  operation. 

The  post-partum  course  w'as  normal  and  afebrile 
except  for  a rise  of  temperature  to  101  degrees  on 
the  first  post-operative  day.  The  incision  healed  per 
primum  and  patient  was  discharged  on  the  twelfth 
jiost-ojjerative  day  in  good  condition. 

Diagnosis: 

1 . Congenital  deformity  of  uterus  consisting  of 
double  uterus  and  cervix 

2.  Repeat  cesarean  section  with  sterilization. 

Comments : There  was  a constant  and  permanent 

indication  for  abdominal  delivery  in  this  patient  due 
to  the  congenital  anomaly  of  the  uterus  resulting  in 
atresia  of  the  birth  canal,  and  sterilization  was  felt 
justified  after  the  second  operation. 

Case  VI: 

Mrs.  W.G.M.,  a wdiite  multipara,  gravidarum  II, 
age  27.  The  E.D.C.  was  September  4,  1947,  and 
her  pregnancy  had  been  entirely  normal  until  Au- 
gust 21,  1947,  at  which  time  patient  had  a moderately 
severe  painless  vaginal  hemorrhage  at  home  and  was 
admitted  to  the  hospital  for  observation  and  treat- 
ment. All  bleeding  ceased,  and  the  patient’s  general 
condition  was  good,  and  with  selected  donors  matched 
and  typed  and  on  call,  the  patient  was  allowed  to 
return  home.  Her  condition  remained  normal  until 
the  night  of  September  1,  at  w’hich  time  a second 
mission,  painless  vaginal  hemorrhage  occurred  at 
home  during  sleep.  Patient  w’as  immediately  ad- 
mitted via  ambulance  and  prepared  for  cesarean  sec- 
tion and  blood  was  drawn  from  three  donors.  One 
unit  of  blood  plasma  was  administered  while  patient 
was  prepared  for  operation  and  a whole  blood  trans- 
fusion started  in  the  operating  room  prior  to  opera- 
tion. 

Under  light  nitrous-oxide  oxygen  anesthesia,  a 
midline  incision  was  made  as  rapidly  as  possible  and 
the  uterus  opened  by  low  cervical  cesarean  section 
incision.  On  oj^ening  the  uterus,  the  placenta  was 
encountered  in  the  entire  lower  uterine  segment  and 
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completely  covered  the  cervical  canal.  Bleeding  from 
the  large  venous  sinuses  in  the  lower  non-contractible 
portion  of  the  uterus  was  severe.  The  placenta  was 
delivered  first,  followed  by  the  delivery  of  a living 
male  infant  in  ver}-  good  condition.  All  visible 
sinuses  were  clamped,  the  uterus  massaged  briskly 
and  tightly  packed  with  large  hot  gauze  packs. 
Ergotrate  was  given  intramuscularly  and  1 cc.  of 
pitocin  was  injected  into  the  uterine  wall.  However, 
bleeding  was  uncontrollable  and  the  patient  was 
rapicll}’  approaching  the  stage  of  shock,  with  rapid 
pulse,  and  a sharp  drop  in  blood  pressure.  In  view 
of  this  condition,  it  was  felt  that  the  only  method 
for  control  of  the  severe  hemorrhage  was  by  supra- 
vaginal hysterectomy,  which  was  carried  out  in  the 
usual  method  as  rapidly  as  possible,  with  plication 
of  the  round  and  broad  ligaments  to  the  cervical 
stump  and  peritonealization  by  the  bladder  flap  of 
the  peritoneum.  The  abdomen  was  closed  in  the 
usual  manner  without  drainage  and  the  patient  given 
a second  transfusion  on  return  to  her  room.  Her 
condition  improved  rapidly  following  the  second 
blood  transfusion  and  all  signs  of  shock  disappeared. 

On  the  second  post-operative  day  temperature  rose 
to  103  degrees  followed  by  a chill  of  moderate  sev- 
erity. which  was  felt  to  be  due  to  a delayed  trans- 
fusion reaction.  The  following  day  the  temperature 
again  rose  to  101.2,  but  remained  normal  thereafter. 
The  hemoglobin  was  62%  at  this  time  in  spite  of  the 
previous  two  blood  transfusions,  and  a third  trans- 
fusion was  given  on  the  7th  post-operative  day. 

The  post-partum  course  was  otherwise  afebrile  and 
uncomplicated,  the  operative  incision  healed  per 
primum  and  the  patient  was  discharged  on  the  fif- 
teenth post-operative  day  in  good  condition. 

Diagnosis : 

1.  Placenta  praevia  centralis 

2.  Post-operative  uterine  atonia  with  acute  hem- 
orrhage and  shock 

3.  Cesarean  hysterectomy  for  uncontrollable  hem- 
crhhage. 

Comments:  Hysterectomy  was  necessitated  as  a 
life  saving  procedure  in  this  case.  Ordinary  pro- 
cedures to  control  hemorrhage  were  ineffectual.  Pre- 
operative preparations  for  available  whole  blood  and 
the  administration  during  the  operation,  probably 
prevented  the  development  of  fatal  shock. 

Case  VII : 

E.L.,  a colored  primipara,  age  35,  whose  E.D.C. 
was  June  20,  1947.  Past  history  is  significant  in 


that  patient  had  a luetic  infection  some  years  ago 
with  adequate  treatment,  but  Wassermann  remained 
positive  in  spite  of  continued  treatment. 

The  prenatal  course  was  uncomplicated  and  the 
patient  was  admitted  to  the  Lynchburg  General  Hos- 
pital at  7 ;00  P.M.  on  June  19,  1947,  following  spon- 
taneous rupture  of  membranes  and  onset  of  labor 
pains.  Presentation  was  L.S.A.  with  the  breech  un- 
engaged. Paraldehyde  analgesia  was  administered 
and  active  labor  pains  continued  throughout  the  night 
and  the  following  day  without  progress.  At  2 :00 
P.M.  a sterile  vaginal  examination  revealed  a dila- 
tion of  the  cervix  of  about  3 cm.,  with  the  breech  still 
un-engaged,  and  lying  in  the  left  iliac  fossa.  Under 
100  mgm.  of  novocaine  in  the  third  lumbar  inter- 
sjjace,  a low  cervical  cesarean  section  was  done  and 
a living  female  child  in  good  condition  was  delivered. 
The  post-operative  course  was  uneventful.  The 
temperature  was  99.2  on  the  first  post-operative  day, 
and  99.3  on  the  second  post-operative  day,  following 
which  it  remained  normal.  The  operative  incision 
healed  without  infection  and  the  patient  was  dis- 
charged on  the  twelfth  post-operative  day  in  good 
condition. 

Diagnosis: 

1 . Pregnancy  term  in  elderly  primipara 

2.  Cervical  dystocia  with  failure  of  engagement 

3.  Breech  presentation. 

Comments:  This  case  presents  a typical  example 
of  an  indication  which  at  times  necessitates  operative 
interference.  Had  the  breech  engaged  and  normal 
progress  of  labor  ensued,  then  delivery  per  vaginum 
would  have  been  the  procedure  of  choice.  Breech 
presentation  in  elderly  primiparas  often  results  in  a 
dystocia  which  requires  cesarean  section  for  success- 
ful termination  of  labor. 

Case  VIII: 

Mrs.  \V.  W.  C.,  Jr.,  was  a white  primipara,  age 
27,  whose  E.D.C.  was  July  22,  1947.  The  past 
history  was  significant  in  that  the  patient  received 
a fracture  of  the  pelvis  in  an  automobile  accident  in 
1944.  The  prenatal  course  was  normal  throughout. 
X-ray  pelvimetry  on  July  1,  1947,  revealed  a marked 
asymmetry  of  the  pelvic  inlet  with  marked  shorten- 
ing of  the  right  oblique  diameter  and  a narrowing 
of  the  fore-pelvis. 

In  view  of  this  permanent  pelvic  deformity,  nor- 
mal labor  at  full  term  was  impossible  and  elective 
cesarean  section  near  term  was  advised.  On  July 
21,  1947,  a low  cervical  cesarean  section  was  done 
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under  100  mgm.  of  novocaine  intraspinally  and  a 
living  female  child  in  gootl  condition  was  delivered. 
The  post-operative  course  was  normal  and  afebrile, 
the  operative  incision  healed  without  infection,  and 
the  patient  was  discharged  on  the  twelfth  post-opera- 
tive day  in  good  condition. 

Diagnosis: 

1.  Post-traumatic  jielvic  deformity  with  obliquely 
contracted  pelvis 

2.  Cephalo-pelvic  disproportion 

Connueut:  As  in  this  case,  all  cases  presenting  a 
history  of  i)elvic  fracture  should  have  an  X-ray  taken 
before  the  onset  of  labor,  regardless  of  the  external 
measurements  obtained.  In  some  cases,  the  pelvic 
inlet  deformity  is  minimal  or  neglible  and  normal 
labor  may  ensue.  However,  rather  marked  degrees 
of  contractions  may  be  present,  without  external  evi- 
dence of  deformity.  Elective  cesarean  section  before 
labor  is  always  desirable  in  those  cases  requiring 
operative  delivery. 

Case  IX: 

Mrs.  W’.  H.  R.  was  a primipara,  age  25,  whose 
E.D.C.  was  October  16,  1948.  The  prenatal  course 
had  been  normal  and  uncomplicated.  Patient  was 
admitted  to  hospital  on  October  9,  1948,  one  week 
prior  to  term,  following  spontaneous  rupture  of  mem- 
branes and  the  onset  of  mild  uterine  contractions. 
Contractions  ceased  entirely  after  admission,  but  ab- 
dominal examination  revealed  an  unusual  presenta- 
tion and  position.  Abdominal  X-ray  was  taken  and 
showed  an  unusual  compound  presentation  of  the 
mid-dorsal  spine  of  the  fetus  with  a prolapsed  hand, 
the  fetal  head  and  breech  occupying  the  uterine 
fundus,  the  uterus  being  tight  and  amniotic  fluid 
gone,  version  could  not  be  done. 

low  cervical  cesarean  section  was  done  under  100 
mgm.  of  novocaine  intraspinally  and  a living  female 
infant  delivered  with  great  difficulty  due  to  the  po- 
sition in  the  uterus. 

On  the  first  post-operative  day,  the  temperature 
rose  to  1 02  degrees  and  penicillin  therapy  was  begun. 
The  temperature  remained  normal  until  the  sixth 
post-operative  day  when  fever  of  100  appeared.  The 
following  day,  the  operative  incision  was  dressed  and 
the  skin  sutures  removed,  and  a large  subcutaneous 
abscess  was  opened  which  contained  a large  amount 
of  thick,  foul  smelling  pus.  Wound  irrigation  and 
drainage  was  initiated  and  trisulfanyl  and  strepto- 
mycin administered.  Smear  from  the  wound  showed 
gram  positive  cocci,  and  both  gram  positive  and  gram 


negative  bacilli.  Culture  of  the  ]ius  showed  gram 
streptococci,  but  the  gram  negative  organism  did  not 
grow.  The  temperature  remained  normal,  and  the 
incision  gradually  ceased  draining  under  daily  ir- 
rigation. The  patient  was  discharged  on  the  twen- 
tieth post-operative  day  in  good  condition. 

Diagnosis : 

1.  Pregnancy  term,  compound  j)resentation 

2.  Post-ojierative  wound  infection. 

Comment.:  \ similar  presentation  of  the  fetus  had 
never  been  encountered  by  the  author.  Premature 
rupture  of  the  membranes  often  precedes  an  ab- 
normal presentation,  but  this  occurrence  also  prevents 
satisfactory  or  successful  external  version.  The  eti- 
ology of  the  massive  wound  infection  is  not  known, 
since  this  patient  was  not  considered  even  a jxitential 
infection,  no  examinations  having  been  made  prior 
to  operation. 

(>7ote:  On  post-partum  examination  at  six  weeks, 
the  pelvis  was  clear,  except  for  moderate  sub-involu- 
tion of  the  uterus.  One  month  later,  the  patient  felt 
a painless  mass  in  the  right  lower  quadrant  and  pre- 
sented a normal  temperature  and  blood  count.  How- 
ever, after  surgical  consultation,  a laparotomy  was 
done  and  a large  abscess  involving  a ruptured  ap- 
pendix and  the  right  ovary  was  encountered.) 

Case  X : 

Mrs.  R.C.S.  was  a primipara,  age  42,  whose  E.D.C. 
was  July  5,  1948.  The  past  history  was  of  no  sig- 
nificance. The  present  pregnancy  was  complicated 
by  the  presence  of  uterine  fibromyomata,  which  at 
times  produced  some  pain  and  tenderness.  The  pa- 
tient was  admitted  to  the  hospital  on  June  29,  one 
week  prior  to  full  term,  for  pre-operative  preparation, 
including  blood  matching  and  vaginal  preparation, 
since  elective  cesarean  section  was  chosen  in  view  of 
this  patient’s  age,  the  complicating  fibroid  tumors, 
and  the  uncertainty  of  vaginal  delivery. 

On  July  2,  1948,  a low  cervical  cesarean  section 
was  done  under  100  mgm.  of  novocaine  intraspinally 
and  a living  female  infant  was  delivered  in  good  con- 
dition. The  uterus  contracted  firmly  with  minimal 
blood  loss  and  no  attempt  at  multiple  myomectom\- 
was  made.  The  post-operative  course  was  normal 
and  uncomplicated,  the  temperature  rising  to  100 
degrees  on  the  second  post-operative  day,  and  re- 
maining normal  thereafter.  The  operative  incision 
healed  without  infection  and  the  patient  was  dis- 
charged on  the  twelfth  post-operative  day  in  good 
condition. 
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Diagnosis: 

1 . Pregnancy  term,  elderly  primipara 

2.  Fibromyomata  of  uterus 

Comments : In  view  of  the  patient’s  age,  the  pres- 
ence of  uterine  tumors  and  the  uncertainty  of  future 
j)regnancies  with  the  above  factors,  elective  cesarean 
section  was  chosen.  The  tumors  being  superficial, 
myomectomy  was  not  done,  with  the  possibility  of 
tumor  involution.  Post-operative  examination  since 
delivery  has  sulxstantiated  this  hope,  in  that  the  uterus 
at  present  is  of  normal  size  and  consistency  with  only 
one  small  subserous  nodule  palpable. 
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New  Books. 

We  list  below  names  of  some  of  the  newer  books 
at  the  Tompkins-McCaw  Library  of  the  INIedical 
College  of  Virginia.  These  may  be  borrowed  under 
usual  librar}-  rules  by  writing  the  Library. 

-A.R.N.M.D. — Psychiatric  treatment.  Vol.  31,  1953. 
-Alexander— Operating  room  technique.  2d  ed.,  1949. 
-Alexander — Treatment  of  mental  disorder.  1953. 
Dameshek  & Welch — Hypersplenism  and  surgery  of  the 
spleen.  2d  ed.,  1950. 

Davis — Principles  of  neurological  surgery.  4th  ed.,  1953. 
Dollard  & Miller — Personality  and  psychotherapy.  1950. 
Gellhorn — Physiological  foundations  of  neurology  and 


psychiatry.  1953. 

Goldberger — Heart  disease:  its  diagnosis  and  treatment. 
1951. 

Graybiel — Electrocardiography  in  practice.  3d  ed.,  1952. 
Hardy — Pain  sensations  and  reactions.  1952. 

Herbut — Gynecological  and  obstetrical  pathology.  1953. 
Joslin — Diabetic  manual.  9th  ed.,  1953. 

Nicolson — Clinical  electrocardiography  in  children.  1953. 
Pitkin — Conduction  anesthesia.  2d  ed.,  1953. 

Raffel — Immunity,  hypersensitivity,  serology.  1953. 

St.  Mary’s  Hospital — Operating  room  technic.  4th  ed.,  1953. 
Thatcher — History  of  anesthesia.  1953. 

Todd — Clinical  diagnosis  by  laboratory  method.  12th  ed., 
1953. 


New  Booklet  for  All  AMA  Members. 

How  the  -\M.\  may  serve  you  ...  as  one  of  its 
members  ...  is  the  theme  of  a new  pamphlet  which 
the  -American  Medical  -Association  will  publish  this 


summer.  Designed  to  acquaint  members  with  the 
-AM.A’s  many  activities  and  services,  “It’s  A'our 
-AM.A”  will  be  mailed  to  every  member,  and,  there- 
after, will  be  sent  to  each  new  member  of  the  -Asso- 
ciation. 
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SOME  ROENTGENOLOGICAL  ASPECTS  OF  PEPTIC  ULCER* 


John  Mc.L.  Adams,  M.D., 

'U'inchester,  V'irginia 


Pejjtic  ulcer  is  discussed  and  written  about  as 
much  probably  as  any  condition  encountered  in  med- 
icine. In  addition  to  all  you  hear  and  read  about 
this  subject,  many  of  you  have  a personal  knowledge 
of  the  disease  since  there  is  a considerable  minority 
here  present  who  have  had  ])roven  pej)tic  ulcers. 
However,  if  one  must  have  some  ))hysical  defect,  a 
peptic  ulcer  probably  is  about  the  best  one  to  have 
for  several  reasons.  In  the  first  place,  it  affords 
some  jirotection  against  gastric  carcinoma.  In  the 
second  jdace,  if  one  takes  care  of  his  ulcer  he  will 
incidentally  take  care  of  himself  generally  and  in 


prevent  one’s  being  a bum  but  it  will  make  him  a 
l^etter  l>um. 

Pej)tic  ulcer  may  be  defined  as  an  erosion  of  one 
or  more  of  the  layers  of  the  gastro-intestinal  tract 
occurring  in  locations  exposed  to  the  acid  gastric 
juice.  This  definition  is  not  100%  correct  because 
of  the  fact  that  a few  cases  of  peptic  ulcer  have  been 
reported  in  individuals  in  whom  there  was  a total 
absence  of  acid,  but,  by  and  large,  it  may  be  accepted. 

I'lcers  may  occur  in  the  esci)hagus.  This,  how- 
ever, is  an  unusual  site  of  peptic  ulcer,  the  incidence 
being  about  0.13%  as  found  in  a large  number  of 


Fig.  1 a and  b.  Three  peptic  ulcers  in  one  individual — one  in  the  upper  part  of  the  stomach,  the  second  along  the  lesser  curva- 
ture side  of  the  pylorus,  and  the  third  along  the  upper  surface  of  the  duodenal  bulb.  The  two  lower  ulcers  apparently 
w'ere  healed  in  two  weeks.  The  larger  gastic  ulcer  became  larger  in  the  two  weeks,  suggesting  that  this  might  be  malig- 
nant : however,  it  proved  to  be  benign  at  operation. 


many  cases  will  live  longer  because  of  his  ulcer  than 
he  would  have  without  it.  Thirdly,  it  is  agreed  by 
many  authorities  that  a person  with  a ];ei)tic  ulcer 
does  a better  job  than  one  of  the  same  apparent 
caliber  and  capabilities  who  does  not  have  the  ulcer. 
Someone  has  stated  that  having  an  ulcer  will  not 

*From  the  Department  of  Roentgenology,  and  presented 
at  a Staff  Conference  of  the  Winchester  Memorial  Hos- 
pital, Winchester,  Va.,  February  20,  1952. 


autopsies.  Gastric  and  duodenal  ulcer  are  relatively 
common,  and  duodenal  ulcer  is  about  four  times  as 
common  as  gastric  ulcer  from  a surgical  and  radio- 
graphic  standpoint,  but  this  is  not  true  actually, 
as  demonstrated  by  the  fact  that  in  a large  numlter 
of  autojisies  there  was  evidence  found  in  the  stomach 
of  healed  or  active  ulcers  in  1.5%  of  the  cases 
examined.  Healed  or  active  duodenal  ulcer  was 
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Eijr.  3 a and  b.  What  was  thoii<?ht  to  be  a benign  ulcer  in  the  p re-pyloric  region,  and  one  which  improved  over  a period  of  about 
six  weeks,  and  then  in  about  six  months  proved  to  be  carcinoma. 


stomach  are  acute  and  heal  in  a short  time  so  that 
clinical  diagnosis  is  never  made,  while  the  duodenal 
ulcers  are  more  chronic.  It  is  unusual  to  have  a 
pejitic  ulcer  beyond  the  first  portion  of  the  duodenum 
unless  some  operative  procedure  has  been  carried 
out.  d'here  are  occasional  ulcers  in  the  second  por- 
tion of  the  duodenum  where,  however,  no  surgery 
has  been  done.  Where  a gastro-enterostomy  has  been 
done,  marginal  ulcers  may  occur,  but  I have  no 
statistics  for  this  location. 

Next  to  what  is  learned  from  the  patient’s  history, 
I believe  that  it  is  generally  agreed  that  the  Roent- 
genographic  examination  is  the  most  imjiortant  pro- 
cedure in  diagnosing  and  following  the  course  of  a 
]rei)tic  ulcer.  In  most  cases  the  Roentgenologist 
should  be  able  to  make  a diagnosis  of  peptic  ulcer 
where  one  exists,  and  he  should  be  able  to  give  its 
location,  and  this  becomes  very  important  in  profuse 
bleeding  of  an  ulcer,  where  surgical  intervention  is 
necessary.  This  is  difficult  in  some  cases,  and  where 
more  than  one  ulcer  crater  is  seen,  it  is  impossible 
for  the  Roentgenologist  to  state  which  one  is  bleeding. 

Probably  the  most  important  job  of  the  Roent- 
genologist in  connection  with  an  ulcer  of  the  gastro- 
intestinal tract  is  to  differentiate  the  benign  from  the 
malignant  ulcer,  and  this  he  cannot  do  with  certainty 
in  any  case  except  by  repeated  examinations  and  then 


found  in  only  0.5%  of  the  cases  examined.  As  you 
see,  gastric  ulcer  is  about  three  times  as  common  as 
duodenal  ulcer  but  apparently  many  ulcers  of  the 


Figr.  2.  Ulcerating  malignancy  in  a large  diaphragmatic 
hernia,  not  proven. 


July,  1953 


Virginia  Medical  Monthly 


381 


he  will  1)0  wrong  in  some  cases.  It  has  lieen  stated 
that  a dogmatic  Roentgenologist  can  do  a great  deal 
of  hann  in  regard  to  lesions  of  the  gastro-intestinal 


Fig.  4.  Large  gastic  ulcer  proven  at  operation  to  be  benign. 
The  ulcer  had  perforated  and  was  walled  off. 


tract,  and  this  undoubtedly  is  true.  However,  I do 
not  believe  that  any  Roentgenologist  could  remain 
dogmatic  for  very  long  in  this  locality,  due  to  the 
fact  that  we  have  so  many  dis-believers,  and  in  these 
conditions,  dis-belief  becomes  a virtue. 

Some  of  the  differential  points  roentgenologically 
between  benign  and  malignant  ulcers  are  as  follows: 
( 1 ) A small  crater  is  more  apt  to  be  benign  than 
a large  one.  However,  an  ulcer  may  cover  most  of 
the  gastric  wall  and  still  be  benign,  and  a veiA'  small 
crater  occasionally  is  malignant.  (2)  In  a malig- 
nant ulcer,  the  wall  about  the  crater  usually  has  be- 
come infiltrated  and  peristalsis  does  not  pass  through 
this  region  normally,  while  in  the  benign  ulcer  there 
is  practically  no  alteration  in  jieristalsis.  (3)  In 
malignancies  the  mucous  membrane  about  the  crater 
is  usually  destroyed  or  its  arrangement  is  disturbed. 
In  a benign  ulcer  the  mucous  membrane  is  normal 
up  to  the  edge  of  the  crater.  (4)  In  malignancy  the 
crater  usually  e.xtends  into  a filling  defect  in  the 
stomach  and  not  beyond  the  point  where  the  normal 
stomach  wall  should  be.  In  benign  ulcers  the  crater 
e.xtends  through  a portion  or  all  of  the  wall  in  its 
normal  position.  (5)  The  location  of  the  crater 
may  be  helpful  in  a differential  diagnosis  since  most 
ulcers  along  the  greater  curvature  side  of  the  stom- 
ach are  malignant,  especially  as  one  approaches  the 


Fig.  5 a and  b.  A diagnosis  of  carcinoma  was  made  without  much  reservation.  Eight  months  later  the  lesion  had  disappeared. 
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Fig.  6.  An  up-right  film  of  the  chest  showed  free  gas  in  the 
peritoneal  space  and  the  diagnosis  of  perforation  of  a hollow' 
viscus  was  suggested.  The  patient  w'as  treated  by  the  Horgan 
method  with  immediate  and  dramatic  resoilts.  Eight  da3'S 
later  the  patient  was  given  barium  and  a duodenal  ulcer  w'as 
proven. 


l)}iorus.  Ulcers  of  the  lesser  curvature  side  of  the 
stomach  are  more  apt  to  be  benign,  but  either  type 
can  occur  at  any  location  in  the  stomach.  (6)  \3'here 
there  is  a gastric  and  a duodenal  ulcer,  the  gastric- 
ulcer  is  very  likely  to  be  benign,  Ijut  there  have  been 
cases  of  carcinoma  of  the  stomach  in  conjunction  with 
a benign  duodenal  ulcer.  (7)  If  the  ulcer  is  in  the 
duodenum,  one  can  lie  practically  sure  that  it  is 
benign,  and,  so  far  as  I know,  no  benign  ulcer  of 
the  duodenum  has  ever  liecome  malignant.  A small 
jiercentage  of  Ijenign  gastric  ulcers  are  believed  to 
become  malignant,  but  there  is  doubt  in  some  verc- 
capable  minds  about  this  ever  occurring. 

All  gastric  ulcers  should  be  carefull}'  followed 
roentgenographically  and  if  the  crater  disappears 
within  a relativel}'  short  time,  from  two  to  six  weeks, 
the  chances  are  that  the  lesion  is  a benign  one.  How- 
ever, there  have  been  cases  where  the  crater  disap- 
peared entirel}-  in  a very  short  time,  and  later  proved 
to  be  malignant.  This  can  occur  when  the  ulcer  crater 
becomes  filled  with  tumor  cells  or  blood,  or  when 
so  much  edema  develops  about  the  ulcer  that  the 
opening  from  the  lumen  of  the  stomach  or  intestine 
becomes  closed  and  no  barium  can  be  seen  to  enter 
the  crater.  In  almost  all  malignant  ulcers  the  ap- 
pearance is  very  apt  to  improve  somewhat  on  a strict 


Fig.  7.  Diverticulum  of  the  stomach,  not  proven  but  having  a 
typical  appearance  of  diverticulum  and  no  symptoms  sug- 
gestive of  gastric  ulcer. 


Fig.  8.  Patient  sent  for  gastro-intestinal  examination  and  far- 
advanced  bilateral  pulmonary  tuberculosis  was  found  with 
no  evidence  of  peptic  ulcer. 
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ulcer  regime,  but  it  is  unusual  for  the  crater  to  dis- 
a})pear  entirely.  On  the  other  hand,  there  are  some 
benign  ulcer  craters  that  change  very  little  or  become 
larger  even  when  a very  strict  regime  is  followed. 

.\s  vou  can  see  from  the  above  statements,  it  is 
never  jjossible  roentgenologically  to  rule  out  abso- 
lutely the  possibility  of  a malignancy  in  any  ulcer. 

Since  one  of  the  gentlemen  to  follow  me  in  this 
discussion  is  a surgeon,  and  anticipating  that  the 
roentgenological  examination  of  the  gastro-intestinal 
tract  may  be  pushed  around  a liit,  I cannot  refrain 


from  making  tiie  following  statement.  I have  seen 
surgeons  hold  the  stomach  in  their  hands  and  look 
directly  upon  an  ulcer  crater  and  be  unable  to  tell 
whether  or  not  the  ulcer  was  benign  or  malignant. 
Tlierefore,  I make  no  apologies  for  the  roentgeno- 
logical examination  of  the  gastro-intestinal  tract. 

The  films  illustrate  some  of  the  points  about  which 
we  have  been  talking. 

Reference 

Buckstein:  The  Digestive  Tract  in  Roentgenology.  Pub- 
lished by  J.  B.  Lippincott  Company.  19+8. 


PR  Institute  Set  for  September. 

Outstanding  postgraduate  courses  in  medical  pub- 
lic relations  will  be  offered  at  the  .A.M.A.’s  second 
Public  Relations  Institute  for  all  state  and  county 
PR  personnel.  “Classes”  will  convene  September 
2 and  3 at  Chicago’s  Drake  Hotel. 

Topics  such  as  medical  forums  presented  by  med- 
ical societies  in  cooperation  with  local  newspapers 
and  tips  on  how  to  conduct  successful  public  rela- 
tions programs  on  limited  budgets  will  be  discussed 
by  authorities  in  the  field.  In  addition,  emphasis 
will  be  placed  on  the  use  of  television  as  a PR  me- 
dium. Specially-filmed  shows  available  for  use  by 
local  medical  societies  will  lie  given  a preview  at  the 
Institute. 

Designed  primarily  for  lay  public  relations  em- 
ployees of  state  and  county  medical  societies,  the 
])rogram  will  include  both  talks  by  PR  e.xjierts  and 
bull-sessions  to  give  each  registrant  a chance  to  solve 
his  special  local  problems. 


AMA  Transcriptions  Feature  Healthy  Sum- 
mer Fun. 

Everyday  health  problems  facing  the  average 
.American  family  during  the  summer  months  form 
the  basis  of  a new  series  of  radio  transcriptions  to 
lie  released  in  July  by  the  Bureau  of  Health  Educa- 
tion. The  13 -program  series,  “June,  July  and  .Au- 
gust,” dramatizes  the  adventures  of  the  typical 
Holloway  family  and  their  friends  ...  on  the  farm, 
in  the  woods,  at  the  beach.  With  Ralph  Camargo 
as  host,  the  dramatic  presentations  are  followed  by 
discussions  of  summer  health  problems  by  \^^  W. 
Bauer,  M.D.,  Bureau  director.  Subjects  include: 
Poison  Oak  and  Ivy;  Water  Safety;  Highway  Safe- 
ty; Sun  and  Sorrow;  Hay  Fever;  Summer  Insects; 
High  Powered  Vacation;  Baby  Health;  Summer 
Eating;  Keep  Cool;  Farm  Hazards;  .\ir  Condition- 
ing, and  Summer  Clothing.  The  series  is  available 
on  loan  to  local  medical  societies  through  the  Bu- 
reau. 
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ETIOLOGY  AND  TREATMENT  OF  PEPTIC  ULCER:  A REVIEW* 

H.  P.  Maccubbin,  M.D., 

Winchester,  Virginia 


Medically  as  contrasted  to  surgically,  a review  of 
this  subject  entails  consideration  of  etiologic  and 
therapeutic  factors,  and  these  two  main  divisions  of 
the  subject  shall  be  reviewed  here. 

Chronic  and  recurrent  dyspeptic  symptoms  are 
common.  The  most  frequent  organic  cause  of  such 
symptoms  is  peptic  ulcer.  Statistically  10%  of  all 
adult  males  have  an  ulcer  at  some  time  in  their  lives. 

.A.n  ulcer  appears  because  there  is  devitalization 
of  a small  circumscribed  area  of  the  gastric  or  duo- 
denal wall  which,  coupled  with  the  presence  of  acid 
and  pepsin,  sometimes  produces  ulcer.  It  is  known 
also  that  devitalization  may  occur  without  chronic 
ulcer  formation  and  acid  and  pepsin  may  be  present 
and  no  ulcer  formed.^ 

Interdependence  of  a host  of  factors  in  the  path- 
ogenesis of  chronic  ulcer  is  so  great  and  the  factors 
so  difficult  to  analyze  that  various  classifications  of 
ulcer  on  bases  such  as  neurogenic,  chemical,  infec- 
tious, nutritional  and  traumatic,  is  not  believed  jus- 
tified. It  seems  best  to  isolate  the  factors  and  con- 
sider individually  what  is  known  about  each  without 
attempting  a clearcut,  rigid  hypothesis  that  inev- 
itably results  in  peptic  ulceration. 

Intragastric  Factors:  A great  deal  of  work  has 
been  done  on  the  acid  and  pepsin  producing  power 
of  the  stomach  in  relation  to  formation  of  a peptic 
ulcer,  ^^'ith  few  e.xceptions  the  dictum  applies  “no 
acid — no  ulcer”.  Areas  of  intestine  not  in  contact 
with  acid-pepsin  do  not  develop  ulcer,  and  pernicious 
anemia  patients  do  not  have  ulcer. 

It  is  established  that  peptic  ulcer  patients  are 
hypersecretors.  Gastric  ulcer  is  not  so  much  im- 
plicated here  as  is  duodenal  and  there  has  been  some 
consideration  given  to  their  being  of  different  origin.^ 
the  average  normal  nocturnal  gastric  secretion  is 
650  cc.  The  average  in  duodenal  ulcer  is  2,250  cc.*’ 
This  gastric  juice  both  in  normal  and  ulcer  patients 
is  of  constant  acidity  so  far  as  secreted  concentration 
is  concerned  and  the  fault  lies  in  total  secretory  vol- 
ume rather  than  in  higher  concentrations  of  acid.^ 
The  relative  proportions  of  gastric  juice  and  such 
neutralizing  substances  as  saliva,  food,  mucus  or 
alkaline  duodenal  juice  governs  effective  acidity  and 

•From  the  Department  of  Internal  Medicine,  and  pre- 
sented at  a Staff  Conference  of  the  Winchester  Memorial 
Hospital,  Winchester,  Va.,  February  20,  1952. 


the  proportion  of  gastric  juice  in  ulcer  patients  is 
high.  These  facts  have  a great  bearing  on  present 
concepts  of  ulcer  therapy,  particularly  surgical. 

It  should  also  be  brought  out  here  that  stomal 
ulcers  occur  almost  exclusively  in  hypersecretors. 
Normal  secretors  do  not  develop  ulcers  at  site  of 
gastrointestinal  anastomoses.  Because  hypersecre- 
tion is  frequently  present  without  ulcer  no  one  can 
accept  hypersecretion  as  the  sole  cause  of  jieptic  ulcer. 

•Among  the  earliest  theories  of  etiology  of  peptic 
ulcer  vascular  thromboses  figured  prominently.  Now 
certainly  little  credence  can  be  given  to  this  fault 
in  the  bulk  of  ulcer  patients.  Vascular  disea.se  may 
]day  some  part  in  the  older  age  group  as  a cause  of 
ulcer.  Peptic  ulcer  is  not  associated  with  known  vas- 
cular disease  entities  in  higher  incidence. 

Gastroscopic  studies  have  failed  to  confirm  the 
theory  that  hypertrophic  gastritis  precedes  chronic 
jiejitic  ulceration  eliminating  the  inflammatory  factor 
as  definite  pre-ulcer  lesion. 

The  presence  of  an  antipejjtic  mechanism,  protect- 
ing the  mucosa  from  autolysis  during  life  is  pretty 
well  accepted  but  its  nature  and  source  are  unknown. 
It  is  also  felt  that  the  power  of  this  antipeptic  factor 
diminishes  down  the  intestinal  tract. 

Mucin  is  secreted  throughout  the  intestinal  tract 
and  is  probably  concerned  to  some  extent  with  ulcer 
prevention.  There  is  no  proof  that  it  is  decreased  in 
amount  in  hypersecretors. 

The  factors  in  etiology  mentioned  so  far  are  con- 
cerned with  decreased  local  tissue  resistance  in  gas- 
tric and  duodenal  mucosa.  Trauma  internally, 
thermal  or  mechanical,  holds  a shaky  place  in  the 
group  also.  No  one  believes  that  any  one  of  these 
factors  when  present  in  an  individual  consistently 
produces  ulcer. 

Hypermotility  has  been  studied  and  theories  ad- 
vanced indicating  it  is  a highly  important  factor 
in  ulcer  etiology.  Workers  have  found  that  an  ulcer 
would  not  develop  in  the  duodenum  from  which 
muscle  had  been  removed.^  Ulcer  pain  has  been 
shown  to  occur  in  the  hyperirritable  duodenum  with- 
out demonstrable  ulcer.  Majority  opinion,  however, 
regards  hypermotility  as  contributing  to  pain  hut  of 
minor  importance  as  a cause  of  ulcer  or  in  determin- 
ing chronicity.^ 
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Heredity  and  Constitution:  Peptic  ulcer  is  a dis- 
ease of  civilization.  Studies  done  in  races  net  ex- 
posed to  the  stress  and  strain  of  civilization  indicate 
absence  of  the  disease  despite  the  absence  of  striking 
comparative  difference  in  gastric  physiology.  Aside 
from  psychogenic  inferences  concerning  ulcer  etiol- 
og)-,  the  concept  of  ulcer  predisposition  on  the  basis 
of  inborn  structural  autonomic  nervous  system  dis- 
turbances must  be  considered.  There  is  evidence  of 
a tendency  for  ulcer  to  occur  in  families  and  these 
families  secrete  appetite  juices  excessively.'  Along 
these  lines  it  has  been  shown  that  operative  and  trau- 
matic procedures  involving  certain  areas  of  the  brain 
will  cause  acute  mucosal  erosions  in  the  esophagus, 
stomach  and  duodenum.  Parasympathetic  mediation 
is  thought  probable.' 

Vagal  stimulation,  of  course,  produces  hyperse- 
cretion and  hypermotility.  Sympathetic  stimulation 
produces  the  reverse  and  even  increases  secretion  of 
mucin.  Removal  of  sympathetic  inhibition  is  as- 
sociated with  hypersecretion.  The  old  question  of 
nicotine  as  a factor  in  ulcer  may  be  mentioned  here 
in  that  nicotine-sensitive  persons  sustain  a retarda- 
tion of  sympathetic  activity  and  increased  gastric 
secretion. 

Vagotonia  is  considered  important  as  part  of  the 
SATuptom  complex  in  ulcer  causation  and  seme  of  the 
signs  are  usually  apparent  in  ulcer  patients  (low 
blood  pressure,  slow  pulse,  contracted  pupils,  in- 
creased lacrimation,  hypersalivation,  gastric  hy- 
persecretion, hyperperistalsis,  hypertonicity,  spastic 
colon,  dermographism,  and  decreased  atropine  sen- 
sitivity). 

In  recent  years  a great  deal  of  attention  has  been 
given  to  the  influence  of  psyche  over  soma  and  no 
organic  entity  has  received  more  consideration  along 
this  line  than  has  peptic  ulcer.  Undoubtedly  au- 
tonomic centers  in  the  diencephalon  play  a part  in 
affective  behavior.  Impulses  originating  from  emo- 
tional influences  are  sent  to  somatic  muscle,  viscera 
and  the  cerbral  cortex.  Cortical  impulses  also  ac- 
tivate autonomic  centers  and  with  such  an  interplay 
the  probability  is  that  a direct  relationship  exists 
between  cerebral  function  and  gastric  activity. 

Wolf,  with  his  fistulous  subject,  demonstrated  the 
effect  of  emotions  on  secretions,  muscle  tone  and  vas- 
cularity in  the  stomach.^ 

Summarization  of  his  findings  obtained  by  direct 
examination  of  gastric  mucosa  indicates  that  gastric 
hyperfunction  can  be  induced  by  situations  en- 


gendering anxiety  and  associated  with  hostility  and 
resentment.  On  maintaining  the  gastric  mucosa  in 
this  hyperemic,  turgid  state  the  pain  threshold  was 
reduced.  Gastric  contractions  causing  no  discomfort 
when  the  mucosa  was  in  resting  state  caused  char- 
acteristic ulcer  symptoms  when  in  the  hypersecretory 
state.  It  was  also  shown  that  intact  vagi  were  es- 
sential for  causing  the  hypersecretory  response. 

Again,  however,  no  single  etiologic  pattern  for 
peptic  ulcer  can  be  implied.  Ulcer  patients  do  react 
to  stressful  situations  by  gastric  hypersecretions  but 
why  is  not  known.  It  is  contradictory  that  an  indi- 
vidual would  elect  a pattern  of  reaction  to  stress 
which  in  itself  is  destructive.  Reasons  for  such  a 
course  of  action  can  only  l>e  answered  by  an  analogy 
that  bears  repeating,  involving  the  challenged  man 
who  can  select  a weapon  and  fight,  run  away,  col- 
lapse, or  make  a joke  of  the  issue.  His  choice  de- 
pends not  on  a single  instinct  but  on  the  complexity 
of  inherited  tendencies,  experience,  cultural  back- 
ground, habits,  skills,  et  cetera. 

Endocrine  influences  in  peptic  ulcer  deserve  brief 
mention.  Posterior  pituitar}'  extract  in  sufficient 
amounts  will  cause  a decrease  in  gastric  secretory 
function.  Sex  hormones  are  felt  of  some  importance 
because  the  evidence  of  ulcer  in  pregnancy  is  nil  and 
the  incidence  before  puberty  is  equal  in  both  sexes. 

ETogastrone  has  been  isolated  from  urine  and  has 
been  shown  experimentally  to  inhibit  ulcer  forma- 
tion. Some  workers  have  found  it  low  in  ulcer  pa- 
tients.' 

Enterogastrone  from  intestinal  mucosa  reduces 
gastric  secretion  and  inhibits  ulcer  experimentally.' 

Insulin  is  known  to  stimulate  the  flow  of  gastric 
juice  and  ulcer  is  common  is  hypoglycemic  patients. 

The  influence  of  other  factors,  of  infectious  foci, 
allergy,  and  nutrition,  bear  no  comment  in  detail. 

^Iedical  Therapy  in  Peptic  Ulcer 

The  review  to  follow  of  current  thought  on  therapy 
will  be  confined  to  antacid  and  antisecretory  measures 
about  which  enough  investigation  has  been  done  to 
come  to  at  least  partial  conclusions. 

Dr.  Sippy’s  innovation  in  1915  embraced  the  idea 
of  maintaining  the  gastric  contents  “neutral,”  which 
we  know  now  to  mean  at  a pH  certainly  above  3 and 
preferably  between  4 and  5.  His  plan  involved  three 
to  four  weeks  of  bed  rest,  hourly  feedings,  7 A.  M. 
to  7 P.M.,  powder  alkalies,  7 P.M.  until  10  P.M. 
and  then,  if  nocturnal  acidity  was  found  high,  the 
stomach  was  drained.^  For  the  mo.st  part  the  hours 


386 


Virginia  Medical  Monthly 


Volume  80, 


lietween  bedtime  and  morning  were  not  attended  liy 
specific  antacid  therapy. 

I'he  neutralization  obtained  was  only  relative  by 
this  method.  .\ims  of  antacid  therapy  now  are,  or 
should  be,  toward  absolute  neutralization  of  free 
acid.  Of  the  methods  used  currently  or  in  the  recent 
past,  the  following  paragraph  will  deal. 

Kirsner,  Palmer  and  ethers  have  recently  reviewed 
the  subject  of  antacids'  and  man}’  of  their  conclusions 
will  be  mentioned. 

The  ideal  antacid  should  he: 

1.  Palatable 

2.  Free  of  untoward  reactions — 

a— .\cid  base  equilibrium 
b — Not  constipating 

3.  Capable  of  prolonged  neutralizing  effect 
when  given  in  small  quantities 

4.  Devoid  of  abilit}'  to  produce  secondary  secre- 
tor}-  rise 

5 . Low  cost. 

Calcium  carbonate  in  hourly  doses  of  2-4  grams 
usually  maintains  pH  at  4.0  and,  if  given  with  atro- 
pine, improves  the  antacid  effect,  due  to  decreased 
motility  and  gastric  emptying.  No  alkalosis  occurs 
with  calcium  carlicnate  and  its  constipating  effect  can 
be  overcome  by  concomitant  administration  of  mag- 
nesium oxide. 

Aluminum  hydroxide  has  a neutralizing  power  that 
theoretically  equals  that  of  calcium  carbonate  but 
actually  is  felt  not  quite  as  good  because  in  the 
stomach  aluminum  chloride  is  formed.  \\'ith  hourly 
doses  of  30  cc.  the  pH  in  ulcer  patients  can  be  kept 
around  4.  There  is  considerable  constipation  tend- 
ency. There  is  variance  in  neutralizing  power  in 
various  commercial  preparations. 

It  should  be  mentioned  here  that  tablet  forms  of 
antacid  are  in  general  less  effective  than  pow’ders  or 
liquid,  because  in  tablet  form  smaller  amounts  enter 
into  reaction  with  hydrochloric  acid  before  being 
emptied  into  the  intestine. 

Of  the  many  magnesium  compounds  none  seems 
held  in  high  esteem  due  either  to  relatively  jjoor  acid 
absorptive  power  or  cathartic  side  effect.  Their  chief 
use  is  in  combinations  (liquid  or  powder). 

Other  antacids,  as  sodium  carboxymethyl  cellulose, 
mucin  prepared  from  hog  stomach,  protein  hydroly- 
sates, anion  exchange  resins,  and  detergents  have  en- 
joyed some  favorable  jiublicity,  but,  in  the  last 
analysis,  have  proved  less  valuable  than  calcium 
carbonate  or  aluminum  hydroxide  gel  because  of  poor 


absorptive  and  neutralizing  power,  dosage  require- 
ments, or  cost. 

Rossett  and  Flexner  in  1944  published  an  inter- 
esting study  on  pH  response  to  various  antacids  by 
using  a continuous  pH  recorder  in  the  stomach. 
They  found  that  calcium  carbonate  or  several  of 
magnesium  compounds  ( particular  emphasis  on  milk 
of  magnesia)  wdien  mixed  with  an  amphoteric  sub- 
stance such  as  milk  or  aluminum  hydroxide  gel,  were 
buffered  in  the  alkaline  range,  preventing  secretory 
rebound  and  producing  long  acting  antacid  effect. 
In  in  vitro  experiments  one  gram  of  calcium  car- 
lionate  alone  could  be  depended  upon  to  maintain  pH 
at  about  3 for  about  1 JA  hours,  1 gram  of  CaCO.-j 
in  200  cc.  milk  would  maintain  free  hydrochloric  acid 
neutralization  for  2 JA  hours  or  more,  and  45  cc.  of 
a mixture  of  aluminum  hydroxide  and  miT  of  mag- 
nesia in  the  ratio  of  4 parts  to  1 part  would  give 
the  same  effect  for  5 (A  hours.  In  vivo  these  times 
were  reduced  proportionately  but  the  fundamental 
principle  applied  and  a much  longer-acting  antacid 
produced. 

Rossett  has  more  recently  published  a follow-up, 
using  the  principles  brought  out  above.*  In  the  treat- 
ment of  1,288  cases  of  jjeptic  ulcer  the  method  used 
did  not  fail  once  to  stop  ulcer  pain  and  produce 
healing.  There  has  been  no  instance  of  hemorrhage, 
obstruction  or  perforation  while  under  treatment. 
There  were  two  deaths  from  massive  bleeding  in 
whom  the  treatment  was  never  started.  His  patient 
group  included  uncomplicated  peptic  ulcer,  Ideeding 
peptic  ucer  and  peptic  ulcer  with  obstruction.  All 
patients  were  hospitalized. 

In  the  uncomplicated  ulcer  patient  the  dietary  prin- 
ciples were  broader  than  those  in  general  acceptance. 
'Fhe  patient  was  started  immediately  on  the  diet  he 
would  retain.  Antacid  was  supplied  throughout  the 
24  hours  when  stomach  would  have  been  empty  and 
aluminum  hydroxide — milk  of  magnesia  mixture, 
4 parts  to  1 part,  was  commonly  used.  Tincture  of 
helladcnna  was  the  antisecretory  measure.  Bed  rest 
until  five  days  after  disappearance  of  pain  was  en- 
forced. 8 -A.M.  stomach  emptying  was  an  innova- 
tion and  stomach  contents  were  tested  for  neutraliza- 
tion. 

Changes  were  made  for  bleeding  ulcer.  Aluminum 
hydroxide  was  not  used  during  bleeding  (caution 
given  against  its  use  when  protein  of  any  type  was 
in  the  stomach)  because  a coagulum  was  found  to 
form  that  was  very  constijiating  and  potentially  ob- 
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structing.  Here  0.9  grams  calcium  carl)onate  and 
0.1  gram  magnesium  o.xide  were  added  to  milk  and 
partial  neutralization  begun.  A mcditied  Meulen- 
gracht  diet  was  started  immediately  and  patient  grad- 
ually worked  into  the  uncomplicated  ulcer  regimen. 

Obstructive  ulcer  was  treated  liy  drainage,  feed- 
ings of  boiled  skimmed  milk  in  amounts  equal  to 
amount  passing  through  the  stomach  per  day.  Tinc- 
ture of  belladonna,  nocturnal  neutralization  with 
aluminum  hydro.\ide-milk  of  magnesia  and  jiaren- 
teral  fluids.  Uncomplicated  ulcer  regimen  was  be- 
gun when  3,000  cc.  of  liquid  diet  passed  through 
per  day. 

All  demon.strable  ulcer  craters  healed  within  6 
weeks  with  an  average  time  of  15  days  for  506  duo- 
denal craters  and  17  days  for  36  gastric  craters. 

This  series  is  remarkable.  Most  of  the  conditions 
of  therapy  are  readily  reduplicable.  It  makes  the 
problem  of  intractable  ulcer  seem  very  small. 

The  last  of  the  measures  to  be  considered  in  ulcer 
therapy  involves  the  use  of  anti-secretory  drugs. 
There  is,  of  course,  nothing  new  about  the  principle, 
but  in  the  past  two  years  some  advances  have  been 
made  creating  considerable  investigative  work. 

There  are  a surjirisingly  large  number  of  substances 
producing  depression  of  gastric  secretion.  All  of  the 
fol’owing  have  seme  propensity  in  that  direction: 


Antihistamines 
Enterogastrone 
Urogastrone 
Se.x  hormones 
Atropine 

.•\tropine  analogues 
(Trasentin,  Pavatrine) 
Tetraethyl  ammonium 
chloride  and  bromide 
Methantheline 
( Bar.thine) 

Hexamethenium  Iodide 


Dibutoline 

Prantal  (organic  com- 
pound under  investiga- 
tion) 

Barbiturates 
Posterior  pituitary  ex- 
tract 
Urea 
Quinine 
.Atabrine 
Paludrine 


Of  this  list,  only  a few  bear  discussion  at  this 
time.  Enterogastrone  is  a hormone  elaborated  by  the 
mucosa  of  the  upper  small  intestine  and  is  responsible 
physiologically  for  the  secretory  and  motility  depres- 
sion occurring  when  adequate  concentration  of  fat 
or  sugar  are  in  the  lumen  of  the  upper  intestine. 
Large  amounts  of  the  extract  given  intramuscularly 
cause  decrease  in  secretion  in  ulcer  patients  but  the 
effect  is  transient  and  variable.  The  substance  is 
not  useful  practically.  It  has  no  effect  when  given 
orally. 


Urogastrone  is  an  extract  from  male  and  non-preg- 
nant female  urine  which,  when  given  parenterally,  is 
apparently  capable  of  depressing  gastric  secretion. 
Practical  therapeutic  results  have  been  inconsistent.^ 

Uroenterone  is  an  extract  of  pregnant  mare’s  urine. 
It  was  suggested  as  a therapeutic  agent  liecause  of 
the  absence  of  peptic  ulcer  in  pregnancy.  W'ork  has 
been  done  on  patients  with  “intractable”  peptic  ulcer 
and  reports  of  effectiveness  are  good  in  the  one 
article  published.'*  It  is  effective  orally,  but  expen- 
sive. 

The  .sex  hormones  have  been  investigated  because 
of  [ireponderance  of  ulcer  in  males  and  absence  of 
ulcer  in  pregnancy.  Of  the  many  studies  mentioned 
in  review,"  little  practical  application  seems  forth- 
coming. It  is  well  to  mention  that  ACTH  therapy 
in  ulcer  patients  has  Ijeen  associated  with  hemor- 
rhage and  perforation  and  the  use  of  ACTH  is  prob- 
al)ly  contraindicated  in  these  patients. 

.Atro])ine  exerts  its  effect  peripherally  by  prevent- 
ing response  of  the  vagal  neurocell ular  junction  to 
acetyl  choline.  This  effect  is  less  pronounced  in 
ulcer  patients  than  in  normal.  Its  effectiveness  is 
limited  by  the  side  reaction.  The  synthetic  atropine- 
like compounds  are  less  effective  than  atropine.^  A 
grou])  of  drugs  known  as  quaternary  ammonium 
compounds  and  including  tetraeth}  ! ammonium  chlo- 
ride and  bromide,  and  hexamethonium  iodide  have  in 
recent  years  been  found  to  block  the  sympathetic  and 
l)arasympathetic  impulses  at  the  autonomic  synapse 
(in  ganglia).  They  are  thereby  capable  of  reducing 
gastric  secretion  markedly.  The  side  effects,  par- 
ticularly the  tendency  to  produce  hypotension,  and 
the  transientness  of  action  make  them  of  small  value 
in  the  treatment  of  ulcer.  Tetraethyl  ammonium 
chloride  has  been  found  useful  in  relieving  pain  of 
ulcer  when  pain  has  been  difficult  to  manage  by  usual 
methods.^®  However,  tbe  work  on  the  quarternary 
amines  leads  to  the  discovery  of  methantheline  (Ban- 
thine)  which  has  produced  a great  deal  of  investiga- 
tion. Banthine  was  found  to  have  a selective  affinity 
for  the  parasympathetic  synapse,  although  jiartial 
blockage  of  the  sympathetic  flow  also  occurs.  It  also 
has  the  atropine  effect  at  the  vagus  nerve  ending  ];eri- 
pherally.i^ 

The  original  reports  on  marked  secretory  depres- 
sion^-’^^'*'*’^'’  have  become  modified.  Significant  de- 
crease in  gastric  secretion  is,  however,  generally 
acknowledged.”'^®  Several  re})orts  indicate  poor  ob- 
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jective  response  so  far  as  healing  is  concerned  in 
gastric  ulcer.^"’^® 

Gastric  motility  is  definitely  decreased  and  emp- 
tvping  time  retarded  on  Banthine.^®-'^  The  prompt 
relief  of  pain®-^'^^  is  probably  closely  related  to  this 
effect. 

Banthine  probably  influences  the  rapidity  of  heal- 
ing insignificantly^®  despite  earlier  claims.  Its  side 
effects  are  those  of  atropine  and  probably  more  in- 
tense. 

Contraindications  to  the  use  of  Banthine  are  pros- 
tatism, heart  disease,  chiefly  myocardial,  adynamic 
ileus  and  incipient  glaucoma.  It  is  also  possible  that 
in  obstructive  duodenal  ulcer  the  delay  in  emptying 
may  be  enhanced  by  Banthine,  and  atropine  or  bella- 
donna may  be  preferable.® 

In  summary,  it  appears  that  Banthine  is  of  value 
and,  because  its  secretory  inhibitory  effect  is  relative, 
should  be  used  in  conjunction  with  established  ulcer 
regimen.  It  is  stressed  that  tolerance  to  Banthine 
does  develop  with  gradual  diminution  of  response.^® 

Conclusions 

The  conclusion  permitted  is  that  there  is  no  single 
cause  for  peptic  ulcer.  Rather  one  must  think  of 
an  etiologic  complex  conditioned  by  central  and  au- 
tomonic  ners’ous  system  influences,  constitutional  dia- 
thesis, psychogenic  factors,  and  variables  in  gastric 
physiology.  Acid  and  pepsin  are  essential  to  the 
presence  of  ulcer.  The  reason  for  circumscription 
is  unknown. 

In  treatment,  emphasis  deserves  to  be  placed  on 
the  inadequacy  of  occasional  antacid  administration 
as  therapy  in  ulcer.  The  aim  must  be  sustained  gas- 
tric-content neutralization.  This  may  be  accom- 
plished by  the  proper  use  of  food,  antacids  and 
antisecretory  drugs.  It  is  unnecessari-  to  use  a grad- 
uated series  of  diets  for  the  uncomplicated  ulcer,  or 
to  subject  him  to  a slim  selection  of  foods. 
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A RESUME  OF  THE  SURGICAL  TREATMENT  OF 
PEPTIC  ULCER* 

Edmund  Morgan,  M.D., 

Winchester,  Virginia 


The  term  “peptic  ulcer’’  has  been  so  tlioughtlessly 
used  that  it  has  all  but  lost  its  meaning.  It  is  used 
to  include  ulcer  of  the  stomach  and  duodenum,  ulcer 
of  the  margin  of  a surgically  produced  stoma,  ulcer 
of  heterotopic  gastric  or  duodenal  mucosa;  and,  un- 
fortunately, it  has  become  a popular  stereotype  used 
for  many  vague  fonns  of  functional  dyspepsias.  It 
is  used  too  often  without  sufficient  clinical  and  x-ray 
studies  having  been  made  to  support  the  diagnosis. 
The  term  should  never  be  used  unless  clinical  and 
laboratory  studies  can  corroborate  it.  Its  usage 
evokes  anxiety  in  a neurotic  individual  without  ulcer; 
fear  and  worry  in  an  individual  with  an  ulcer,  unless 
it  is  most  prudently  employed.  Here  the  term  will 
be  used  only  in  the  discussion  of  ulcer  of  the  stomach, 
duodenum  and  the  margin  of  a stoma  following  gas- 
troenterostomy or  resection. 

Etiology  and  Location  of  Peptic  Ulcer.  Many 
etiologic  factors,  undoubtedly,  exist  for  the  formation 
of  peptic  ulcer  and  it  is  reasonable  to  assume  that 
the  principal  factor  for  the  causation  of  gastric  and 
duodenal  ulcer  are  separate  and  distinct.  However, 
no  factor  of  consequence  has  been  proven  for  either. 

A large  resection  of  the  stomach  and  duodenum 
will  remove  the  antral  factor  which  has  been  shown 
by  Dragstedt  and  his  associates  to  reduce  the  amount 
of  gastric  secretion  produced  by  the  remaining  portion 
of  the  stomach  and  to  reduce  the  values  of  combined 
and  free  acids.  From  their  experimental  work  in 
dogs  they  hold  the  view  that  a hormonal  secretion 
in  the  antrum  plays  a part  in  the  causation  and  acti- 
vation of  peptic  ulcer.  They  have  demonstrated  that 
a Pavlov  pouch  plus  transection  of  the  vagus,  a 
Heidenhain  denervated  pouch,  or  an  isolated  stomach 
by-passed  by  an  esophago-duodenal  anastomosis  will 
almost  abolish  gastric  secretion.  With  the  vagus 
nerves  cut  and  the  antrum  of  the  stomach  transplanted 
into  the  duodenum,  jejunum,  or  colon  so  that  it  can  be 
stimulated  by  food,  the  gastric  secretion  in  the  pouch 
will  be  increased.  Therefore,  it  might  be  concluded 
that  the  activating  mechanism  might  be  vagus  stim- 
ulation plus  antrum  hormone.  This  experimental 
surgery  may  have  shown  the  reason  for  the  good 

*From  the  Department  of  Surgery,  and  presented  at  a 
Staff  Conference  of  the  Winchester  Memorial  Hospital, 
Winchester,  Va.,  February  20,  1952. 


results  which  have  followed  resection  of  the  stomach 
in  peptic  ulcer. 

Disregarding  the  causation  of  chronic  indurated 
ulcer  of  the  stomach  and  duodenum,  there  has  never 
been  an  explanation  as  to  their  location;  the  chronic 
indurated  ulcer  of  the  stomach  generally  occurs  on 
the  lesser  curvature  between  the  incisura  angularis 
and  the  pylorus  and  its  ulcerated  base  is  the  gas- 
trohepatic  omentum  with  a tendency  for  the  ulcer  to 
be  on  and  progress  along  the  posterior  wall ; the 
chronic  indurated  ulcer  of  the  duodenum  generally 
occurs  on  the  posterior  wall  and  its  ulcerated  base 
is  the  head  of  the  pancreas. 

Pathology  and  Physiopathology 

Acute  Peptic  Ulcer.  An  ulcer  of  the  stomach  or 
duodenum  may  be  acute.  It  may  be  superficial,  es- 
pecially in  the  stomach,  or  the  necrosis  may  be  so 
great  that  all  of  the  layers  of  the  wall  are  involved 
and  perforation  will  occur.  The  mechanism  of  acute 
perforation  may  be  a sequence  of  pathologic  changes 
produced  by  vascular  spasm,  thrombosis  and  ne- 
crosis. Upon  the  size  of  the  area  of  necrosis  depends 
the  size  of  the  perforation.  Small  perforations  will 
sometimes  only  permit  of  small  leakage  into  the  peri- 
toneum; large  perforations  will  permit  of  greater 
leakage.  The  amount  of  gastric  tension  at  the  time 
of  perforation  will  also  be  a determining  influence 
upon  the  amount  of  gas  and  chyme  that  escapes  into 
the  peritoneum.  The  acute  ulcer  that  perforates  is 
generally  on  the  anterior  wall. 

Chronic  Indurated  Peptic  Ulcer.  An  ulcer  of  the 
stomach  or  duodenum  may  be  chronic.  It  may  be 
penetrating  or  perforating  in  character,  but  seldom 
perforates.  It  may  heal  spontaneously.  It  may 
recur.  It  has  a tendency  to  bleed  and  the  bleeding 
has  a tendency  to  recur.  The  amount  of  hemorrhage 
will  depend  upon  the  size  of  the  artery  that  has 
become  necrosed.  Indeed,  the  loss  of  blood  may  be 
so  massive  that  death  will  occur  before  replacement 
can  be  made. 

Surgery 

Indications  for  Surgery.  The  treatment  of  ulcer  of 
the  stomach  and  duodenum  is  primarily  medical  and 
dietary  management.  The  indications  for  surgery  in 
ulcer  of  the  stomach  and  duodenum  are  quite  generally 
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recognized  today  by  all.  If  a patient  is  referred  for 
a surgical  procedure,  the  medical  and  dietary  treatment 
should  he  carried  out  hy  the  physician  during  the 
preparation  for  surgery,  the  convalescence,  and  the 
period  of  adjustment  that  is  necessary  after  surgery 
if  the  best  results  are  to  be  obtained. 

Chronic  Indurated  Gastric  Ulcer.  Because  car- 
cinoma is  so  commonly  found  in  chronic  indurated 
ulcer  of  the  stcmach,  and  because  there  are  so  few 
with  carcinoma  of  the  stomach  who  are  saved,  the 
importance  of  surgery  should  be  stressed  in  cases  of 
chronic  indurated  ulcer  of  the  stomach.  We  do  not 
defer  advising  the  patient  with  chronic  indurated 
ulcer  of  the  stomach  to  have  a surgical  operation. 
We  do  not  place  too  much  dependence  upon  an  x-ray 
study  that  an  ulcer  of  the  stomach  has  healed.  We 
do  not  evaluate  the  size  of  an  ulcer  of  the  stomach 
by  x-ray  shadows,  ^^’e  do  not  entertain  the  view  that 
a small  ulcer  of  the  stomach  is  not  malignant.  We 
do  not  accept  the  teaching  that  ulcer  of  the  stomach 
in  certain  locations  is  not  malignant.  Chronic  in- 
durated ulcer  of  the  stomach  should  always  be  looked 
upon  as  being  a dangerous  site  for  carcinoma  and 
should  be  treated  surgically  by  resection. 

Chronic  Indurated  Duodenal  Ulcer.  Because  some 
cases  of  ulcer  of  the  duodenum  are  unmanageable  on 
a medical  and  dietary  regimen  surgical  treatment 
becomes  necessary. 

Progressive  Ulcer  Symptoms.  Uncontrolled  symp- 
toms, including  pain,  in  a patient  who  has  been  on 
a strict  medical  and  dietary  regimen  is  an  indication 
for  surgery.  The  severity  of  pain  is  difficult  to  eval- 
uate and  should  not  be  the  determining  factor.  The 
entire  clinical  picture  must  be  considered.  Uncon- 
trolled symptoms  and  bleeding  indicate  the  ulcer 
is  progessively  getting  worse. 

Bleeding  from  an  Ulcer.  Hemorrhage  may  mani- 
fest itself  by  causing  weakness  which  is  accompanied 
by  tarry  stools,  an  anemia  which  does  not  respond  to 
treatment  because  of  almost  constant  oozing  of  blood, 
or  a sudden  severe  loss  of  blood  producing  vomiting 
of  blood,  tarry  stools,  collapse,  and  shock.  When 
hemorrhage  occurs  and  is  managed  by  replacement 
and  supportive  therapy  the  indication  for  surgery 
still  exists  as  recurrence  of  hemorrhage  is  a common 
observation.  Massive  hemorrhage  from  an  ulcer 
that  continues  when  large  volumns  of  blood  are  re- 
placed must  be  looked  upon  as  a surgical  emergency. 

Acute  Perforation.  Until  quite  recently  an  acute 
perforation  of  an  ulcer  had  been  looked  upon  by 
everyone  as  a complication  requiring  immediate  op- 


eration for  its  closure.  The  tragic  thing  about  this 
treatment  is  that  it  carried  a hospital  mortality  of 
22.8  per  cent  in  16,843  cases  in  the  reported  series 
in  the  surgical  literature  from  1930  to  1948.  An- 
tibiotic  and  bacteriostatic  substances  have  not  reduced 
the  mortality  greatly  as  the  deaths  are  not  due  to 
infection.  Most  of  the  deaths  have  been  l:)rought 
about  by  thrombophlebitis  and  phlebothrombosis 
with  pulmonary  embolism,  infection  with  dehiscence 
of  the  wound,  intraperitoneal  and  subphrenic  abscess, 
fistula,  and  ileus.  Then  there  is  an  added  mortality 
which  has  never  been  determined  because  of  the 
necessity  of  secondary  operations.  The  suturing  of 
the  perforation  has  not  always  been  successful  and, 
consequently,  there  have  been  many  instances  of 
leakage  and  actual  reperforation  following  suture. 
Recently  non-o]jerative  treatment  of  this  acute  com- 
plication has  been  employed  by  some  surgeons. 

Pyloric  Obstruction.  Inflammation  extending  into 
the  jyvlorus  and  resulting  in  secondary  stenosis  or 
an  actual  cicatrix  of  the  duodenum  will  cause  ob- 
struction and  must  be  relieved  surgically.  Other 
conditions,  such  as  inability  to  follow  a medical  and 
dietar}-  regimen  on  account  of  occupation  or  economic 
reasons,  might  at  times  be  considered  as  the  reason 
for  surgery. 

Operative  Procedures 

Resection  of  the  Stomach  and  Duodenum.  One 
who  undertakes  to  treat  gastric  or  duodenal  ulcer 
surgically  must  have  a knowledge  of  the  pathology 
and  physiopathology  of  these  conditions  if  one  at- 
tempts to  carry  out  a surgical  procedure  for  the  (a) 
excision  of  the  pathological  lesion,  (b)  the  reversal 
of  the  physio-pathologic  state  to  a condition  nearer 
normal,  and  (c)  at  the  same  time  maintain  a good 
functional  apparatus  that  will  be  unfavorable  for 
the  recurrence  of  an  ulcer.  This  has  best  been  ac- 
complished by  resection  of  the  first  portion  of  the 
duodenum  with  a large  portion  of  the  stomach.  It 
will  remove  the  pathologic  lesion  whether  it  be  a 
gastric  or  a duodenal  ulcer.  If  it  includes  all  of  the 
lesser  curvature,  it  will  remove  the  area  where  95% 
of  all  peptic  ulcers  occur.  If  approximately  three- 
fourths  of  the  stomach  is  removed,  the  volume  of 
gastric  secretion  will  be  lessened  and  the  values  for 
combined  and  free  acid  will  be  markedly  reduced. 
If  the  continuity  of  the  gastrointestinal  tract  is  re- 
established by  a normal  continuity  of  the  stomach 
to  the  duodenum  or  by  anastomosing  the  stomach  to 
the  jejunum  near  the  ligament  of  Treitz,  through  the 
transverse  mesocolon,  the  normal  physiologic  state 
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will  be  nearly  approached  because  the  gastric  chyme 
will  be  quickly  acted  upon  by  the  pancreatic  secretion 
and  bile. 

Morbidity  and  mortality  following  surgical  resec- 
tion has  been  greatly  lowered  in  recent  years,  as  was 
shown  by  Glenn  and  Harrison  who  reported  100 
consecutive  resections  with  the  loss  of  only  one 
patient  or  a mortality  of  one  per  cent. 

Gastroenterostomy.  Gastroenterostomy  still  has  its 
j)lace,  although  it  has  been  greath’  maligned.  Its 
usefulness  is  best  illustrated  in  relief  of  obstruction 
in  secondary  stenosis  of  the  pylorus  and  cicatricial 
stenosis  of  the  duodenum.  It  may  also  be  used  in 
individuals  who  would  be  considered  poor  risks  for 
resection  of  the  duodenum  and  stomach,  ^^'hen  a 
gastroenterostomy  is  made,  it  should  be  done  by 
anastomosing  the  jejunum  to  the  posterior  wall  of 
the  stomach  through  an  opening  in  the  transverse 
mesocolon  by  the  method  of  Dr.  J.  Mayo. 

Vagotomy.  Sectioning  of  the  vagus  nerves  in  the 
esophagus  just  at  or  above  the  cardia  has  recently 
been  revised  and  advocated  by  Dragstedt  and  his 
associates.  Dragstedt  has  been  very  convincing  in 
his  writings  and  discussions  but  the  procedure  has 
not  been  widely  adopted.  Its  surgical  application 
has  not  as  yet  been  established. 

Surgeons  who  employ  vagotom}’  in  the  surgical 
treatment  of  peptic  ulcer  use  it  only  in  case  of  duo- 
denal ulcer  and  most  of  them  do  a gastroenterostomy 
at  the  same  time.  Some  surgeons  have  been  doing 
vagotomy  only  in  the  treatment  of  marginal  ulcer. 

Suturing  of  Perforated  Ulcer.  Suturing  of  a per- 
foration of  the  stomach  or  duodenum  is  almost  always 
done  as  an  emergency  surgical  procedure  without 
preparation  of  the  patient.  The  hazard  of  operation 
is  great  and  the  accomplishment  of  closure  of  the 
perforation  is  doubtful.  If  the  hazard  were  not 
great,  the  morbidity  and  mortality  would  be  lower; 
if  the  closure  by  suture  were  simple,  there  would 
not  be  so  many  and  varied  methods  of  doing  it.  The 
reason  for  the  many  methods  is  because  of  the  fact 
of  reperforation. 

X on-0 perative  Treatment  of  Perforated  Ulcer.  In 
1945  it  occurred  to  me  that  another  form  of  treatment 
might  be  more  effectual,  and,  after  considerable 
thought  and  planning,  it  was  instituted.  Chemical 
inflammation  of  the  peritoneum  was  known  to  be 
always  present;  bacterial  peritonitis  was  known  to 
follow.  Penicillin  and  sulfadiazine  were  then  avail- 
able and  I reasoned  that  if  the  bacterial  peritonitis 
could  be  prevented  the  other  serious  causes  of  the 


morbidity  and  mortalit}'  could  be  avoided.  Then, 
too,  I had  observed  an  occasional  case  that  had  not 
been  operated  upon  because  the  patient  was  not 
l)rought  into  the  hospital  at  the  time  of  the  acute 
jierforation,  but  was  admitted  later  for  the  drainage 
of  a localized  collection  of  material  in  the  alxCmen. 
From  these  patients  it  was  learned  that  they  had 
gotten  along  very  well  after  the  first  few  days  fol- 
lowing the  perforation. 

^^’hen  the  non-operative  treatment  was  instituted 
the  results  in  the  first  few  cases  were  very  gratifying. 
Since  then  it  has  been  carried  out  by  a number  of 
surgeons  and  the  re])orts  have  been  generally  good. 
The  treatment  consists  of  gastric  suction,  supportive 
therapy  and  antibiotics.  The  details  of  the  treatment 
and  the  results  on  over  100  cases  have  been  published 
elsewhere. 

It  should  be  jiointed  out  very  clearly  that  all  cases 
of  acute  perforation  of  a peptic  ulcer  should  be 
studied  clinically  after  convalescence.  Neither  oper- 
ative surgical  closure  nor  non-operative  treatment  are 
definitive.  Definitive  surgery  will  be  necessary  in 
a large  percentage  of  the  cases  not  only  on  account 
of  the  likelihood  of  reperforation  but  on  account  of 
progression  of  the  ulcer.  But  definitive  surger}-  will 
be  easier  if  the  non-operative  policy  is  followed  than 
if  it  is  done  after  an  operation  for  suturing  the  per- 
foration. 

Marginal  Ulcer  and  Other  III  Effects.  A great 
decision  for  the  surgeon  to  make  is  what  to  do  about 
a marginal  ulcer  and  how  to  correct  other  ill  effects 
following  gastroenterostomy  and  resection.  Clini- 
cians too  often  take  the  stand  that  nothing  should  be 
done  but  medical  and  dietary  treatment.  Most  sur- 
geons are  of  the  opinion  that  if  surgical  operation 
were  indicated  for  an  original  complication  of  peptic 
ulcer,  it  is  indicated  for  a secondary  complication 
following  surgery.  Therefore,  the  revision  of  a gas- 
troenterostomy or  the  revision  of  a resection  should 
be  done  if  a marginal  ulcer  exists  or  other  ill  effects 
have  resulted.  With  improved  methods  of  anesthesia 
and  particularly  controlled  respirations  by  the  use 
of  the  endotracheal  tube,  replacement  of  blood  loss 
by  transfusion,  and  supportive  therapy  for  the  main- 
tenance of  electrolyte  balance,  these  surgical  pro- 
cedures can  be  carried  out  as  safely  as  the  primary 
ones. 

Summary 

From  this  resume  one  would  be  inclined  not  to 
make  definite  conclusions  as  there  are  many  aspects 
to  the  problem  of  peptic  ulcer  which  are  not  solved. 
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A MICROCOLONY  TECHNIQUE  FOR  THE  RAPID  DETERMI- 
NATION OF  BACTERIAL  SENSITIVITY  TO  ANTIBIOTICS 


H.  J.  UELSHIMER,  Ph.D.,* 
Muriel  M.  Jones,  M.S.,** 
and 

Count  D.  Gibson,  M.U.*** 


Richmond, 

Introduction 

The  established  procedures  for  the  determination 
of  bacterial  sensitivity  to  the  antibiotics  may  be 
placed  in  two  categories : ( 1 ) those  procedures  requir- 
ing preliminary  isolation  with  subsequent  tests  made 
on  the  pure  culture  material,  and  (2)  those  pro- 
cedures whereby  the  antibiotic  material  is  placed  on 


Virginia 

distribution  and  prevalence  of  clinically  significant 
colonies  in  the  vicinity  of  the  test  substance  may  be 
so  erratic  as  to  make  determinations  difficult. 

The  following  procedure  was  devised  to  combine 
the  accuracy  of  the  first  category  with  the  speed  of 
the  second.  It  is  possible  by  this  method  to  determine 
the  sensitivity  of  a pure  culture  of  organisms  to  the 


Fig.  1. — Microcolony  development  of  Streptococcus  hemolyticus  after  3 hours*  incubation  at 
37®C.  A,  Control,  no  antibiotics  present  (X  100)  ; B,  0.15  unit/ml.  of  penicillin  (X  200)  ; 
C,  0.04  unit/ml.  of  penicillin  (X  100)  ; D,  0.04  unit/ml.  of  penicillin  (X  500). 


the  primary  isolation  plates  at  the  time  the  specimen 
is  cultured.  In  the  first  case,  although  accurate  de- 
terminations can  be  made,  a period  of  three  days  is 
usually  involved  before  the  sensitivity  of  a particular 
microorganism  is  known.  In  the  second  case,  the 
sensitivity  can  be  determined  in  24  hours  but  the 
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desired  antibiotic  in  21-to-27  hours  after  the  speci- 
men is  received. 

Materials  and  Methods 
The  antibiotics  are  dissolved  in  distilled  water  to 
give  the  following  concentrations:  penicillin,  100 
units  per  milliliter;  streptomycin,  2,000  micrograms 
per  milliliter;  aureomycin,  1,250  micrograms  per 
milliliter;  terramycin,  200  micrograms  per  milliliter; 
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Chloromycetin*,  250  micrograms  per  milliliter;  bac- 
itracin, 600  micrograms  per  milliliter;  polymyxin, 
1,000  micrograms  per  milliliter.  Beginning  with 
these  concentrations  a .series  of  8 two-fold  dilutions 
are  prepared  for  each  antibiotic.  One  and  one-half 
milliliter  of  each  concentration  of  antibiotic  is  then 
added  to  individual  20-by-150  mm.  tubes  containing 
13.5  ml.  of  molten  brain  veal  agar  (Difco)  held  at 
50°C.  in  a water  bath.  The  agar-antibiotic  mixtures 
are  poured  into  sterile  petri  dishes  of  standard  dimen- 
sions and  [)ermitted  to  harden  on  a level  surface. 
(To  ensure  an  even  agar  layer  and  complete  utiliza- 


the  petri  dish  over  a card  on  which  centimeter  squares 
are  drawn  and  tracing  the  outline  squares  with  the 
cutting  instrument. 

Large  (75-by-38  mm.)  microscope  slides  are 
sterilized  by  dipping  in  ethyl  alcohol  and  igniting  and 
holding  in  a bunsen  flame  for  about  10  seconds  after 
the  alcohol  has  burned  off.  The  sterilized  slides  are 
placed  in  sterile  petri  dishes  and  permited  to  cool. 
A double  thickness  of  filter  paper  or  paper  towel  is 
cut  into  circles  the  size  of  the  inner  diameter  of  the 
petri  dish  bottom;  this  double  layer  is  moistened  by 
dipping  in  water  and  then  is  drained  before  placing 


Fig.  2. — Microcolony  development  of  Staphylococcus  aureus  after  3 hours’  incubation  at 
37‘’C.  A,  Control,  no  antibiotic  present  (X  100)  ; B,  0.04  unit/ml.  of  penicillin  (X  200)  ; 
C,  0.01  unit/ml.  of  penicillin  (X  ioO)  ; D,  0.01  unit/ml.  of  penicillin  (X  500). 


tion  of  the  contents,  select  petri  dishes  having  flat 
bottoms).  The  final  concentration  of  each  antibiotic 
in  the  brain  veal  agar  is  then  one-tenth  of  the  amount 
present  in  the  water  dilution. 

Squares,  one  centimeter  on  a side,  are  cut  from 
the  hardened  medium  with  a flattened  thick  nichrome 
wire  sterilized  by  heating  to  redness  in  a gas  flame. 
Relatively  uniform  squares  are  obtained  by  placing 

•Trademark  Parke,  Davis  & Company,  Detroit,  Michi- 
gan. 


in  the  bottom  of  the  petri  dish  beneath  the  flamed 
slide.  It  is  not  essential  that  the  bottom  or  edges  of 
the  slide  remain  sterile. 

Squares  of  brain  veal  agar  lifted  (with  a steri- 
lized flattened  nichrome  wire)  from  each  of  the  eight 
different  dilutions  of  antibiotics  are  placed  in  the  order 
of  decreasing  concentrations  on  the  sterile  surface  of 
the  slide.  A ninth  square  which  serves  as  a control  is 
cut  from  a 15  milliliter  brain  veal  agar  plate  that  has 
not  received  anv  antibiotic. 


394 


ViKc.iNiA  Medical  Monthly 


Volume,  80, 


The  organism  to  be  tested  may  be  obtained  from 
the  primary  isolation  plate  or  from  an  over-night 
broth  culture  of  the  organism.  An  inoculum  which 
is  faintly  turbid  is  satisfactory.  Where  l)roth  cul- 
tures are  employed  we  have  found  that  a 1:20  saline 
dilution  of  over-night  l)roth  (Difco,  brain  heart  in- 
fusion) is  satisfactory.  \Miere  tlie  bacteria  are  ob- 
tained from  the  primary  isolation  {date,  they  should 
be  picked  from  several  isolated  colonies  with  a 
straight  inoculating  wire  and  introduced  into  sterile 
saline  solution.  If  one  wishes  to  test  organisms  such 


make  contact  with  the  agar  surface,  d'he  inoculum 
is  added  to  the  control  square  first,  then  to  the  squares 
containing  the  antibiotic  in  the  order  of  increasing 
antibiotic  concentration.  If  enough  inoculum  is 
available,  so  that  a different  tube  of  inoculum  can 
lie  used  for  each  antiliiotic  to  be  tested,  an  entire 
series  of  squares  may  be  inoculated  without  flaming 
the  inoculating  loo{3  between  inoculations;  otherwise, 
it  is  necessary  to  flame  and  cool  the  loop  between  each 
a{>plication  in  order  to  prevent  contamination  of  the 
inoculum  with  several  antibiotics  witli  consequent 


Fig.  3. — Microcolony  development  of  Aerohacter  aerogenes  after  1.5  hours’  incubation  at 
37'^C.  A.  Control,  no  antibiotic  present  (X  100)  ; B,  12.5  meg. /ml.  of  Chloromycetin 
(X  200)  ; C,  6 meg. /ml.  of  Chloromycetin  {X  100)  ; D.  6 meg. /ml.  of  Chloromycetin  (X  500). 


as  strejrtococci.  which  jiroduce  small  colonies,  it  may 
be  necessary  to  pick  from  7-to-lO  colonies  and  sus- 
pend in  as  little  as  0.1  ml.  of  sterile  saline;  however, 
when  large  colonies  are  under  observation,  fragments 
from  3 or  4 colonies  may  be  suspended  in  a volume 
of  l-to-2  ml.  to  j)rovide  an  inoculum  of  suitable 
turbidity. 

Employing  a 2 mm.  inoculating  looji,  a loo{iful 
of  inoculum  is  gently  jilaced  in  the  center  of  each 
agar  square.  It  is  advisable  to  place  the  liquid  on 
the  square  in  such  a manner  that  the  wire  does  not 


false  readings.  Since  one-tenth  of  a milliliter  of 
suspension  is  adequate  to  inoculate  a series  of  nine 
squares,  there  is  usually  more  than  sufficient  inocu- 
lum. 

The  inoculated  slides  are  incubated  at  37°C.  in  the 
{letri  dish  containing  the  moistened  paper.  After 
3-to-4  hours’  incubation,  the  slide  is  removed  from 
the  petri  dish  and  examined  under  the  microscope. 
At  this  time  a magnification  of  X 100  will  reveal 
microcolonies  present  on  the  control  square.  Very 
rapidly  growing  bacteria  such  as  the  intestinal  or- 
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ganisms  may  produce  a confluent  growth  as  the 
microcolonies  coalesce.  The  sensitivity  of  the  or- 
ganisms to  the  antibiotic  in  the  square  is  related  to 
the  ability  or  inability  of  the  organism  to  develop 
microcolonies.  The  endpoint  is  the  lowest  concen- 


Fig.  4. — Staphylococcus  aureits  after  24  hours’  incubation  at 
37  ®C.  on  brain  veal  agar  squares  with  varying  concentrations 
of  penicillin.  Penicillin  units  per  milliliter  in  the  squares 
reading  from  bottom,  left  to  right:  0.6,  0.3,  0.15,  0.08,  0.04, 
0.02.  0.01.  0.005.  Otf-center  square  is  control  with  no  an- 
tibiotic added. 

tration  of  antibiotic  capable  of  prohibiting  the  de- 
velopment of  microcolonies  on  the  impregnated  agar 
squares. 

.After  examining  the  squares  the  slide  is  returned 
to  the  petri  dish  with  the  moistened  paper  and  in- 
cubated for  an  additional  18-to-24  hours  for  con- 
firmation. The  squares  then  are  examined  macro- 
scopically  for  bacterial  growth. 

Resi'pts  -AND  Discussion 

Strains  of  the  bacteria  Aerobacter  aerogenes,  Pseii- 
dcnionas  aeruginosa,  Klebsiella  pneumoniae.  Staphy- 
lococcus aureus.  Streptococcus  hemolyticus,  and 
Streptococcus  viridans  were  examined  Avith  regard 
to  their  sensitivity  to  the  following  antibiotics;  pen- 
icillin, poh'myxin,  Chloromycetin,  aureomycin,  strep- 
tomycin, bacitracin,  and  terramycin. 

Presented  in  Figures  l-to-3  are  photomicrographs 
of  three  of  the  above  microorganisms  depicting  their 
response  at  two  levels  of  antibiotic  concentrations  a 
few  hours  after  inoculation.  The  appearance  of  a 
24-hour  specimen  of  Staphylococcus  aureus  on  eight 
agar  squares  with  different  concentrations  of  pen- 
icillin and  a control  square  with  no  penicillin  is 
shown  in  Figure  4. 

The  sensitivity  of  the  same  strain  of  each  of  the 
six  different  species  of  bacteria  was  determined  by  the 
test  tube  dilution  method,  the  disk  method,  and  the 
microcolony  technique.  The  test  tube  method  used 
was  similar  to  procedure  described  by  Kolmer  et  al.^ 
with  some  minor  modifications.  The  disk  technique 
involved  the  use  of  commercial  disks  containing  an- 


tibiotics and  the  relative  sensitivity  of  the  organism 
was  determined  according  to  the  manufacturer’s  chart. 
The  procedure  for  the  microcolony  technique  was  as 
descrit)ed  above;  however,  in  some  cases  the  con- 
centration of  the  antibiotic  in  the  first  dilution  was 
less  than  the  concentration  suggested  above.  The 
inocula  used  for  the  microcolony  technique  consisted 
of  18-hour  cultures  of  the  organisms  in  brain  heart 
infusion  broth  diluted  1:20  in  sterile  saline.  The 
comparison  of  antibiotic  sensitivity  as  observed  by 
the  three  methods  is  summarized  in  Table  I.  On 
the  whole,  the  microcolony  technique  compares  fa- 
voralily  with  the  tube  dilution  test  and  the  disk  meth- 
od. In  the  case  of  polymyxin  we  found  that  our 
strains  of  Aerobacter  aerogenes  and  Klebsiella  pneu- 
moniae were  considerably  less  sensitive  to  the  an- 
tibiotics b}-  the  tube  test  than  by  the  microcolony 
test;  however,  our  strain  of  Pseudomonas  aeruginosa 
responded  to  similar  concentrations  of  polymyxin 
in  both  tests.  Most  of  the  bacteria  tested  appeared 
somewhat  less  sensitive  to  terramycin  when  tested 
by  the  tube  method  than  they  were  when  tested  by 
the  microcolony  technique,  although  the  sensitivity 
by  the  latter  method  was  comparable  to  that  noted 
by  the  disks. 

The  24-hour  reading  varied  from  the  3 -hour  read- 
ing by  no  more  than  a two-fold  dilution  except  in 
the  case  of  aureomycin.  The  inhibiting  concentra- 
tion of  this  antibiotic  increased  by  a factor  of  2-to-30 
after  24-hours’  incubation.  This  finding  is  con- 
sistent with  the  observation  of  Jackson  and  Finland^ 
and  has  been  attributed  to  the  labile  nature  of  au- 
reomycin. The  antibiotic  sensitivity  of  the  same 
strain  of  bacterium  was  found  to  be  reproducible 
upon  testing  by  the  microcolony  technique  at  inter- 
vals. 

In  determining  the  endpoint  the  magnification  of 
X 100  is  specified.  This  magnification  is  adequate 
to  observe  the  microcolonies  and  also  avoids  incon- 
sistencies in  determining  endpoint  that  may  arise 
when  a higher  magnification  is  used.  Some  bacteria 
may  enlarge  or  divide  once  or  twice  in  the  presence 
of  threshold  concentrations  of  an  antibiotic.  When 
these  are  observed  with  a high  magnification  they 
may  confuse  the  observer,  but  when  observed  with  a 
low  magnification  they  pass  unnoticed.  We  have 
noted  in  most  instances  that  such  organisms  fail  to 
develop  in  24  hours  beyond  the  stage  observed  at 
3-to-4  hours;  therefore,  we  feel  justified  in  consider- 
ing such  a preparation  as  being  sensitive  to  the  an- 
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Table 

CoMI’ARLSON  OK  THE  ANTIBIOTIC  SENSITIVITY  OF 


Aerobacter  aerogenes 
Sensitivity  in  units 
or  meg. /ml. 

Klebsiella  pneumoniae 
Sensitivity  in  units 
or  meg. /ml. 

Pseudomonas  aeruginosa 
Sensitivity  in  units 
or  meg. /ml. 

Tube 

Micro- 

colony 

3 hr.  24  hr. 

Disk 

M.I.C.i  Sens. 2 

Tube 

Micro- 

colony 

3 hr.  24  hr. 

Disk 

M.I.C.I  Sens. 2 

Tube 

Micro- 

colony 

3 hr.  24  hr. 

Disk 

M.I.C.I  Sens.2 

Penicillin 

Polvmv'xin 

50 

6 6 

>50 

3 6 

6 

12 

25 

Chloromycetin. . 

8 

12.5  12.5 

0.6-9. 3 

S 

1 .5 

1.5  1.5 

<0.6  VS 

250 

>25 

>25 

>9.3 

R 

Aureomvcin 

31 

2 62 

>4.9 

R 

8 

<1  4 

4.9  R 

125 

62 

>125 

>4.9 

R 

Streptomycin.  . . 

100 

25  25 

0.8-6. 7 

S 

6 

3 3 

0.8-6. 7 S 

100 

25 

100 

0.8-6. 7 

S 

Bacitracin 

Terramvcin 

25 

5 5 

1-4.1 

S 

12 

1.2  1.2 

1-4.1  S 

25 

10 

20 

>4.1 

R 

'M.I.C.  Minimal  inhibitory  concentration  in  units  or  micrograms  per  ml.  of  medium  as  related  to  disk  reading 
by  manufacturer’s  chart. 

^Sensitivity  designated  as  R,  resistant;  S,  sensitive;  VS,  very  sensitive  on  basis  of  zone  of  inhibition  measure- 
ments according  to  manufacturer’s  chart. 

Leaders  signify  that  test  was  not  run. 


tibiotic  concentration  of  the  particular  square  ob- 
served. 

The  plates  containing  the  various  dilutions  of  an- 
tibiotics can  be  stored  at  4°C.  for  five  days  without 
loss  of  activity  with  the  exception  of  aureomycin 
which  must  be  used  at  once  after  preparation. 

This  technique  is  essentially  a modification  of 
the  agar-plate  dilution  method  described  by  Frank 
et  al}  In  addition  to  its  rapidity,  the  method  out- 
lined above  has  two  advantages  over  the  agar-plate 
dilution  method : ( 1 ) VTen  it  is  desired  to  test  the 

sensitivity  of  only  one  or  two  microorganisms  the 
necessary  squares  can  be  removed,  thus  saving  the 
remainder  of  the  agar  for  future  determinations. 
(In  this  connection  it  should  be  mentioned  that  we 
have  experienced  no  difficulty  with  contaminants 
appearing  on  the  partially  used  plates  held  for  five 
days  in  the  refrigerator,  although  squares  were  re- 
moved in  the  open  laboratory  with  no  unusual  pre- 
cautions.) (2)  Whereas  the  presence  of  a single 
spreading  organism  obscures  all  observations  on  a 
given  plate  in  the  agar-plate  dilution  method,  this 
difficulty  is  avoided  by  the  isolation  of  the  squares  on 
the  glass  slide. 

The  titration  of  the  sensitivity  of  an  organism  to 
an  absolute  endpoint  is  unnecessary  for  routine  clin- 


ical work,  in  which  case  we  suggest  that  two  con- 
centrations of  an  antibiotic  be  tested  for  screening 
purposes;  one  a high  concentration,  the  other  a low 
concentration  of  the  antibiotic  within  the  range  of  clin- 
ically attainable  levels.  The  slide  described  will 
hold  ten  agar  squares;  Therefore,  on  one  slide  a 
control  square  and  eight  squares  representing  four 
antibiotics  at  two  levels  can  be  used  in  testing  the 
relative  sensitivity  of  an  organism. 

Summary 

This  paper  describes  a method  for  determining 
the  antibiotic  sensitivity  of  microorganisms,  which 
depends  upon  the  inhibition  of  microcolony  develop- 
ment as  its  endpoint. 

The  microcolony  technique  enables  one  to  deter- 
mine antibiotic  sensitivity  of  many  organisms  in  as 
few  as  3 hours. 

This  method  is  economical  in  labor,  requires  only 
standard  laboratory  equipment,  and  can  be  altered 
to  comply  wth  the  specific  needs  of  any  clinical 
laboratory. 
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I. 

Six  Bacteria  as  Determined  hy  Three  Methods 


Staphylococcus  aureus 
Sensitivity  in  units 
or  nicg./inl. 

Streptococcus  viridans 
Sensitivity  in  units 
or  meg. /ml. 

Streptococcus  hemolyticus 
Sensitivity  in  units 
or  meg. /ml. 

Tube 

Micro- 

colony 

3 hr.  24  hr. 

Disk 

M.I.C.i  Sens.2 

Tube 

Micro- 

colony 

3 hr.  24  hr. 

Disk 

M.I.C.*  Sens. 2 

Tube 

Micro- 

colony 

3 hr.  24  hr. 

Disk 

M.I.C.I  Sens.2 

0.04 

0.04  0.04 

<1.8 

VS 

0.08 

0.08  0.08 

<1.8] 

VS 

0.08 

0.08  0.08 

<1.8 

VS 

12.5 

6 3 

0.6-9. 3 

s 

6 

6 3 

6-9.3 

S 

12.5 

6 6 

6-9.3 

s 

1 

1 <1 

0.6-4. 9 

s 

<1 

<1  2 

>4.9 

R 

1 

4 4 

>4.9 

R 

12 

3 3 

0.8-6. 7 

s 

12 

12  12 

>6.7 

R 

25 

25  12 

>6.7 

R 

2 

4 2 

0.8-3. 1 

s 

0.1 

1 1 

>4.1 

R 

1 

0.25  <0.1 

>4.1 

R 

1.5 

0.3  0.15 

<0.25-2 

VS 

0.8 

0.15  0.15 

0.25-2 

VS 

1.5 

1.2  0.6 

1-4.1 

S 
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AMA  Publishes  Health  Insurance  Booklet. 

The  seventh  annual  revision  of  the  health  in- 
surance brochure  published  by  the  Council  on  Medical 
Service  and  its  Committee  on  Prepayment  Medical 
and  Hospital  Service  now  is  available  to  physicians 
and  allied  groups.  In  this  booklet — “Voluntary 
Prepayment  Medical  Benefit  Plans” — each  plan 
is  described  by  summary  of  benefits,  enrollment  at 
the  end  of  1952  and  other  pertinent  data.  Separate 


sections  list  plans  by  type  of  sponsorship.  Also 
identified  are  plans  which  have  been  granted  the 
Council’s  seal  of  acceptance.  One  section  is  de- 
voted to  Canadian  plans  which  have  been  organ- 
ized or  approved  by  the  provincial  branches  of  the 
Canadian  Medical  Association.  In  addition,  other 
types  of  programs  are  described  to  give  examples  of 
voluntary  methods  of  insuring  some  of  the  costs 
incident  to  health  care.  Single  copies  are  avail- 
able, without  charge,  from  the  Council. 
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NEONATAL  ASPHYXIA  DUE  TO  BILATERAL  CHOANAL  ATRESIA- 


Thomas  S.  Chalkley,  M.D., 

Richmond,  Virginia 


Congenital  atresia  of  the  posterior  nasal  choanae 
is  being  reported  with  increasing  frequency.  The 
atresia  may  be  unilateral  or  bilateral,  complete  or 
incomplete,  bony  or  membranous.  This  paper  deals 
with  the  complete  bilateral  atresia  as  this  is  the  only 
one  causing  neonatal  asphyxia. 

The  first  case  was  rejiorted  by  Otto^  in  1829 
describing  this  deformity  in  a foetus  seen  at  autopsy. 
By  1948  ^^'ilkerson  and  Cayce^  had  collected  269 
cases  to  which  they  added  6 more.  \\'ith  the  five 
additional  cases  reported  by  Medovy  and  Beck- 
man^ in  1951  and  other  scattered  reports,  the  total 
is  now  at  least  283  cases.  Pastore  and  Williams^ 
at  the  Mayo  Clinic  found  12  cases  from  1903-1939. 
Almost  exactly  half  of  the  cases  reported  were  bi- 
lateral, and  at  least  46  of  these  were  not  discovered 
until  adult  life,  showing  that  certainly  some  survive 
the  newborn  period  without  serious  result.  No  case 
has  been  seen  at  the  Medical  College  of  Virginia 
Hospital  since  1932. 

About  90%  of  these  obstructions  are  bony  and 
10%  are  membranous.  Anatomically  the  bony  ob- 
struction is  bounded  superiorly  by  the  body  of  the 
sphenoid  and  the  vomerine  ala,  medially  by  the 
posterior  border  of  the  vomer  and  the  nasal  crest 
of  the  palatine  bone,  inferiorly  by  the  hard  palate, 
and  laterally  by  the  medial  lamina  of  the  pterygoid 
process. 

There  are  several  theories  as  to  the  etiology  but 
most  authorities  agree  that  the  abnormal  tissue  is  a 
vestige  of  either  the  bucccnasal  or  buccopharyngeal 
membrane. 

Symptoms  of  the  bilateral  type  seem  to  be  con- 
sistent with  all  cases.  There  are  periodic  attacks 
of  cyanosis  occurring  immediately  after  birth.  The 
cheeks  are  somewhat  sucked  in.  There  is  a marked 
heaving  of  the  chest  with  substernal  retraction  and 
a suffusion  of  the  face.  If  the  lower  jaw  is  depressed 
the  infant  will  gasp  for  air  and  the  color  improve. 
On  his  own  he  may  struggle  more  and  more  vigor- 
ously to  breathe,  becoming  more  suffused  in  the  face 
and  finally,  giving  up,  it  cries,  which  improves  the 
color.  As  he  relaxes  the  cycle  is  started  all  over 
again. 

*Presented  to  the  Richmond  Academy  of  Medicine 
January  27,  1953,  and  to  the  Fetal  and  Neonatal  Mortality 
Conference,  at  Richmond,  February  11,  1953. 


The  differential  diagnosis  must  include  all  cases 
thought  to  have  atelectasis  but  do  not  have  enough 
X-ray  changes  to  warrant  the  symptoms.  Also,  any 
child  being  treated  for  an  enlarged  thymus  who  is 
having  repeated  cyanotic  attacks  must  be  considered. 
After  an  obstruction  of  the  nose  has  been  found,  a 
nasal  polyp  must  be  excluded. 

Obviously  the  treatment  for  this  condition  is  sur- 
gical. The  types  of  operations  are  many  and  varied. 
Almost  all  the  children  who  have  had  the  operation 
early  have  had  to  have  a repeat  procedure  at  a later 
date.  Simply  punching  through  the  bony  obstruc- 
tion or  biting  out  pieces  with  a gouge  forceps  is  not 
enough  since  there  is  a rapid  reformation  of  the 
septum  and  the  process  has  to  be  repeated.  A good 
vision  of  the  operative  field  should  be  obtained  so 
that  the  entire  bony  plate  can  be  removed  as  well 
as  a small  portion  of  the  nasal  septum.  Many  suc- 
cessful operations  have  been  performed.  Reference 
may  be  made  to  a case  described  by  Stoner  and 
Freeman^  who,  after  fracturing  the  inferior  tur- 
binates, broke  through  the  bony  partition  with  a 
gouge,  enlarged  the  opening  with  a sphenoid  punch, 
and  inserted  the  inner  tube  of  a #2  tracheotomy  tube. 
This  was  done  on  both  sides  and  the  tubes  changed 
daily.  The  obturators  were  removed  on  the  17th 
day,  and  9 months  later  the  patient  still  had  patent 
posterior  choanal  openings. 

The  following  ca.se  is  reported  mainly  to  bring 
to  mind  this  condition,  and  thereby  save  the  lives 
cf  those  newborns  who  are  unable  to  make  the  ad- 
justment from  nasal  to  mouth  breathing  by  them- 
selves. 

Case  Report 

E.J.P.,  a 7 pound  white  female,  was  born  7/28/52 
following  a normal  prenatal  course  with  no  acci- 
dents or  illnesses,  and  with  no  history  of  any  fam- 
ilial disease.  She  was  a well  developed  infant  ap- 
pearing normal  and  with  no  deformities  seen.  How- 
ever, due  to  cyanosis  immediately  following  birth, 
the  infant  was  given  oxygen  in  a heated  crib.  Her 
color  remained  ashen  or  cyanotic  in  spite  of  this 
and  seemed  to  be  cyclic  in  nature.  Considerable 
bloody  mucus  was  aspirated  from  the  throat  during 
the  first  12  hours.  The  child  appeared  to  lie  in 
shock  for  which  parenteral  fluids  and  coramine  were 
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given.  I was  called  into  con.sultation  and  first  saw 
the  child  20  hours  after  birth.  At  that  time  she  was  in 
a moribund  condition  and  was  receiving  resuscita- 
tion by  Dr.  Mack  without  which  she  most  certainly 
would  have  died.  Previous  to  this  resuscitaticn  she 
had  been  making  marked  efforts  to  breathe  by  strong 
elevation  of  the  chest  and  substernal  retraction.  Fol- 
lowing this  effort  she  became  limp  and  pallid.  I then 
noticed  that  if  the  lower  jaw  was  depressed  and  the 
tongue  pulled  forward,  the  child  gasped,  started 
to  cry,  and  the  color  improved.  As  soon  as  the 
lower  jaw  was  allowed  to  close,  the  symptoms  re- 
turned. Therefore,  a metal  airway  was  inserted 
temporarily,  and  this  allowed  good  color  to  be  main- 
tained. ■ 

With  the  probable  diagnosis  of  choanal  atresia 
in  mind,  a #8  catheter  was  passed  into  the  nose  and 
encountered  an  obstruction  about  five  cm.  back  on 
each  side.  With  a metal  probe  this  felt  like  bone 
There  was  a great  quantity  of  clear  gelatinous  mucus 
in  each  side  of  the  nose  through  wh'ch  no  air  passed. 

Dr.  Montague  was  called  as  to  the  advisability  of 
a tracheotomy  or  any  other  surgical  procedure  to  pro- 
vide temporary  relief.  He  performed  a tracheotomy, 
and  from  that  moment  on  the  child  progressed  nicely. 
300,000  units  of  Crysticillin  were  given  daily  for 
four  days.  She  regained  her  birth  weight  by  the 
tenth  day,  and  continued  to  gain,  weighing  *9  lb.,  4 
oz.  at  seven  weeks  of  age.  The  X-ray  of  her  chest 
was  normal  at  birth  and  before  discharge  from  the 
hospital.  The  blood  count  was  4,850.000  R.B.C. 
with  92%  Hgb. 

Discussion 

Congenital  occlusion  of  the  nasal  choanae  must  be 
considered  as  a very  definite  cause  of  neonatal  as- 
phyxia. It  is  much  more  serious  in  the  first  two 
weeks  of  life  because  of  the  dependence  of  the  new- 
born on  nasal  breathing.  This  child  most  certainly 
would  have  died  if  immediate  steps  had  not  been 
taken  to  give  it  an  airway.  The  tracheotomy  allowed 
this  child  to  make  a normal  newborn  gain  without 
the  usual  malnutrition  developing  or  having  a marked 
feeding  problem  for  the  nursing  staff  in  the  hospital 
or  the  mother  at  home.  An  operation  may  be  done 
in  the  future  on  a child  in  a good  nutritional  state, 
and  because  of  the  tracheotomy  an  easy  anesthetic 
will  be  possible. 

Ronaldson®  stated  in  1889  that  following  a serie.« 
of  autopsies  on  infants  who  died  of  asphyxia  neona- 


torum, congenital  occlusion  of  the  nasal  choanae 
was  a frequent  cause  of  death.  No  details  are  given. 
I have  witnessed  many  newborn  autopsies  and  as  yet 
have  to  see  one  in  which  there  has  been  an  attempt 
to  demonstrate  patency  of  the  nares.  I am  sure  that 
if  this  is  made  a routine  part  of  the  autopsy 
there  will  be  a marked  increase  in  the  number  of  cases 
rejiorted. 

This  condition  should  be  considered  in  any  child 
in  the  newborn  period  that  is  having  periodic  attacks 
of  cyanosis,  or  one  in  which  the  diagnosis  of  atelec- 
tasis or  enlarged  thymus  has  been  made  but  can  not 
be  proven  by  X-ray.  Upon  closer  examination  it  is 
noticed  that  with  these  cyanotic  attacks  the  infant’x 
cheeks  may  be  sucked  in,  there  is  a heaving  of  the 
chest,  and  a marked  suffusion  of  the  face.  As  the 
child  begins  to  cry  the  re.spiration  is  gasping  until 
enough  oxygenation  has  taken  place  to  make  it  more 
comfortable.  Color  improves  with  crying  rather  than 
getting  worse  as  it  might  do  in  a case  of  atelectasis. 
When  he  begins  to  drop  off  to  sleep  and  the  mouth 
is  closed,  the  whole  cycle  is  repeated.  This  may  be 
prevented  by  doing  a tracheotomy,  which,  inciden- 
tally allows  the  child  to  eat  readily  from  the  bottle. 
The  other  more  tedious  method  is  to  keep  someone 
in  constant  attendance  throughout  the  first  two  weeks 
to  see  that  the  lower  jaw  is  depressed.  Some  men 
may  feel  that  it  might  be  good  judgment  to  do  a poor 
initial  job  with  a gouge,  with  the  full  expectation 
of  doing  a plastic  later. 

The  clear  viscous  secretion  in  each  anterior  nares 
seems  to  be  a constant  finding  in  these  cases.  Any 
attempt,  of  course,  to  pass  a blount  probe  or  catheter 
meets  with  failure,  the  obstruction  being  met  about 
5 cm.  back.  If  the  obstruction  feels  membranous 
rather  than  bony,  the  gouge  method  would,  of  course, 
be  the  temporary  choice. 

The  patient  undiagnosed  until  later  in  life  will 
complain  of  the  absence  of  smell,  poor  taste,  and  the 
constant  thick  mucus  from  the  nose  mixed  with  all 
of  the  tears  draining  anteriorly. 

Summary 

A case  of  neonatal  asphyxia  due  to  bilateral  con- 
genital choanal  atresia  has  been  presented.  The 
incidence  of  death  from  this  cause  may  be  drastically 
reduced  by  simple  early  diagnosis.  A tracheotomy 
is  the  initial  surgical  procedure  of  choice  for  the 
relief  of  SMiiptoms,  and  to  simplify  newwborn  care. 
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Causes  of  Children’s  Headaches  Legion. 

Headaches  in  children  are  as  varied  and  as  widely 
dissimilar  as  they  are  in  grownups.  They  may  be 
caused  by  eyestrain,  illness  or  excitement,  or  may  be 
a simple  e.xcuse  to  escape  from  an  unpleasant  task, 
according  to  Dr.  Noah  D.  Fabricant,  Chicago. 

^^'hatever  their  cause  and  whether  they  are  simple 
or  complex,  children’s  headaches  are  fairly  obvious 
and  yield  handsome  response  to  medical  care.  Dr. 
Fabricant  wrote  in  the  current  Today’s  Health  mag- 
azine, published  by  the  .\merican  Medical  .'Associa- 
tion. 

Eyestrain  is  one  of  the  better  known  causes  of 
headaches  in  children,  he  stated,  adding: 

“Temporary  blurring  of  vision  is  experienced,  and 
the  eyes  feel  tired,  hot  and  gritty — a feeling  that  may 
eventually  give  place  to  a dull  ache.  They  tend 
to  become  reddened  and  watery,  and  chronic  irrita- 
bility leads  to  constant  rubbing  of  the  eyes.  Head- 
ache may  occur  in  every  possible  nook  and  corner 
of  the  head,  from  the  top  of  the  skull  to  the  nape 
of  the  neck.  It  can  show  up  as  a dull,  persistent 


pain  in  the  forehead,  the  back  of  the  eyes  or  the 
region  of  the  temples.” 

Another  cause  of  children’s  headaches  is  anemia. 
Dr.  Fabricant  said.  A simple  blood  examination 
will  confirm  this,  and  relief  can  be  obtained  quickly 
by  adequate  treatment.  Children  also  frequently 
complain  of  headaches  upon  arising  in  the  morning 
and  immediately  after  naps.  Such  headaches,  he 
said,  may  represent  a need  for  carbohydrates — a need 
which  can  be  remedied  by  additional  consumption  of 
sweets. 

.'Acute  illnesses  commencing  with  high  fever  may 
cause  headaches  in  children,  Dr.  Fabricant  stated. 
A headache  may  be  an  early  symptom  of  scarlet 
fever,  mumps,  measles,  chicken  pox,  kidney  disorders, 
poliomyelitis,  or  an  infection  in  the  ear. 

However,  a child  may  just  have  “headaches  of 
convenience,”  Dr.  Fabricant  pointed  out,  adding: 

“By  imitating  his  parents,  a young  child  may 
quickly  grasp  the  excuse  value  of  headache  as  a 
means  of  escaping  from  an  undesirable  or  unpleasant 
task.” 
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PUBLIC  HEALTH 


Mack  I.  Shanholtz,  M.D., 

State  Health  Commissioner  of  f'irt/inia 


Psittacosis. 

Witli  the  re})ort  of  a case  of  psittacosis,  the  first 
since  1949  in  Virginia,  our  attention  is  again  directed 
to  this  disease,  sometimes  called  ornithosis. 

The  etiological  agent  is  a sjiecific  virus  which 
passes  through  only  rather  coarse  filters.  The  source 
of  the  infection  is  usually  some  one  of  the  psittacine 
birds,  parrots,  parakeets,  love  birds,  etc.,  but  it  has 
also  been  found  in  canaries,  jngeons,  ducks,  and 
turkeys.  Infection  of  human  beings  occurs  by  in- 
halation of  infected  dried  materials  in  the  form  of 
dust  or  from  droplets  coughed  by  infected  patients. 
Birds  that  are  apparently  well  occasionally  transmit 
the  infection.  The  incubation  period  is  from  6 to 
15  days,  with  an  average  of  about  10  days. 

The  findings  of  a Board  appointed  in  1950  by 
the  Surgeon  General  of  the  Public  Health  Service 
were  that  psittacosis  is  no  longer  a major  public 
health  problem  in  the  United  States;  that  it  has  a 
much  wider  reservoir  than  the  birds  of  the  psittacine 
family  and  that  the  development  of  the  antibiotic 
drugs  has  reduced  the  mortality  of  this  disease  to 
a very  low  level.  Because  the  disease  is  no  longer 
a major  public  health  problem  does  not  mean  that 
we  should  have  little  concern  for  it. 

Foreign  Quarantine  Regulations  and  Interstate 
Quarantine  Regulations  of  the  Public  Health  Service 
mainly  control  the  traffic  in  psittacine  birds  and 
certain  states  have  adopted  regulations  governing 
these  birds.  Shipments  of  psittacine  birds  from 
psittacosis-free  areas  in  the  United  States  is  per- 
mitted. Whenever  the  Surgeon  General  of  the  Pub- 
lic Health  Service  finds  that  psittacine  birds  or 
human  beings  in  any  area  are  infected  with  psit- 
tacosis and  there  is  such  danger  of  transmission  of 
the  disease  from  this  area  as  to  endanger  the  public 
health,  he  may  declare  it  an  area  of  infection  and 
prohibit  shipment  of  the  birds  from  the  area.  None 
of  the  regulations  of  the  Public  Health  Service  af- 


fects the  standing  requirement  that  interstate  ship- 
ments of  psittacine  birds  must  be  covered  by  a per- 
mit when  it  is  required  by  the  health  dejiartment 
of  the  state  of  destination. 

Because  infections  are  comparatively  infrequent, 
it  is  important  to  remember  this  disease  in  illnesses 
that  do  not  present  a clean-cut  diagnosis  liut  present 
respiratory  involvement.  The  history  of  exposure 
to  birds  is  most  important.  Blood  for  complement 
fixation  tests  should  be  taken  as  early  as  jjossible 
in  the  course  of  the  disease  and  again  later  for  com- 
parison in  rise  of  titre.  If  suspected  birds  have  not 
died  they  should  be  killed.  The  bodies  of  these 
birds  should  be  wet  with  5%  lysol  solution  and  they 
should  be  wraj)ped  in  cloths  soaked  in  the  solution. 
They  should  then  be  quick  frozen  and  .\ir  Expressed 
in  dry  ice  to  the  jiroper  laboratory  for  examination 
and  diagnosis  of  the  disease.  The  State  Health 
Department  should  be  informed  and  complete  direc- 
tions for  mailing  will  be  supplied  on  notification. 

Early  treatment  of  the  patient  with  appropriate 
antibiotics  is  indicated  and  is  desirable  not  only 
from  the  standpoint  of  treating  the  patient,  but  also 
as  a means  of  shortening  the  period  of  communi- 
cability of  the  disease. 

Monthly  Report  of  the  Bureau  of  Co.vi.viunicable 
Disease  Control 
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MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D., 

Commissioner,  Department  Mental  Hygiene  and  Hospitals 


The  Mental  Hygiene  Clinic  and  Community 

Relationships.* 

A Mental  Hygiene  Clinic  has  been  considered  in 
some  detail  in  previous  articles  submitted  in  this 
Journal.  Its  origins,  its  component  parts  of  Psychia- 
trist, Social  Worker,  and  Psychologist  making  up 
the  team  and  the  types  of  problems  it  seeks  to  solve 
have  been  presented. 

.Another  aspect  of  clinic  functioning  that  needs 
further  clarification  is  the  role  a community  plays 
in  a clinic  and  the  role  a clinic  plays  in  a community. 

.A  Mental  Hygiene  Clinic  is  designed  to  serve  the 
individual  in  the  community. 

Stanley  1.  Gochman  states: 

“ ...  It  is  important  that  the  j)atient  comes  to  feel 
that  he  has  some  connection  and  concern  with  the 
community  and  the  outside  world,  and  it  is  just  as 
important  that  the  community  comes  to  recognize 
the  patient  as  an  individual  and  a member  of 
society,  and  recognizes  its  responsibilities  toward 
him.” 

The  latter  part  of  the  above  paragraph  may  be 
considered  the  basis  for  this  article.  A community’s 
interest  in  the  individual  is  obvious  in  that  a mental 
hygiene  clinic  is  in  part  community  financed.  .A 
clinic  is  not  selective  of  those  it  seeks  to  help.  Any 
person  in  a community  may  seek  its  help.  Many 
individuals  who  are  aware  that  they  need  help  will 
spontaneously  seek  clinic  help.  Others  seek  helji 
from  either  private  physicians  or  community  agen- 
cies. It  is  through  the  discernment  of  doctors  and 
agency  workers  of  a deeper  psychic  problem  being 
present  that  the  patient  is  referred  to  a clinic  for 
study  and  treatment.  .A  cooperative  spirit  between 
a clinic  and  community  must  be  maintained  if  the 
individual  is  to  be  helped. 

Schools  are  a part  of  a community  that  frequently 
seek  clinic  guidance.  One  t}pe  of  problem  that 
schools  frequently  refer  to  the  clinic  is  a child  who 
does  not  seem  to  be  adjusting  well  in  school  work. 
The  marks  are  low.  There  is  inattention  and  rest- 

♦.Article  prepared  by  Wendell  J.  Pile,  M.D.,  Director, 
Lower  Peninsula  Mental  Hygiene  Clinic,  Newport  News, 
Virginia. 


lessness.  .After  clinic  examination,  it  is  often  re- 
vealed that  the  I.Q.  is  low,  and  therefore,  a child 
is  not  capable  of  doing  average  school  work.  The 
clinic  then  must  suggest  the  best  way  to  handle  this 
problem.  In  some  cases  it  is  felt  that  a child  should 
be  taken  out  of  school  and  have  a private  instructor, 
if  j)ossible.  In  other  cases  a special  private  school 
might  be  suggested,  if  there  are  sufficient  financial 
resources  in  the  family.  In  still  other  cases,  if  the 
situation  warrants,  he  could  be  sent  to  the  state 
training  school.  Occasionally  also,  a child  might 
adjust  better  if  he  were  sent  to  a lower  grade. 

.Another  type  of  school  referral  is  a child  who  is 
a behavior  problem.  Truancy,  belligerency  and  open 
defiance  are  the  symptoms  often  seen.  Through  a 
complete  clinic  work-up  it  may  be  found  that  there 
is  a basic  emotional  need,  such  as  affection,  which 
a child  has  not  been  getting  or  that  there  is  incom- 
patability  between  the  child’s  parents.  Sometimes 
it  is  found  that  this  behavior  disturbance  is  deep- 
seated  and  a child  has  been  a problem  almost  since 
infancy.  .A  clinic  tries  to  work  through  personal 
and  interpersonal  conscious  and  unconscious  prob- 
lems and  tries  to  relate  them  to  the  environmental 
situation  as  well  as  to  the  school  situation.  Con- 
ferences between  the  school,  the  therapist  team,  and 
the  parents  of  the  child  should  be  held  in  such  cases. 
Parents  and  schools  will  approach  the  situation  from 
different  points  of  view.  .A  therapist  tries  to  adjust 
the  individual  to  the  environment  and  in  doing  so 
it  necessarily  has  to  be  permissive.  Often,  when 
ideas  are  opposed,  it  is  necessar\’  to  some  extent  to 
compromise.  .A  clinic  needs  school  cooperation  in 
requesting  certain  types  of  school  placement  for 
certain  problem  children. 

School  and  other  problems  may  be  caused  by  speech 
disorders.  Some  speech  disorders  have  the  back- 
ground of  mental  deficiency.  It  is  important  for  the 
speech  therapist  to  know  this  so  a child  is  referred 
to  the  clinic  for  psychological  testing.  At  other 
times  there  seems  to  be  an  emotional  disturbance  and, 
of  course,  it  is  important  that  a clinic  be  contacted 
to  go  into  this  in  its  full  detail,  ns  well  as  to  institute 
therapy  at  a clinic  level  and  it  is  necessary  to  in- 
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tegrate  these  functions  by  having  conferences  between 
a sjieech  therapist  and  a clinic  therapist. 

Other  agencies  also  contribute  referrals,  such  as, 
family  counseling  agencies.  In  their  counseling 
they  often  feel  a deep-rooted  neurosis  is  jiresent  that 
may  need  resolving  before  the  family  can  function 
happily  as  a unit.  The  problem  also  may  be  pre- 
sented to  a clinic  by  one  party  coming  to  the  clinic 
because  of  an  emotional  disturbance  in  which  he 
blames  the  emotional  disturbance  upon  his  marriage 
partner.  If  there  is  complete  cooperation  between 
the  marriage  partner  and  the  patient,  it  is  possible 
to  work  with  them  individually  at  a clinic,  and  it 
is  also  possible  to  refer  one  of  the  partners  to  a 
family  counseling  agency.  Conferences  are  again 
mandatory  and  it  is  necessary  often  to  see  husband 
and  wife  together  with  a family  counseling  repre- 
sentative and  a clinic  therapist.  Suspiciousness  and 
misunderstandings  can  frequently  be  erased  through 
frank  discussion  by  all  present. 

Another  field  of  community  problem  involves  the 
courts  and  clinics.  Cases  in  which  the  judge  feels 
there  is  an  emotional  component  are  often  referred 
to  a clinic  for  observation  and  findings  and  fre- 
quently for  subsequent  treatment.  In  such  a case 
a clinic  feels  its  responsibilities  not  only  to  the 
court,  but  also  to  the  individual.  It  is  true  where 


court  cases  are  referred  for  psychiatric  treatment, 
that  there  must  be  a willingness  on  the  part  of  the 
])erson  to  accept  psychiatric  care.  If  he  doesn’t 
have  that  willingness,  therajiy  is  not  always  success- 
ful. 

\ Clinic  also  helps  in  assaying  the  intelligence  of 
children  who  are  up  for  adoptive  placement.  Here 
the  cooperation  is  between  a welfare  agency  and 
a clinic.  A clinic  is  frequently  asked  to  determine 
the  mental  capabilities  and  potentialities  of  those 
asking  for  state  assistance.  Whenever  indicated, 
treatment  is  instituted  which  may  result  in  the  jicrson 
becoming  self-sufficient. 

.A,  clinic  also  needs  the  cooperation  of  other  agen- 
cies in  its  treatment  of  all  facets  of  the  patient’s 
personality.  Socialization  of  certain  individuals  is 
mandatory.  The  Boy  Scouts,  Girl  Scouts,  Y.M.C.A., 
Y.W.C..A.  and  clubs  of  all  kinds  play  a part  in  this 
aspect  of  treatment.  A clinic  strives  for  the  indi- 
vidual to  accept  the  group  (in  certain  cases)  and  the 
group  assumes  its  role  by  accepting  the  individual. 

An  attempt  has  been  made  to  show  the  inter-rela- 
tionships of  a mental  hygiene  clinic  with  a com- 
munity. It  is  self-evident  that  only  through  team 
spirit  and  a feeling  of  cooperation  between  referring 
agencies  and  a clinic,  can  an  individual  assume  his 
rightful  independence  and  social  maturity. 


If  Good  Public  Relations  Begin  at  Home 
What  does  your  reception  room  look  like? 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 
Polio  Committee  Report 


Distribution  of  Gamma  Globulin  for  Polio- 
myelitis. 

The  Polio  Committee  of  The  Medical  Society  of 
Virginia  met  in  the  Conference  Room  of  the  State 
Department  of  Health  to  advise  with  them  con- 
cerning the  use  and  distribution  of  gamma  globulin. 

It  was  felt  that  the  use  of  gamma  globulin  is  the 
best  means  we  have  to  protect  against  poliomyelitis. 
It  is  not  e.xactly  what  is  desired,  for  gamma  globulin 
will  have  to  be  given  to  a large  group  of  contacts 
in  order  to  prevent  effectively  poliomyelitis  in  one 
who  may  develop  the  disease  when  exposed.  This 
was  the  experience  of  those  who  used  gamma  glob- 
ulin last  year  in  attem])ting  to  prevent  ])oliomyelitis. 
The  supply  of  gamma  globulin  is  to  be  distributed 
to  the  various  states. 

Since  the  entire  amount  of  gamma  globulin  avail- 
able to  Virginia  is  to  be  sent  to  the  State  Department 
of  Health,  the  following  plan  of  distribution  has 
been  established: 

1.  All  gamma  globulin  will  be  allocated  to  the 
City  and  County  Health  Departments  on  a 
population  basis. 

2.  Eligibility: 

a.  Those  children  from  6 months  to  15  years 
of  age  who  are  household  contacts  of  con- 
firmed cases  of  poliomyelitis.  (Household 
contacts  will  include  those  living  in  the 
same  house  with  common  bathroom  and 
table  facilities.) 

b.  All  cases  of  pregnancy  who  are  household 
contacts  as  described  above. 


3.  Requests  for  gamma  globulin  may  be  made 
by  physicians  to  Directors  of  City  or  County 
Health  Departments  on  forms  supplied  to  those 
offices. 

4.  The  gamma  globulin  which  has  been  assigned 
for  the  protection  against  measles  and  infec- 
tious hejiatitis  is  not  to  be  used  for  the  pro- 
tection against  poliomyelitis. 

d'hese  request  forms  for  gamma  globulin  are  to 
be  filled  out  by  the  physician  stating  the  names  of 
the  contacts,  their  ages  and  weights  and  to  what 
case  of  poliomyelitis  they  were  exposed.  The  ap- 
proximate dosage  will  be  recommended  on  the  re- 
quest slip. 

With  more  than  1,000,000  children  coming  within 
the  age  group  and  a supply  of  gamma  globulin  avail- 
able for  approximately  3,000  contacts,  the  necessity 
for  wise  use  of  material  is  evident. 

It  is  recommended  by  the  Commiteee  that  the  phy- 
sicians of  Virginia  take  advantage  of  this  means  of 
protection  against  poliomyelitis  by  cooperating  with 
the  State  Health  Department. 

Polio  Committee  of  the  Medical  Society  of 
Virginia 

Lee  E.  Sutton,  Jr.,  IM.D.,  Chairman,  Richmond 

R.  B.  Bowles,  M.D.,  IMathews 

E.  A.  Harper,  M.D.,  Lynchburg 

Rouert  C.  Hood,  M.D.,  Arlington 

Roy  M.  Hoover,  M.D.,  Roanoke 

Albert  S.  McCown,  M.D.,  Richmond 
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WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


President — 

Mrs.  Thomas  N.  Hunnicutt,  Jr.,  Newport  News 


President-Elect Mrs.  K.  W.  Howard,  Portsmouth 

Treasurer Mrs.  Wm.  C.  Barr,  Richmond 

Recording  Secretary Mrs.  Lee  S.  Licgan,  Irvington 


Corresponding  Secretary — 

Mrs.  F.  a.  Carmines,  Newport  News 
Publication  Chairman — 

Mrs.  Robert  H.  Detwiler,  Arlington 


Nurse  Recruitment 

The  Woman's  Auxiliary  to  the  .Alexandria  Medical 
Society  has  again  sponsored  a Girl  Scout  Troop  this 
year  and  Airs.  James  Aloriarty  has  accompanied  24 
Scouts  on  two  trips,  one  to  the  University  Hospital 
in  Charlottesville  and  another  to  the  Tuberculosis 
Sanitarium  at  Glendale,  Aid.  Both  trips  were,  pri- 
marily, to  further  the  interest  in  a nursing  or  public 
health  career.  Of  the  four  Scouts  who  were  inter- 
viewed at  Charlottesville,  two  were  accepted  for  en- 
rollment in  the  autumn  class.  The  .Auxiliary  feels 
that  they  are  responsible  for  recruiting  at  least  four 
student  nurses  this  year.  They  maintain  a scholar- 
ship fund  for  the  use  of  eligible  students  interested 
in  a nursing  education  at  .Alexandria  Hospital. 

New  Officers  and  Committee  Chairmen. 

The  Richmond  .Auxiliary  held  its  last  meeting  on 
Alay  the  15th  at  which  time  the  following  officers 
were  elected: 

President — Airs.  Custis  L.  Coleman 
President-Elect — Airs.  J.  R.  Grinds 


Vice  President — Airs.  George  H.  Snead 
'Preasurer — Airs.  Carl  Aleador 
Corresponding  Secretary — Airs.  William  H.  Cox 
.Assistant  Corresponding  Secretary — Airs.  George  D. 
Vaughan,  Jr. 

Recording  Secretary — Airs.  Wblliam  C.  Barr 
Historian — Airs.  Gilman  R.  Tyler 
Parliamentarian — Airs.  J.  David  Alarkham 

The  president  appointed  the  following  committee 
chairmen : 

St.anding  Committee  Ch.airmen: 

Editorial — Airs.  J.  R.  Grinds 

Today’s  Health — Airs.  .Albert  L.  Edmonds 

Bulletin — Airs.  AI.  J.  Hoover,  Jr. 

I.egislative — Airs.  L.  W.  Hulley,  Jr. 

Alembership — Airs.  Alaynard  Emlaw 
Program — Airs.  George  H.  Snead 
Public  Relations — Airs.  William  Harris  and  Airs. 
Randolph  Hoge 

Revisions — Airs.  Edward  Ray  and  Airs.  L.  Benjamin 
Sheppard 

Special  Committee  Chairmen 
Civil  Defense — Airs.  Frederick  L.  Finch 
Devotional — Airs.  Hawes  Campbell 
Doctor’s  Day — Airs.  Russell  Snead 
Flowers — Airs.  George  K.  Brooks,  Jr. 

Luncheon — Airs.  Wyndham  Blanton,  Jr. 
Co-Chairman — Airs.  .A.  .A.  Houser 
Nurse  Recruitment — Airs.  Walter  H.  Buffey 
Personal  Relations — Airs.  C.  C.  Trice 
Romance  and  Research — Airs.  George  Ritchie 
Telephone — Airs.  Charles  Romaine 
A'olunteer  Work — Airs.  G.  Douglas  Hayden 
Ways  and  Aleans — Airs.  W.  P.  Alorrissette 
A'ear  Book — Airs.  Berkeley  H.  Martin,  Jr. 
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EDITORIAL 


Walter  B.  Martin,  President-Elect  A.  M.  A. 

The  first  President  of  the  American  Medical  Association  was  Nathaniel  Chapman, 
a Virginian  who  had  succeeded  Benjamin  Rush  in  Philadelphia  as  leader  in  the 
profession.  Few  Virginians,  scarcely  more  than  a half-dozen,  have  been  elected  to  this 
high  office  since  and  of  these  only  three  were  elected  from  The  Medical  Society  of 
Virginia.  Dr.  Walter  Bierring  in  his  “Biographies  of  the  Presidents  of  the  American 
Medical  Association  1847-1947”  gives  us  a composite  picture  of  these  presidents. 
Their  average  age  was  59.8  years.  Almost  all  were  at  some  time  a teacher.  All  took 
part  in  one  or  more  wars  and  there  has  been  no  war  in  which  this  country  has  engaged, 
including  the  war  of  1812,  in  which  one  or  more  of  these  doctors  did  not  participate. 
Forty-six  were  classed  as  general  surgeons,  twenty-two  were  internists,  eight  were 
general  practitioners,  six  were  obstetricians.  There  were  two  psychiatrists  and  two 
ophthalmologists,  and  one  each  in  the  following  specialty;  orthopedics,  pathology, 
pediatrics,  dermatology,  biochemistry,  otology,  gastro-enterology,  urology,  and  ad- 
ministration. For  the  first  seventy-five  years  the  presidents  were  apparently  chosen  for 
their  outstanding  professional  reputation.  IMore  recently  emphasis  has  shifted  to 
ability  to  further  social  welfare.  Our  new  President-Elect  qualifies  by  either  standard. 

Walter  Bramblette  Martin  was  born  January  16,  1888  in  Pulaski,  Virginia.  He 
graduated  with  a B.S.  degree  (1909)  from  Virginia  Polytechnic  Institute.  He  taught 
chemistry  and  mathematics  at  the  Norfolk  Academy  from  1909  to  1912  when  he  began 
the  study  of  medicine  at  Johns  Hopkins,  graduating  in  1916;  served  as  resident  house 
officer  Johns  Hopkins  Hospital  until  the  first  W’orld  War;  was  commissioned  1st  Lieu- 
tenant April  1917;  served  in  France  and  was  discharged  with  the  rank  of  Captain 
June  15,  1919.  In  September  he  entered  the  practice  of  medicine  in  Norfolk,  Virginia, 
where  he  quickly  became  not  only  a leading  doctor  but  a leading  citizen.  He  was 
president  of  the  Community  Fund  for  two  years,  president  of  the  Norfolk  Hospital 
.\ssociation  and  vice-president  of  the  Tidewater  Hospital  Service  .Association.  In  the 
second  World  War  he  re-entered  the  Army  and  served  as  colonel  U.S.M.C.  chief  of 
medicine,  Percy  Jones  Hospital,  Battle  Creek,  Michigan,  September  1942  to  September 
1943;  medical  consultant  Fifth  Service  Command,  July  1944;  medical  consultant 
10th  Army,  and  civilian  medical  consultant  to  Surgeon  General  of  the  Army. 

He  is  a dipl ornate  of  the  American  Board  of  Internal  Medicine  and  since  1944  a 
member  of  the  Board  of  Regents  of  the  American  College  of  Physicians.  Among  his 
other  special  societies  are;  the  American  Clinical  and  Climatological  Association,  the 
.Association  for  the  study  of  .Allerg}-  and  the  .American  Association  for  the  Stud}- 
of  Rheumatism. 

His  record  in  organized  medicine  is  an  impressive  one.  On  the  local  level  he  has 
been  president  of  the  Norfolk  County  Medical  Society  and  of  the  Seaboard  Medical 
.Association.  He  was  president  of  The  Medical  Society  of  Virginia  in  1941.  For  years 
he  has  been  a member  of  its  House  of  Delegates  and  of  its  Council.  No  committee 
assignment  has  been  too  arduous  or  time-consuming  for  him,  and  his  efficiency  has  been 
so  great  that  these  assignments  have  been  numerous. 

Dr.  Alartin’s  activities  in  the  American  Medical  Association  have  been  equally  note- 
worthy. He  has  been  a member  of  the  House  of  Delegates,  the  Council  on  Medical 
Service,  the  Commission  which  went  to  England  in  1950  to  study  the  effect  of  the 
National  Health  Program,  and  the  Board  of  Trustees.  In  fact  in  the  past  few  years 
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most  of  his  time  has  lieen  spent  traveling  back  and  forth  to  the  headquarters  in  Chicago 
and  before  Congressional  hearings  in  \\'ashington.  No  President-Elect  has  had  a more 
intensive  training  for  his  position,  and  the  Virginia  Medical  Monthly  wishes  him  all 
success. 


Cox’s  Snow 

COX'S  snow  is  a tradition  on  the  Southside.  At  the  beginning  of  the  century  old 
folk  were  still  talking  about  the  great  blizzard  that  cost  Dr.  Edwin  Co.x  his  life. 
It  was,  and  still  is,  the  greatest  snow  storm  that  has  ever  visited  the  neighborhood 
within  the  memory  of  man.  No  big  snow  escaped  a comparison  with  it.  Just  last  year, 
in  a feature  article  in  the  Richmond  Nen's  Leader,  George  W.  Rogers  called  it  “the 
dean  of  snows  in  Richmond’’.  The  snow  fell  January  18  and  19,  1857,  and  was  two 
or  three  feet  deep  with  drifts  of  six  to  eight  feet  and  the  weather  was  bitter  cold.  On 
January  22nd  the  temperature  was  three  degrees  below  zero  and  on  January  23rd  it 
was  1 8 degrees  below. 

On  Sunday  afternoon,  January  18th  Dr.  Cox  accompanied  by  his  nephew,  Mr.  Robert 
C.  Traylor,  left  Petersburg  in  the  face  of  a raging  snow  storm  to  drive  to  his  home  in 
Chesterfield.  Night  overtook  them  when  they  reached  the  home  of  Dr.  Robert  Grymes, 
Dr.  Cox’s  son-in-law.  Dr.  Gr}Tnes  begged  them  to  spend  the  night  but  they  decided 
to  push  on  over  a familiar  short  cut  to  their  destination.  They  had  gone  only  a short 
distance  when  the  buggy  struck  a hidden  log  and  the  singletree  was  broken.  Dr. 
Cox  got  out  and  was  entrapped  in  a snow  drift  where  he  was  found  the  next  morning 
frozen  to  death.  Young  Traylor  was  found  in  the  bugg}',  his  face,  hands,  and  feet 
frozen,  and  he  never  regained  consciousness.  According  to  a note  in  the  Dale  Parish 
Register  by  the  Rev.  A.  Blizzard,  Dr.  Cox  was  buried  at  his  plantation  “Sappony”  in 
Chesterfield,  January  23,  1857. 

Such  are  the  main  events  of  the  catastrophe.  A number  of  accounts  have  come  down 
to  us.  (A)  The  news  account  in  the  Daily  Dispatch  of  January  22,  1857.  This  was 
three  days  late  because  of  the  disruption  in  communication  caused  by  the  storm;  (B) 
Abstracts  from  the  unpublished  History  of  Chesterfield  County  by  Judge  Edwin  P. 
Cox  kindly  furnished  the  writer  by  his  son  Col.  Edwin  Cox;  (C)  My  Confederate 
Girlhood  by  Kate  Virginia  Cox  Logan  (1932) ; (D)  Seventy  Years  in  Old  Virginia  by 
Dr.  John  Herbert  Claiborne  (1904);  (E)  Historic  Sights  and  People  of  Chesterfield 
County,  Virginia  by  Mrs.  Maud  x^dkins  Joyner  (1950);  (F)  George  W.  Rogers  in 
The  Richmond  News  Leader,  January  29,  1952. 

According  to  tradition,  the  purpose  of  the  trip  was  to  see  a patient.  His  “Aunt 
Kate”  (C)  says  that  he  had  been  to  Petersburg  to  visit  a patient  and  was  returning  home. 
No  other  printed  account  mentions  a patient.  The  History  of  Chesterfield  County  (B) 
also  says  that  Dr.  Cox  was  returning  home  when  overtaken  by  dark.  (A),  (D),  (E) 
and  (F)  say  that  Dr.  Cox  was  on  his  way  to  visit  his  brother.  Judge  James  Cox.  Two 
accounts  (B)  and  (C)  state  that  the  horse  was  frozen. 

Dr.  Joseph  Edwin  Cox  was  the  eldest  son  of  Captain  Henry  Cox  of  Sappony  in 
Chesterfield  and  his  wife  Mary  Traylor.  The  other  children  of  this  marriage  who 
reached  maturity  were:  James  Henry  (later  Judge),  Minerva  x\rcher  who  married 
Daniel  Spencer  Woolridge,  Judith  Elizabeth  Chappell  who  married  James  Hewlett, 
and  Mary  M.  M.  who  married  Joseph  Alann.  He  was  born  at  Sappony,  October 
10,  1806,  and  was  educated  at  home  and  at  Jefferson  Medical  School  in  Philadelphia. 
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He  began  to  practice  in  the  southwestern  part  of  Chesterfield,  but  soon  moved  to  Pe- 
tersburg where  he  built  up  an  excellent  practice.  At  one  time  he  was  the  vice-presi- 
dent of  the  ^Medical  Faculty,  as  the  doctors  called  their  local  society.  He  represented 
the  City  of  Petersburg  in  the  General  Assembly  and  was  at  one  time  Mayor  of  Peters- 
burg. 

He  married  Sarah  M.  Burge  and  they  had  the  following  children:  Mary  Page  who 
married  Dr.  Robert  R.  Grymes,  Joseph  Edwin  who  married  Ella  Cooper,  and  Henry 
Cargill  who  married  Emma,  the  widow  of  his  cousin,  James  Paper  Cox.  At  the 
time  of  his  tragic  death  he  was  living  at  Sappony  having  retired  from  practice  in 
Petersburg. 

How  medicine  has  changed  in  the  97  years  since  Dr.  Cox  practiced  the  art  in  Pe- 
tersburg! There  were  no  hospitals  and  no  laboratories.  Practice,  even  surgery,  was 
confined  to  the  patient’s  home.  Anesthesia  was  in  its  infancy  and  the  American 
Medical  Association  had  a standing  committee  on  anesthesia  that  gave  a report  on 
its  progress  each  year.  Nearly  all  obstetrics  w’as  in  the  hands  of  midwives  and  maternal 
mortality  was  high — how  high  we  do  not  know  for  there  were  no  vital  statistics.  Birth 
trauma  must  have  been  common  but  for  the  most  part  was  untreated.  Dr.  Peter  ]Met- 
tauer,  who  lived  in  nearby  Prince  Edw'ard  County,  reported  on  five  cures  of  vesico- 
vaginal fistulas  in  1847  and  by  1855  he  had  seen  32  cases,  but  it  was  not  until  Marion 
Sims  reported  on  his  method  of  operation  in  1852  that  this  became  an  accepted  practice. 
Even  lacerations  of  the  perineum  went  unrepaired.  Mettauer’s  report  of  a successful 
repair  in  1833  with  metallic  sutures  led  Sir  James  Y.  Simpson  to  attempt  the  operation. 
Puerperal  fever  was  the  only  continued  fever  that  was  differentiated  from  the  other 
“continued”  fevers  that  were  so  prevalent.  Dysentery  and  intestinal  diseases  prevailed 
generally.  Vaccination  against  smallpox  offered  the  only  opportunity  for  preventive 
medicine,  and  quinine  for  fever,  mercury  and  iodide  for  syphilis,  and  iron  for  anemia 
were  the  nearest  approach  to  specific  treatment. 

To  compensate  for  their  limited  therapeutic  resources.  Dr.  Cox  and  his  colleagues 
were  filled  with  sympathetic  understanding  and  brought  comfort  to  their  patients.  They 
responded  w'hen  called,  regardless  of  weather  or  hardships,  and  their  patients  had 
the  best  help  that  current  medical  knowledge  afforded.  The  legend  of  Dr.  Cox’s 
lieing  lost  while  on  a mission  of  mercy  in  a record  breaking  blizzard  is  thoroughly 
in  character. 


SOCIETIES 


The  Medical  Association  of  the  Valley  of 
Virginia 

Met  at  Sharon  Tavern  near  Clifton  Eorge  on 
May  28,  Dr.  Lewis  K.  Woodward,  Jr.,  Woodstock, 
presiding.  At  the  morning  session,  there  were  re- 
ports of  clinical  cases  and  the  following  papers: 
Carcinoma  of  Cervical  Stump  with  Solitary  Lung 
Metastasis — Dr.  Richard  Hughes,  Winchester 
Combined  Intrauterine  and  Tubal  Pregnancy — 
Dr.  Thomas  G.  Bell,  Staunton 
Parotid  Tumor — Drs.  Randolph  T.  Shields  and 
Karl  Menk,  Staunton 

Genital  Anomalies  by  Dr.  Howard  Mays,  guest 
speaker  of  Baltimore. 


Eollowing  lunch.  Dr.  John  ]M.  Emmett  of  Clifton 
Forge  gave  Comments  on  the  ^Military  Status  and 
Availability  of  Physicians. 

At  a business  session  it  was  decided  that  the 
next  meeting  would  be  at  Harrisonburg  on  Septem- 
ber 24,  with  Dr.  Murray  Copeland,  the  guest  speaker. 

His  subject  will  be  “Pre-Malignant  Lesions  of  the 
Breast”. 

The  Warwick-Newport  News  Medical  So- 
ciety 

Has  had  interesting  meetings  for  the  past  several 
months,  following  a social  hour  and  dinner.  The 
!March  meeting  was  held  at  the  James  River  Country 
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Club  with  Dr.  Norman  F.  Conant  of  Duke  Hospital, 
Durham,  as  the  guest  speaker,  his  subject  being  “Re- 
cent Advances  in  Treatment  of  Fungus  Diseases". 

.At  the  .April  meeting  at  Chamberlin  Hotel,  Dr.  W. 
Ross  Southward,  Jr.,  of  the  State  Health  Department, 
Richmond,  spoke  on  “llie  Role  of  the  Doctor  in 
Civilian  Defense”. 

Dr.  Milton  S.  Sacks,  Professor  cf  Hematology  and 
Laboratory  Medicine  at  the  Fuiiversity  of  Maryland, 
Baltimore,  May  12,  at  James  River  Country  Clul), 
spoke  on  recent  studies  and  significance  of  the  Rh 
factor. 

Dr.  O.  W’atts  Booth  and  Dr.  \\'.  Ward  .Anderson, 
botli  of  Newport  News,  are  president  and  secretary, 
respectively. 

Accomac  County  Medical  Society. 

.At  a meeting  of  this  Society  at  Onancock,  Alay  6, 
the  following  officers  were  elected:  President,  Dr. 
Belle  DeCormis  Fears,  Accomac;  vice-president.  Dr. 
William  Clay  Fritz,  Onancock;  and  secretary-treas- 
urer, Dr.  James  C.  Doughty  (re-elected),  Onancock. 
Delegate  and  alternate  to  the  State  Society  meeting 
were  also  elected.  Dr.  Walter  .A.  Eskridge  of  Parks- 
ley  was  named  to  represent  the  Society  on  Public 
Relations,  and  Dr.  J.  Fred  Edmonds  and  Dr.  Belle 
DeCormis  Fears  of  Accomac  were  elected  to  member- 
ship on  the  Board  of  Trustees  of  the  Northampton- 
•Accomac  Memorial  Hospital  for  a term  of  four  years. 

Alexandria  Medical  Society. 

.At  the  meeting  of  this  Society  on  May  21,  the  new 
officers  for  1953-1954  were  installed  as  follows: 
President,  Dr.  John  C.  AA’atson;  vice-president.  Dr. 
Christopher  J.  Murphy,  Jr.;  and  secretary-treasuier. 
Dr.  .Alvin  C.  Wyman.  .All  are  of  .Ale.xandria. 

The  Fairfax  County  Medical  Society 

Met  on  Tuesday,  May  12th,  at  the  home  of  Dr. 
Emanuel  Newman  at  Falls  Church.  .After  the  busi- 
ness session.  Dr.  W.  S.  Matthews,  a Navy  physician, 
spoke  on  medical  practice  in  Greece.  The  meeting 
was  held  outdoors,  and  later  adjourned  for  refresh- 
ments. 


The  June  meeting  of  this  Society  was  held  on  the 
9th  of  the  month  at  the  home  of  Dr.  Claude  Cooper 
at  .Annandale. 

Alice  Kiessling,  M.D. 
Publicity  Cmnmittee. 


The  Albemarle  County  Medical  Society 
Held  a supper  meeting  at  Hotel  .Albemarle  in  Char- 
lottesville, on  June  4th.  Dr.  David  Lucas  was  the 
speaker  at  this  meeting,  his  subject  being  “Blood 
Dyscrasias  Due  to  Drugs”.  Dr.  E.  D.  Davis  of 
Crozet  is  president  of  the  society  and  Dr.  .A.  P. 
Booker  of  Charlottesville  secretary. 

Roancke  Academy  of  Medicine. 

'Fhe  following  have  been  elected  as  officers  of  the 
.Academy  for  the  coming  year,  and  will  be  installed 
on  October  5:  Dr.  C.  D.  Nofsinger,  President;  Dr. 
.Allen  Barker,  President  Elect;  Dr.  Hugh  J.  Hagan, 
Sr.,  Abce-President;  and  Dr.  Charles  B.  Bray,  Jr., 
Secretary-Treasurer.  .All  are  of  Roanoke. 

Augusta  County  Medical  Association. 

.At  the  meeting  of  this  society  in  May,  Dr.  S.  G. 
Saunders  of  W^aynesboro  was  elected  president,  suc- 
ceeding Dr.  C.  W.  Putney  of  Staunton.  Others 
named  to  serve  with  Dr.  Saunders  are:  Vice-presi- 
dents, Dr.  \\blliam  Lueders,  Jr.,  Staunton;  Dr.  C.  C. 
Freed,  AA'avnesboro ; and  Dr.  I.  M.  Nuckols,  Staun- 
ton; secretary.  Dr.  John  T.  Obenschain,  Waynes- 
boro; treasurer.  Dr.  W illiam  E.  Harman.  Dr.  C. 
W.  Putney  was  named  a censor. 

Hopewell  City  Medical  Association. 

New  officers  of  the  Hopewell  society  are  Dr. 
Clyde  H.  Dougherty,  President,  and  secretary  Dr. 
W.  P.  Youngblood,  both  of  Hopewell. 

Virginia  Peninsula  Academy  of  Medicine. 

.Addressing  the  .Academy  at  its  May  meeting  was 
Dr.  Stuart  C.  Finch,  .Associate  Professor  of  Medicine, 
Boston  University  Aledical  School,  Boston,  Mass. 
The  meeting  was  held  May  18  at  the  Kecoughtan 
AYterans  .Administration  Hospital,  Hampton,  fol- 
lowing a cocktail  party  and  dinner.  Dr.  Finch  con- 
ducted a clinico-pathological  conference  on  three 
cases  involving  blood  disease.  Dr.  Edgar  Baron, 
Pathologist  of  the  Kecoughtan  Hospital,  also  par- 
ticipated. 

New  officers  of  the  .Academy  were  elected.  Dr. 
Chester  D.  Bradley,  Newport  News  succeeded  Dr. 
Barnes  Gillespie  of  Warwick  as  President;  Dr. 
Harry  Nushan,  Chief,  Medical  Service,  Kecoughtan 
Hospital,  succeeded  Dr.  Oscar  W.  Ward,  Jr.,  of 
Hampton  as  A'ice-President;  and  Dr.  William  Wat- 
kins, Newport  News,  replaced  Dr.  George  S.  Grier, 
III,  of  Newport  News  as  Secretary-Treasurer. 

The  .Academy  then  recessed  till  ne.xt  September. 
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Commencements  of  Medical  Schools. 

iVlEDicAL  College  of  ^’IKGINIA 

Entertainments  incident  to  the  commencement, 
with  alumni  meetings  and  banquet,  were  held  May 
31,  June  1 and  2.  Dr.  Theodore  F.  Adams  gave  the 
commencement  sermon  at  the  First  Baptist  Church  on 
May  31,  and  alumni  and  other  affairs  kept  the  grad- 
uates and  visitors  busy.  The  alumni  association, 
which  had  been  headed  by  Dr.  H.  Hudnall  ^^'are 
of  Richmond,  installed  the  new  officers  as  listed  on 
pages  298-9  of  the  May  issue  of  the  ^Monthly,  with 
Dr.  J.  Asa  Shield  of  Richmond  succeeding  to  the 
presidency. 

Preceding  the  final  reception  and  dance,  honorary 
degrees  were  conferred  upon  three  of  the  medical 
alumni — Dr.  JackW.  Witten,  physician  and  legislator 
of  North  Tazewell;  Colonel  Richard  Henry  Fanes, 
M.C.,  chief  medical  officer  of  the  Selective  Service 
System;  and  Dr.  Richard  Hugh  Wood,  dean  of 
Emory  University  School  of  Medicine — and  diplomas 
were  awarded  to  one  hundred  graduates  in  medicine 
and  to  many  more  in  dentistry,  pharmacy,  nursing, 
physical  therapy,  hospital  administration  and  other 
specialties.  Names  of  the  graduates  in  medicine 
with  their  hospital  appointments  are: 

Medical  College  of  Virginia  Hospitals,  Rich- 
mond— Drs.  Charles  Lee  Boatwright,  Marion;  Dom- 
inic Anthony  Brancazio,  Weirton,  W.  Va. ; George 
Edward  Chappell,  Crewe;  Robert  Edward  DeBord, 
Chatham  Hill;  Ota  Treville  Graham,  Jr.,  Richmond; 
Robert  Oscar  Hudgens,  Lynchburg;  Raymond  Jack 
Irons,  Ronceverte,  W.  Va. ; .A.rch  Thomas  McCoy,  II, 
Peterstown,  W.  Va. ; Leroy  Sutter  IHcDaniel,  Ettrick; 
Philip  Royden  Mason,  Norfolk;  George  Naymick, 
Weirton,  W.  Va.;  Alger  Rixey  Southall,  Jr.,  Pam- 
plin;  Thomas  Pierson  Stratford,  Burlington,  N.  C.; 
James  Hugh  Wiley,  Logan,  W.  Va.;  Allan  William 
Wright,  Norfolk. 

Stuart  Circle  Hospital,  Richmond  — Drs. 
Charles  Pinchbeck  Harwood,  Richmond;  Earnest 
Conrad  Hermann,  Richmond;  Farrar  Wakefield 
Howard,  Richmond;  Norman  Clydlee  Ratliffe,  Clint- 
wood. 

JoHNSTON-WiLLis  HOSPITAL,  Richmond  — Dr. 
Wilmore  Randolph  McLeod,  Glen  Allen. 

Johnston  Memorial  Hospital,  .Abingdon — Dr. 
Robert  Francis  Barbe,  Bristol. 


U.S.  Naval  Hospital,  Portsmouth — Drs.  Dudley 
Earl  Brown,  Jr.,  Berr}  ville;  William  Paul  Fletcher, 
Harrisonburg;  Raymond  Cottrell  Hooker,  Jr.,  Rich- 
mond; Arthur  McKinley  Reynolds,  Jr.,  Covington. 

Leims-Gale  Hospital,  Roanoke — Drs.  Herman 
Wallace  Brubaker,  Rocky  Mount;  Alvin  Eugene 
Conner,  Manassas;  Harry  Isaac  Johnson,  Jr.,  Salem; 
Moir  Glenwood  Martin,  Hillsville. 

Riverside  Hospital,  Newport  News — Drs.  Ken- 
neth Melvin  Clements,  Portsmouth;  Cecil  Franklin 
Evans,  Jr.,  Richmond. 

Winchester  Memorial  Hospital,  Winchester 
— Dr.  Catherine  Elizabeth  Craun,  Mt.  Crawford. 

Norfolk  General  Hospital,  Norfolk — Drs.  Cal- 
vin Sampson  Garrett,  Madison  Heights;  William 
Neville  Gee,  Jr.,  Kenbridge;  Warren  Cleaton  Ha- 
good,  Clover;  Frank  Edward  Rowell,  Salem;  Charles 
Gerhard  Thedieck,  Jr.,  Suffolk. 

U.  S.  Public  Service  Hospitals,  Norfolk — Dr.. 
.Allen  Chapman  Pirkle,  Prince  George. 

North  Carolina  Meaiorial  Hospital,  Chapel 
Hill,  N.C. — Drs.  Simeon  Huey  Adams,  Gastonia, 
N.C. ; George  Lee  Wilkinson,  South  Boston. 

Duke  Hospital,  Durham,  N.C. — Dr.  Baxter 
Hayes  Byerly,  Lenoir,  N.  C. 

The  Moses  H.  Cone  Memorial  Hospital, 
Greensboro,  N.C. — Dr.  Jean  Fensom  Ragsdale, 
Richmond. 

Cincinnati  General  Hospital,  Cinncinnati,. 
Ohio — Drs.  James  Gordon  Beach,  Jr.,  Gary,  W.  Va.; 
Maty  Dorcas  Brown,  Buckhannon,  W.  Va.;  William 
Raymond  Johnson,  Jr.,  Mt.  Sidney;  Arthur  Sanders, 
Charleston,  W.  Va.;  Raymond  Jay  Thabet,  Charles- 
ton, W.  Va. 

Mercy  Hospital,  Springfield,  Ohio — Drs.  Wesley 
Clifford  Bernhart,  Richmond;  Harvey  Edward  Mel- 
ton, Richmond;  Samuel  Stuart  Morrison,  Sandston; 
Charles  James  Townsend,  Harrington,  Del.;  Wood- 
row  Wilson  Wren,  Richmond;  Mattie  Louise  Young, 
Charleston,  W.  Va. 

Springfield  City  Hospital,  Springfield,  Ohio — 
Drs.  Frank  Vernon  Hodges,  Bluefield,  W’.  Va.;  Ralph 
Lee  Kendall,  Springfield,  O. 

Hawkes  Hospital  of  Mt.  Carmel,  Columbus,. 
Ohio — Drs.  Robert  Winfield  Howes,  Jr.,  Parkers- 
burg, W.  Va.;  George  Eugene  McCarty,  Salem,  Y'.. 
Va. 
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Unhersity  Hospitals,  Cleveland,  Ohio — Dr. 
James  Edward  Moore,  III,  Huntington,  W.  Va. 

Ohio  State  University  Hospital,  Columbus, 
Oliio — Dr.  Ross  Moore  Orr,  Jr.,  Chatham  Hill. 

Mid-State  Baptist  Hospital,  Nashville,  Tenn. 
— Drs.  Hoyle  Edgar  Bowman,  Newport  News;  Rich- 
ard Holloday  Smith,  Radford. 

City  Hospital,  San  Juan,  P.R. — Dr.  Carmen 
Margarita  Caceres-Echandi,  Juncos,  P.R. 

^^’ESLEY'  IMemorial  Hospital,  Chicago,  111. — Dr. 
Lillian  Chan,  Canton,  China. 

Unix'ersity  of  Illinois  Research  and  Educa- 
tional Hospital,  Chicago,  111. — Dr.  Julie  Clara 
Moller,  Caracas,  Venezuela. 

Charleston  General  Hospital,  Charleston,  W. 
Va. — Drs.  Donald  Edward  Cunningham,  St.  Albans, 
W.  Va.;  Charles  Joseph  Davis,  Jr.,  Nitro,  \V.  Va.; 
John  Rebman,  III,  Richmond. 

Brooke  Army  Medical  Center,  San  Antonio, 
Te.xas — Dr.  Pleasant  Paul  Deaton,  Statesville,  N.C. 

San  Francisco  Hospital,  San  Francisco,  Calif. 
— Dr.  Mar}’  Catherine  Duckgeischel,  Santa  Clara, 
Calif. 

Los  An(;eles  County  Hospital,  Los  Angeles, 
Calif. — Dr.  Julius  Griffin,  Los  Angeles,  Calif. 

U.S.  N.aval  Hospit.al,  San  Diego,  Calif. — Dr. 
Verbon  Eric  Kemp,  Jr.,  Richmond. 

U.S.  Naval  Hospital,  Philadelphia,  Pa. — Dr. 
Ernest  Gray  Edwards,  Hampton. 

Presbyterian  Hospital,  Philadelphia,  Pa. — Dr. 
\\’illiam  Ned  Haynes,  Welch,  W.  Va. 

Philadelphia  General  Hospital,  Philadelphia, 
Pa. — Drs.  Edward  Claiborne  Irby,  Blackstone;  Al- 
vin Quarles  Jarrett,  Roanoke;  George  Bernard  Mas- 
sie.  Pounding  Mill;  William  Burwell  Tarry,  Jr., 
Brookneal;  John  William  Watson,  Richmond;  Wil- 
liam Greene  Way,  Winchester. 

Greenville  General  Hospital,  Greenville,  S.C. 
— Dr.  Hugh  Lanier  Farrior,  Concord,  N.C. 

U.S.  Naval  Hospital,  Charleston,  S.C. — Dr. 
William  Latane  Flanagan,  Bremo  Bluff. 

Roper  Hospital,  Charleston,  S.  C. — Dr.  Max 
Sanford  Rittenbury,  Charlotte,  N.  C. 

Montreal  General  Hospital,  Montreal,  Can- 
ada— Dr.  Allan  Louis  Forbes,  Richmond. 

Mound  Park  Hospital,  St.  Petersburg,  Fla. — 
Drs.  Earl  Russell  Fox,  Naruna;  Charles  W^ellington 
Richardson,  Salem;  Walter  Jackson  Stanford, 
Galax;  Paul  Alexander  Tanner,  Jr.,  and  Terry  Fin- 
ley Tanner,  Quitman,  Ga. 


Orange  Memorial  Hospital,  Orlando,  Fla. — 
Dr.  John  Calver  Shipper,  Martinsburg,  W'.  Va. 

Fitzsimons  Army  Hospital,  Denver,  Colo. — Dr. 
Joseph  Erskin  Gardner,  Hillsville. 

University  Hospital,  Augusta,  Ga. — Drs.  Fred- 
erick True  Given,  Jr.,  Chase  City;  Harold  Winfred 
Kimmerling,  Roanoke;  Robert  Melvin  McDonald, 
Oak  Hill,  W'.  Va. 

University  of  Texas  Hospitals,  Galveston, 
Tex. — Dr.  Robert  Burwell  Groves,  Jr.,  Lowell,  N.C. 

Bellevue  Hospital,  Second  Medical  Division, 
New  York,  N.  Y. — Dr.  Lawrence  Charles  Rosen- 
berg, Alexandria. 

Massachusetts  Memorial  Hospital,  Boston, 
Mass. — Dr.  Malcolm  Lee  Rosenblatt,  Norfolk. 

Worcester  City'  Hospital,  W^orcester,  Mass. 
— Dr.  Robert  Edward  Ware,  Fairfax. 

Central  Dispensary  and  Emergency  Hos- 
pital, Washington,  D.  C. — Dr.  Henry  Sumpter 
Spencer,  Jonesville. 

Army  Medical  Center,  W^ashington,  D.  C. — Dr. 
Thcmas  Harry  W^ebb,  Portsmouth. 

Dr.  Thcmas  James  Conaty  of  Huntington,  W.  Va., 
was  also  a member  of  this  class  with  no  hospital 
appointment  given. 

University  of  Virginia 
School  of  Medicine 

Finals  at  the  University  of  Virginia  for  all  de- 
partments started  on  June  12,  the  alumni  playing 
an  important  part  in  the  exercises.  There  was  a 
special  program  for  the  medical  school  graduates 
on  Friday  the  12th.  The  alumni  played  golf  in  the 
afternoon  and  class  dinners  were  held  that  night. 
At  a scientific  program  in  the  morning.  Dr.  Robert 
L.  King,  class  of  ’28,  of  Seattle,  Wash.,  gave  an 
address  on  “Rheumatic  Fever  and  Heart  Disease”, 
which  was  followed  by  reports  of  medical  studies  in 
progress  at  the  University  by  members  of  the  faculty. 
At  a luncheon  that  day  Dr.  Thomas  H.  Hunter,  who 
assumed  the  deanship  of  the  Medical  School  in 
February,  outlined  future  plans  and  policies.  Dr. 
Carrington  W^illiam  of  Richmond,  president  of  the 
IMedical  Alumni  Association,  was  the  dinner  speaker. 
Governor  Battle,  an  alumnus  of  the  law  class  of 
1913,  delivered  an  address  to  the  graduates  follow- 
ing the  conferring  of  degrees  on  Monday  afternoon. 
Names  of  graduates  in  the  School  of  Medicine  with 
hospital  ap]iointments  are: 

University  of  Virginia  Hospital,  Charlottes- 
ville— Drs.  Cavitt  Kinkle  Bartley,  Thaxton;  W'illiam 
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Patrick  Coleman,  Lynchburg;  Sterling  Randolj)h 
Decker,  Charlottesville;  Patrick  Campbell  Devine, 
Norfolk;  Julia  Emmett  Edmunds,  Clifton  Eorge; 
James  Harry  Gamble,  Marion;  David  Goodsell  Hall, 
III,  Arlington;  Edward  Harrison  Hancock,  Jr., 
LMichburg;  David  Benson  Kruger,  Norfolk;  Charles 
Hunter  Montgomery,  Lexington,  Ky. ; Luther  IM. 
Tall)ert,  Meadowview ; John  Herndon  Vansant, 
Chatham;  Emery  Mittchell  Ward,  Eayetteville,  Ark. 

JoHNSTON-WiLLis  HOSPITAL,  Richmond — Dr. 
William  G.  .Allen,  Jr.,  Emporia. 

Medical  College  of  Virginia  Hospital,  Rich- 
mond— Dr.  Walter  Eitch  Manley,  Jr.,  Roanoke. 

Norfolk  Gener.al  Hospital,  Norfolk — Drs.  .Al- 
vin Cohen,  Petersburg;  Royce  Linton  Holsey,  Jr., 
Portsmouth;  Rol:)ert  Henry  Jordan,  Charlottesville. 

AIemorial  and  Crippled  Children’s  Hospit.al, 
Roanoke — Dr.  Thomas  David  McDonald,  Roanoke. 

Ohio  St.ate  University  Hospital,  Columbus, 
Ohio — Drs.  Betty  .Austin  .Agee,  Warrenton;  Richard 
Bryan  .Agee,  Warrenton;  Lester  Ray  Bond,  Roanoke; 
William  .A.  Scoggin,  Liguanea,  Jamaica,  B.W.I. 

CiNciNN.ATi  General  Hospital,  Cincinnati, 
Ohio — Drs.  John  Walter  Carlysle  Johnson,  Jr., 
Clifton  Eorge;  James  Linwood  Odom,  Norfolk; 
Samuel  Nimrod  Whitacre,  Cross  Junction. 

S.AN  Juan  City  Hospit.al,  San  Juan,  P.  R. — 
Dr.  Pedro  Juan  .Alfaro,  Santurce,  P.R. 

B.arnes  Hospit.al,  St.  Louis,  AIo. — Drs.  Ered 
Berry  Ballard,  Jr.,  Chattanooga,  Tenn. ; William  K. 
Smoth,  Jr.,  .Annajxilis,  Aid. 

St.  Louis  City  Hospital,  St.  Louis,  AIo. — Drs. 
Robert  Bailey  Deitchman,  Alartinsville;  Paul  Wiley 
Gordon,  Jr.,  Clifton. 

^^'.ATTS  Hospit.al,  Durham,  N.  C. — Dr.  Otha  A. 
Barnhill,  Greenville,  N.  C. 

North  C.arolin.a  AIemorial  Hospital,  Chapel 
Hill,  N.  C. — Drs.  .Alton  James  Coppridge,  Durham, 
N.  C.;  Luther  William  Oehlbeck,  Jr.,  Alorgantown, 
N.  C. 

Rex  Hospit.al,  Raleigh,  N.  C. — Drs.  William 
Harold  Lilly,  Waynesboro;  Bobby  L.  Smith,  Port 
Republic. 

Emory  University  Hospital,  Emory  Universit)-, 
Ga. — Drs.  William  Harvey  Cabaniss,  Jr.,  .Athens, 
Ga. ; Ered  Neal  Alitchell,  Charlotte,  N.C. 

AIcKeesport  Hospital,  AIcKeesport,  Pa. — Dr. 
James  Alonroe  Carter,  Lowesville. 

A'.alley  Eorge  .Army  Hospital,  Phoenixville,  Pa. 
(.Army  Aledical  Service  Hospitals) — Dr.  Louis  Eu- 


gene Jorel,  Fairfield. 

Pennsylvania  Hospital,  Philadelphia,  Pa. — Dr. 
John  Jennett  Neal,  Jr.,  Danville. 

St.  Luke’s  Hospital,  Denver,  Colo. — Dr.  Walter 
Scott  Chisholm,  Jr.,  Charlottesville. 

Henry  Ford  Hospital,  Detroit,  Alich. — Dr.  An- 
gus AIcDonald  Green  Crook,  Jackson,  Tenn. 

St.  Josephs  Hospital,  Phoenix,  .Ariz. — Dr.  Rich- 
ard Clayton  Dinmore,  Honolulu,  T.H. 

Charity  Hospital  of  Louisiana,  New  Orleans, 
La. — Dr.  Robert  Kent  Dyer,  Roanoke. 

St.  A'incent’s  Hospital,  New  York,  N.A'. — Dr. 
Walker  Alarshall  East,  Clifton  Forge. 

Lenox  Hill  Hospit.al,  New  York,  N.Y. — Dr. 
Robert  Daniel  Gardner,  Trenton,  N.  J. 

St.  Luke’s  Hospital,  New  A’ork,  N.A’. — Drs. 
Douglas  Aleriwether  Griggs,  Jr.,  Charlottesville; 
Robert  Warner  Wood,  Jr.,  Charlottesville. 

New  A’ork  Hospital,  New  A’ork,  N.A’. — Dr.  .Ar- 
thur Gardner  Harden,  A’irginia  Beach. 

Genesee  Hospital,  Rochester,  N.A’. — Dr.  Carl 
Peter  Kremer,  Jr.,  Great  Neck,  N.A’. 

Dr.  W.  H.  Groves  Latter  Day  Saints  Hos- 
pital, Salt  Lake  City,  Utah — Dr.  Morris  Fine,  Nor- 
folk. 

Georgetown  University  Hospital,  Washing- 
ton, D.  C. — Dr.  John  Happer  Furr,  Norfolk. 

ALadic;an  .Army  Hospital,  Tacoma,  Wash.  (U.S. 
.Air  Force  Medical  Services) — Dr.  John  Thomas 
Hearn,  Jr.,  Fredericksburg. 

A’irginia  Mason  Hospit.al,  Seattle,  Wash. — Drs. 
Noble  Thomason  Alacfarlane,  Jr.,  Charlottesville; 
Philip  AT  Sprinkle,  Alartinsville. 

King  County'  Hospital  System,  Seattle,  AA’ash. 
— Dr.  Pierre  Brutsche  Scott,  Staunton. 

U.S.  Naval  Hospital,  Bethesda,  Aid. — Dr.  Jesse 
Robinson  Hicks,  Florence,  S.C. 

Johns  Hopkins  Hospital,  Baltimore,  Aid. — Drs. 
Patsy  R.  Phelps,  Charlottesville;  John  AYrnon  Tor- 
bert,  Jr.,  Chesapeake;  Robert  W’illiam  Trever,  Ar- 
lington; Walter  R.  Whitehurst,  Charlottesville. 

University  Hospital,  Baltimore,  Aid. — Dr. 
Louis  Alax  Sod,  Norfolk. 

Peter  Bent  Brigham  Hospital,  Boston,  Alass. 
— Dr.  John  Shelton  Horsley,  III,  Richmond. 

AIassachusetts  AIemorial  Hospitals,  Boston, 
Alass. — Dr.  Daniel  Nathan  Alohler,  Charleston,  W. 
Va. 

Tripler  General  Hospital,  Honolulu,  T.H. 
(.Army  Aledical  Service  Hospitals) — Drs.  Sheff 
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Daniel  Olinger,  Jr.,  Big  Stone  Gaj);  George  S. 
Schools,  Richmond. 

Letterman  General  Hosittal,  San  Franci.sco, 
Calif.  (.\rmy  Medical  Service  Hospitals) — Dr. 
h'rank  Wilson  Price,  Delaplane. 

Cedars  of  Lebanon  Hosdital,  Los  .Angeles, 
Calif. — Dr.  Malcolm  K.  Ro.senl)aum,  Washington, 
l>a. 

Hartford  Hospital,  Hartford,  Conn. — Dr.  Car- 
nes Weeks,  Jr.,  ^^'oodbury,  Conn. 

Dr.  Charles  William  Hurt,  Culpeper,  appoint- 
ment not  yet  taken. 

American  Medical  Association. 

The  meeting  in  New  York  City,  June  1-5,  was  the 
largest  ever  held  by  the  Association,  with  the  final 
figures  on  attendance  nearing  40,000.  .About  18,000 
of  these  were  physicians.  Highlights  of  the  opening 
day  session  were  the  addresses  b}'  Dr.  Louis  H. 
Bauer,  who  reported  as  retiring  president;  Dr.  Ed- 
ward J.  McCormick  who  spoke  as  president-elect; 
Airs.  Oveta  Culp  Hobby,  L^.S.  Secretary  of  Health, 
Education  and  \^'elfare,  and  the  selection  of  the 
winner  of  the  1953  Distinguished  Service  .Award. 
This  award  was  voted  to  Dr.  .Alfred  Blalock,  profes- 
sor of  surgery  at  Johns  Hopkins  University  School 
of  Aledicine,  and  chief  surgeon  at  Johns  Hopkins 
Hospital. 

Dr.  Walter  B.  Alartin  of  Norfolk,  A'irginia,  was 
named  president-elect  of  the  .Association  to  become 
president  in  1954,  and  Dr.  Carl  H.  Gellenthien  of 
A’almore,  New  Alexico  was  elected  as  vice-president. 
Dr.  George  E.  Lull,  Chicago,  was  re-elected  secre- 
tary and  general  manager,  and  Dr.  J.  J.  Aloore, 
Chicago  treasurer.  Dr.  Julian  P.  Price  of  Elorence, 
S.  C.,  was  elected  to  fill  Dr.  Alartin’s  une.xpired  term 
on  the  Board  of  Trustees. 

Governor’s  Advisory  Committee  on  Tuber- 
culosis Control. 

Governor  Battle  has  appointed  fifteen  A'irginians, 
physicians  or  medical  authorities,  “to  serve  in  an  ad- 
visory capacity  to  the  State  Board  of  Health  and 
to  make  recommendations  and  suggestions  as  it  deems 
appropriate”  in  the  fight  to  eradicate  tuberculosis. 
The  Committee  will  organize  and  elect  its  own  chair- 
man upon  call  of  Dr.  Shanholtz,  Health  Commis- 
sioner. Members  of  the  new  committee  are:  Dr. 
John  T.  T.  Hundley,  Lynchburg;  Dr.  .Andrew  D. 
Hart,  Charlottesville;  Dr.  Eelix  J.  Brown,  Rich- 
mond; Dr.  Erank  R.  Trigg,  Norfolk;  Dr.  George  W. 


Oast,  Portsmouth;  Dr.  E.  C.  Drash,  Charlottesville; 
Dr.  Edward  S.  Ray,  Richmond;  Ccl.  Richard  W. 
Copeland,  director  of  Welfare  and  Institutions;  R. 
N.  .Anderson  of  State  Division  of  A^ocational  Educa- 
tion; Dr.  L.  R.  Broome,  superintendent  of  Hilltop 
Sanitarium,  Danville;  Dr.  J.  N.  Dudley,  commis- 
sioner of  Health  of  Roanoke;  Dr.  S.  W.  Hughes, 
Jr.,  director  of  Grandy  Sanatorium,  Norfolk;  Thomas 
Pinckney,  Richmond,  president  of  A’irginia  Tubercu- 
losis .Association;  and  Judge  Lawrence  Leland  Tate, 
of  A’irginia  Polytechnic  Institute,  Blacksburg. 

The  A/^irginia  Surgical  Society 

AA’as  formally  organized  at  a luncheon  meeting 
held  on  Saturday,  Alay  23,  1953  at  the  Richmond 
.Academy  of  Aledicine  Building.  Officers  were  elected 
as  follows: 

President,  Dr.  Randolph  Hoge,  Richmond;  A’ice- 
President,  Dr.  Hugh  Trout,  Jr.,  Roanoke;  Secretary, 
Dr.  Robert  L.  Payne,  Jr.,  Norfolk;  Treasurer,  Dr. 
AAulliam  R.  Hill,  Richmond. 

The  following  men  were  elected  to  the  council: 
Dr.  E.  P.  Lehman,  Charlottesville;  Dr.  1.  .A.  Bigger, 
Richmond;  Dr.  Edmund  Horgan,  AA’inchester ; and 
Dr.  R.  P.  Bell,  Jr.,  Staunton. 

The  next  meeting  of  the  Society  will  be  held  during 
the  time  of  the  annual  meeting  of  The  Medical 
Society  of  Afirginia. 

National  Advisory  Committee  to  the  Selec- 
tive Service. 

.Arthur  S.  Elemming,  Director  of  Defense  Alobili- 
zation,  advises  that  President  Eisenhower  has  asked 
the  members  of  the  Health  Resources  Advisory  Com- 
mittee of  the  Office  of  Defense  Alobilization  who 
serve  also  as  the  National  .Advisory  Committee  to  the 
Selective  Service  System  to  continue  in  their  present 
capacities. 

Initially,  the  Health  Resources  .Advisory  Commit- 
tee was  established  in  .August  1950  to  advise  the 
National  Security  Resources  Board  on  the  health 
resources  of  the  Nation  as  they  relate  to  national 
defense,  but  in  April,  1952,  was  transferred  to  ODM. 

In  his  letter  addressed  to  Dr.  Howard  .A.  Rusk, 
Committee  Chairman,  President  Eisenhower  said: 

“The  health  of  both  our  military  services  and  our 
civilian  population  is  fundamental  both  in  peacetime 
and  in  the  present  emergency,  and  every  effort  must 
continue  to  be  made  to  insure  full  utilization  of  both 
our  civilian  and  military  health  resources.” 
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Members  of  the  Health  Resources  Advisory  Com- 
mittee are;  Dr.  Howard  A.  Rusk,  New  York,  Chair- 
man; Dr.  Edwin  L.  Croslyv,  Chicago;  Dr.  Harold 
S.  Diehl,  Minneapolis;  Dr.  .A.lan  Gregg,  New  York; 
Mrs.  Ruth  P.  Kuehn,  R.N.,  Pittsburgh;  Dr.  James 
C.  Sargent,  Milwaukee;  Dr.  Leo  J.  Schoeny,  New 
Orleans;  and  Dr.  William  P.  Shepard,  San  Fran- 
cisco. 

Members  of  the  Virginia  .Advisory  Committee 
to  Selective  Service  are  Dr.  J.  M.  Emmett,  Chairman, 
Clifton  Forge;  Dr.  Harvey  B.  Haag,  Richmond;  Dr. 
Waverly  R.  Payne,  Newport  News;  Dr.  Mack  I. 
Shanholtz,  State  Health  Commissioner,  Richmond; 
and  Dr.  W.  Henry  Street  (Dental  member),  Rich- 
mond. 

Virginia  Pediatric  Society. 

The  annual  spring  meeting  of  the  Society  was  held 
at  the  Williamsburg  Inn,  Williamsburg,  on  March 
6 and  7,  under  the  presidency  of  Dr.  Paul  Hogg  of 
Newport  News.  .An  excellent  scientific  program 
was  presented  and  several  new  members  were  re- 
ceived. New  officers  elected  at  this  time  are:  Presi- 
dent, Dr.  T.  Stanley  Aleade,  Richmond;  vice-presi- 
dent, Dr.  T.  J.  Humphries,  Roanoke;  secretary-treas- 
urer, Dr.  William  Grossmann,  Petersburg;  and  new 
members  of  the  E.xecutive  Committee,  Dr.  Paul  Hogg, 
Newport  News,  and  Dr.  E.  L.  Kendig,  Richmond. 

Dr.  Beckwith  to  Be  Associated  with  Dr. 

Wood. 

Dr.  Julian  P.  Beckwith  who  has  for  some  time 
been  head  of  the  Medical  Department  of  the  Chesa- 
peake and  Ohio  Hospital  at  Clifton  Forge,  moved 
to  Charlottesville  the  first  of  July,  where  he  will 
have  offices  at  the  University  of  Virginia  Hospital 
and  be  associated  in  practice  with  Dr,  J.  Edwin 
Wood  and  be  assistant  professor  of  medicine. 

Dr.  Sutton  Honored. 

In  tribute  to  his  twenty-five  years’  service  with 
the  Pediatric  Department  of  the  Aledical  College  of 
Virginia,  Dr.  Lee  E.  Sutton,  Jr.,  was  honored  at  a 
banquet  on  the  evening  of  Alay  29  at  the  Common- 
wealth Club  of  Richmond.  This  was  given  by  past 
and  former  members  of  his  staff  and  he  was  pre- 
sented a silver  punchbowl  appropriately  engraved, 
Dr.  Louise  Galvin  making  the  presentation.  About 
eighty  people  attended  this  anniversary  program  hon- 
oring Dr.  Sutton. 


Pan-Pacific  Surgical  Association. 

Doctors  are  urged  to  make  arrangements  as  soon 
as  possible  to  attend  the  Sixth  Pan-Pacific  Surgical 
Congress  to  be  held  in  Honolulu,  Hawaii,  (October 
7-18,  1954.  An  outstanding  program,  including  ses- 
sions in  all  divisions  of  surgery  and  related  fields, 
promises  to  be  of  interest  to  all  doctors. 

The  .Association  office  has  been  appointed  as  travel 
agent  for  those  attending  the  Congress  and  it  is 
important  that  all  hotel  and  travel  reservations  be 
made  through  the  Honolulu  headquarters  of  the  Pan- 
Pacific  Surgical  Association.  For  further  informa- 
tion, please  write  to  F.  J.  Pinkerton,  M.  D.,  Director 
General,  Pan-Pacific  Surgical  Association,  Suite 
7,  Young  Hotel  Building,  Honolulu,  Hawaii. 

Dr.  and  Mrs.  William  Lawrence  Gatewood, 

Richmond,  left  the  latter  part  of  May  for  their 
summer  home  at  Centerville,  Cape  Cod,  Massachu- 
setts, where  they  expect  to  remain  until  the  end  of 
September. 

Special  Medical  Course. 

The  Special  Training  Division  of  the  Oak  Ridge 
Institute  of  Nuclear  Studies  has  scheduled  an  ad- 
vanced course  covering  the  clinical  applications  of 
radioisotopes  to  be  held  from  September  14-25,  1953. 
This  advanced  course,  part  of  the  continuing  series 
offered  by  the  Institute,  is  the  second  to  be  concerned 
with  the  medical  uses  of  isotopes.  The  first  was 
given  in  March,  1951.  Participation  will  be  limited 
essentially  to  those  physicians  who  have  had  clinical 
experience  with  radioisotopes. 

Information  and  application  blanks  may  be  ob- 
tained from  the  Special  Training  Division  of  the 
Institute,  P.  O.  Box  117,  Oak  Ridge,  Tennessee. 

Dr.  Candau  to  Be  Director-General  of  the 

World  Health  Organization. 

Dr.  Fred  L.  Soper,  Director  of  the  Pan  American 
Sanitary  Bureau,  Regional  Office  of  the  World 
Health  Organization,  announces  the  departure  of  Dr. 
M.  G.  Candau,  .Assistant-Director  of  the  Bureau  since 
March  1952.  Dr.  Candau  was  appointed  Director- 
General  of  the  World  Health  Organization  by  the 
Sixth  World  Health  .Assembly  on  May  1 1 in  Geneva. 
He  left  Washington  on  May  30  for  a vacation  at 
home  in  Rio  de  Janeiro,  Brazil,  before  taking  up 
his  new  post  with  the  WHO  in  Geneva,  Switzerland, 
in  July. 


July,  1953 


Virginia  Medical  Monthly 


415 


Grant  Given  by  Eli  Lilly  and  Company. 

The  University  of  Virginia  received  a grant  re- 
cently from  Eli  Lilly  and  Company.  This  will  sup- 
port Dr.  \\'.  Parker  .Anslow,  Jr.,  in  his  study  of  the 
mechanism  of  e.xcretion  of  sulfur  amino  acids.  Dr. 
Anslovv  is  chairman  of  the  Ph}  siological  Laboratory 
in  the  School  of  Medicine  at  the  University  of  Vir- 
ginia. 

Dr.  R.  Bryan  Grinnan,  Jr., 

Of  Norfolk,  has  been  elected  president-elect  of 
the  ^’irginia  Heart  .Association  and  will  take  office 
ne.xt  year. 

Dr.  Hundley  Honored. 

The  degree  of  Doctor  of  Laws  was  conferred  on 
Dr.  John  T.  T.  Hundley  by  Lynchburg  College  at 
its  commencement  exercises  early  in  June.  This 
honor  was  given  Dr.  Hundley,  former  president  of 
The  Medical  Society  of  Virginia,  for  “leadership 
in  his  profession  and  his  service  to  his  community”. 

Dr.  R.  S.  Griffith, 

W aynesboro,  has  been  cited  by  the  Lee  Lodge,  No. 
209,  -Ancient,  Free  and  .Accepted  Alasons,  as  the 
oldest  Alason  in  the  lodge  in  point  of  service  and 
age.  The  retired  physician  became  a Mason  in  1891. 

Borden’s  Work  in  Virginia. 

.A  total  of  $422,854  was  spent  by  The  Borden  Com- 
pany in  the  Commonwealth  of  A’irginia  during  1952 
for  milk  and  other  farm  products,  payrolls  and 
ta.xes,  according  to  an  expenditure  breakdown  re- 
ported by  the  Company’s  Prescription  Products  Di- 
vision. This  is  an  increase  of  $43,984  over  1951. 

.Altogether,  the  Company  spent  $508,172,763  in 
the  United  States  last  year.  This  embraces  activi- 
ties in  47  of  the  48  states,  plus  the  District  of  Co- 
lumbia, according  to  the  Division  which  manufac- 
tures and  distributes  a well-known  line  of  infant 
feeding  formula  products.  The  Company  has  764 
stockholders  in  A’irginia. 

Dr.  B.  C.  Shuler 

Of  Shenandoah,  who  has  been  practicing  in  that 
section  since  1903,  was  honored  in  Alay  when  the 
people  of  that  community  presented  him  with  a 
50-year  plaque.  He  was  guest  of  honor  on  that 
occasion  at  the  dedication  of  the  new  Shenandoah 


Recreation  Center,  when  he  cut  the  ribbon  opening 
a playground  which  had  been  built  by  civic  groups 
and  interested  citizens. 

Dr.  Osterud  Honored  by  College  Staff. 

Dr.  H.  L.  Osterud,  who  has  been  teaching  anatomy 
at  the  Aledical  College  of  A’irginia  for  thirty-one 
years,  retired  in  June  and  many  former  students  and 
friends  honored  him  during  commencement  with  a 
reception  and  gifts  to  him  and  Mrs.  Osterud.  They 
also  established  a Osterud  Prize  in  his  honor  to  be 
awarded  each  year  to  a freshman  medical  student, 
beginning  in  1954. 

Dr.  T.  J.  Tudor, 

Norton,  was  badly  hurt  on  June  7,  when  he  was 
beaten  over  the  head  by  an  unknown  man  who  came 
to  his  office  on  the  prete.xt  of  receiving  treatment  for 
an  injured  foot.  Dr.  Tudor  was  moved  to  the  local 
hospital  for  treatment. 

Dr.  Lehman  to  Retire. 

Dr.  Edwin  P.  Lehman  announces  his  retirement 
in  September  after  twenty-five  years  as  a member 
of  the  University  of  Adrginia  School  of  Medicine  staff. 
He  has  been  chairman  of  the  department  of  surgerx’ 
and  gynecology  and  senior  member  of  the  medical 
faculty.  He  is  well  known  also  for  his  work  in  cancer 
control  and  is  a former  president  of  the  .American 
Cancer  Society.  In  1948  for  his  work  in  this  spe- 
cialty he  was  given  the  J.  Shelton  Horsley  Alemorial 
.Award. 

Internist, 

.Aged  37,  draft  priority  I\’,  graduate  of  the  Univer- 
sity of  A'irginia,  with  university  hospital  training  and 
boards  completed,  would  like  to  become  associated 
with  individual  physician  or  group  for  practice. 
.Address  “Internist”  care  this  journal,  1105  West 
Franklin  Street,  Richmond  20,  \’a.  {Adv.) 

Unusual  Opportunity 

For  Qualified  Psychiatrist  (Diplomate  Psychiatry 
or  Board  Eligible)  to  Direct  Private  Clinic  Team,  in 
city  of  25,000  with  drawing  population  of  100,000. 
Salary  range  from  $13, 000-$  15, 000  per  annum  with 
Incentive  Factor.  .Address  “Psychiatrist”  care  A'ir- 
ginia  Aledical  Monthly,  1105  AA’est  Franklin  Street, 
Richmond  20,  A’irginia.  (.  tdv.) 
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Dr.  Edgar  Lee  Lawrence 

Of  Roanoke,  died  in  a local  hospital  on  March  21  after 
a lingering  illness  of  several  months,  following  a fracture 
to  the  left  hip  which  was  sustained  by  a fall  on  the  steps 
of  his  church  when  leaving  the  service.  Dr.  Lawrence 
was  8+  and  a native  of  Floyd  County.  He  graduated 
from  the  Medical  College  of  Virginia  in  1900,  after  which 
he  practiced  medicine  in  Floyd,  Virginia  until  coming 
here  in  1919. 

As  a general  practitioner,  he  enjoyed  a large  practice 
in  Floyd  and  also  in  Roanoke  after  moving  here.  He  was 
active  in  medical  societies  being  a member  of  the  Ameri- 
can Medical  Association,  The  Medical  Society  of  Virginia, 
The  Southwest  Virginia  Medical  Society  and  the  Roanoke 
Academy  of  Medicine.  He  was  a member  of  the  staff  of 
the  Shenandoah  and  The  Memorial  and  Crippled  Chil- 
drens Hospitals.  He  was  a member  of  the  Trinity  Method- 
ist Church  and  of  several  social  and  fraternal  organiza- 
tions. 

Dr.  Law'rence  was  held  in  high  esteem  by  all  who  knew 
him.  He  lived  a life  of  true  responsibility  to  his  profes- 
sion and  to  his  community.  His  life  was  typical  of  un- 
selfish service  characteristic  of  the  general  practitioner 
of  his  day. 

The  Roanoke  Academy  of  Medicine  feels  that  a true 
friend  has  gone  from  our  midst,  and  extends  genuine 
sympathy  to  the  surviving  members  of  his  family. 

George  S.  Bourke 

Ir.a  H.  Hurt 

J.  D.  Willis,  Chairman 

Dr.  James  Henderson  Smith, 

Widely  known  Richmond  physician,  died  June  4 
of  a heart  attack.  He  was  seventy  years  of  age 
and  a graduate  of  the  former  University  College  of 


Medicine,  Richmond,  in  1910.  For  many  years  he 
served  as  senior  member  of  the  Medical  Staff  at 
St.  Luke’s  Hospital,  Richmond,  was  a former  presi- 
dent of  the  Richmond  Academy  of  Medicine,  a mem- 
ber of  many  medical  and  civic  organizations,  and 
had  been  a member  of  The  Medical  Society  of  Vir- 
ginia since  1910.  He  is  survived  by  his  wife,  two 
daughters,  two  grandchildren  and  several  brothers, 
one  of  them  being  Dr.  Philip  Smith  of  Abingdon. 

Dr.  Stephen  Watts, 

Retired  professor  of  surgery  at  the  University  of 
Virginia,  died  at  the  hospital,  June  7,  aged  seventy- 
five.  He  was  graduated  in  medicine  from  Johns 
Hopkins  University,  Baltimore  in  1901,  and  shortly 
thereafter  located  in  Charlottesville.  He  was  pro- 
fessor of  surgery  at  University  of  Virginia  from  1907 
to  1928  when  he  retired.  He  was  engaged  in  special 
medical  work  during  both  W'orld  Wars  and  was 
identified  with  many  professional  and  civic  organ- 
izations. His  daughter  and  sister  survive  him,  his 
wife  having  died  last  April. 

Dr.  Isaac  S.  Tractenberg, 

Graduate  of  the  -Medical  College  of  Virginia, 
Richmond,  in  1913,  died  at  his  home  in  Lawrence, 
Long  Island,  X.  Y.,  February  27,  at  the  age  of  66. 
He  had  practiced  obstetrics  and  gynecology  in  Brook- 
lyn for  most  of  the  time  since  he  left  Richmond,  and 
was  connected  with  Unity  Hospital  where  he  was 
vice-president  and  president-elect  of  the  medical 
board. 
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In  the  many  cases  wl^h  require  sedation  without  excessive  hypnosis, 
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The  uncomplicated  nutritional 
progress^  of  infants  fed  Lactum® 
speaks  for  its  sound  rationale.  Lactum 
is  Mead’s  liquid  formula  made  from 
whole  milk  and  Dextri'Maltose.® 

It  provides  generous  milk  protein  for 
sturdy  growth  and  sound  tissue 
structure,  with  sufficient  calories  to 
spare  protein  and  meet  the  infant’s 
energy  needs. 

Lactum  is  convenient  and  easy  to 
prepare — simply  mix  equal  parts  of 
Lactum  and  water  for  a formula 
supplying  20  calories  per  fluid  ounce. 


1.  Frost,  L.  H.,  and  Jackson,  R.  L.; 
J.  Pediat.  39:  585-592,  1951. 
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GUEST  EDITORIAL 


Bacterial  Allergy 

Bacterial  Allergy  is  one  of  the  most  important  and,  unfortunately,  one  of  the 
least  explored  facets  of  medicine. 

Bacterial  Allergy  is  believed  to  i)lay  a major  role  in  the  morbidity  of  tuberculosis,  the 
pathogenesis  of  rheumatic  fever,  and  in  infectious  asthma,  ft  is  also  thought  to  be  an 
important  factor  in  acute  nejihritis,  brucellosis,  rheumatoid  arthritis,  “Id”  reactions, 
urticaria,  angioneurotic  edema,  vasomotor  rhinitis,  iritis,  uveitis,  focal  infections,  and 
perhaps  in  pneumonia,  meningitis  and  numerous  other  conditions. 

Bacterial  Allergy  is  more  complex  than  the  garden  varieti'  of  atopic  allergic  reac- 
tions. Atopic  reactions  such  as  hay  fever,  asthma,  and  urticaria  from  foods,  dusts 
and  pollens  are  mediated  l)y  mechanisms  which  are  perhaps  better  understood  than 
those  which  cause  hypertension,  peptic  ulcer,  arteriosclerosis,  hmphomata,  and  a host 
of  other  common  important  diseases.  Bacterial  Allergy  has  much  Irroader  implica- 
tions. Allergic  responses  to  bacteria  not  only  take  the  form  of  atopic  syndromes,  but 
may  occur  just  as  typically  as  eczematous  “Ids”,  acute  anaphylaxis,  or  as  delayed 
tuberculin-type  reactions.  Even  these  are  relatively  simple  in  concept  when  contrasted 
with  the  unknown  mechanisms  responsible  for  the  pathogenesis  of  rheumatic  fever. 

In  rheumatic  fever,  cause  and  effect  seem  well  established.  A great  deal  is  known 
about  the  antigens  of  streptococci.  jM,  P,  X,  T,  and  C proteins  and  polysaccharides; 
hyaluronic  acid;  the  enzymes  hyaluronidase  and  fibrinolysin;  leucocidin;  the  hemoly- 
sins; the  exo-,  “lethal”,  and  erythrogenic  toxins;  and  proteinase  have  been  identified 
and  studied.  A wide  variety  of  antibodies,  such  as  antistreptolysins,  antifibrinolysin, 
agglutinins,  precipitins,  antitoxins,  complement  fixers,  antiproteinases  have  been 
studied,  to  name  the  commoner  ones.  In  spite  of  this  wealth  of  material,  the  antigenic 
component  of  the  streptococcus  and  the  antibody  which  mediates  the  rheumatic  fever 
reaction,  assuming  that  one  does,  are  com])lete  mysteries.  Until  antigen  and  antibody 
are  found  the  role  of  allergy  must  remain  hypothetical.  A promising  lead  is  the  strong 
experimental  and  clinical  evidence  that  infection  with  more  than  one  type  of  Group  A 
hemolytic  streptococcus  is  necessary  to  produce  rheumatic  fever. 

Certainly  the  time  element,  the  histological  sequences,  and  antil)ody  studies  to  date 
do  not  disclose  any  close  relationship  to  the  anajdaylactic,  tuberculin,  “Id,”  serum,  Arthus, 
or  contact  types  of  allergic  reactions.  The  lesions  in  rheumatic  fever  resemble  the 
focal  reactions  to  large  doses  of  globulin  (Hawn  and  Janeway)  more  closely  than  any 
other  type  of  antigen-antibody  reaction.  Cavelti’s  experimental  rheumatic-fever-like 
lesions  produced  by  homologous  tissues  plus  streptococci  as  adjuvants  looked  promis- 
ing at  first.  But,  unfortunately,  other  investigators  have  not  Ireen  able  to  reproduce 
them. 

Infectious  asthma  is  another  clear-cut  example  of  cause  and  effect.  The  patient 
develops  a respiratory  infection,  then  wheezes.  \\'heezing  continues  until,  but  stops 
promptly  after,  the  infection  is  controlled.  In  spite  of  this  close  relationshi]>,  the 
mechanism  by  which  infection  causes  asthma  is  not  clearly  understood.  'I'hat  an  aller- 
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gic  mechanism  is  responsible  is  strongly  suggested  by  the  frequent  production  of 
asthma  by  overdoses  of  and  improvement  from  tolerated  doses  of  bacterial  antigens. 
But  this  does  not  prove  the  point  nor  does  it  even  suggest  what  type  of  allergic  reaction 
is  involved.  Is  it  Arthus,  anaphylactic,  tuberculin  or  other  type  of  allergy?  There 
is  much  clinical  evidence  to  suggest  that  the  tuberculin  type  of  reaction  is  present 
commcnly  in  infectious  asthma. 

Skin  tests,  as  a means  of  identifying  organisms  responsible  for  asthma,  have  been 
disappointing,  in  spite  of  a high  incidence  of  immediate  w’heal  and  flare  reactions  to 
crude  polysaccharides  and  of  delayed  tuberculin-type  responses  to  crude  nucleo-proteins 
of  bacteria.  It  is  not  surprising  that  man  reacts  to  many  bacterial  extracts  w'hich  are 
not  giving  him  asthma  w'hen  it  is  recalled  that  he  is  barraged  with  bacterial  antigens 
from  birth  and  that  allergic  skin  reactions  simply  reflect  immunological  experiences. 
By  the  same  token,  a positive  tuberculin  test  does  not  necessarily  mean  clinical  tuber- 
culosis, nor  do  positive  reactions  to  egg  or  ragweed  pollen  necessarily  mean  clinical 
sensitivity  to  them.  Positive  skin  tests  are  diagnostic  leads,  not  positive  diagnoses. 

Allergic  reactions  are  mediated  by  antigen-antibody-tissue  reactions.  A bacterium  is 
a complex  package  of  antigenic  material  capable  of  eliciting  different  antibodies  and 
different  types  of  tissue  responses.  While  much  is  known,  more  is  lacking  in  our 
knowledge  of  bacterial  antigens.  Our  knowledge  of  allergic  antibodies  is  also  grossly 
deficient.  Reagin  w’hich  mediates  atopic  reactions,  and  precipitins  which  mediate 
Arthus  and  anaj)hylactic  reactions  have  been  studied  extensively.  In  contrast,  very- 
little  is  known  about  the  antibody  wdiich  mediates  the  tuberculin  type  of  bacterial 
allergic  reaction,  or  the  antibody  component  of  the  “Id”  reaction.  As  mentioned  al- 
ready, nothing  is  knowm  about  the  antibody  concerned  in  the  production  of  rheumatic 
fever. 

Treatment  of  bacterial  allergy  is  not  standardized.  Bacterial  antigens  cannot  be 
avoided  like  eggs,  wheat,  cats,  feathers.  .A.ntigen  can  often  be  removed  by  surgery 
or  antibacterial  agents,  with  relief  of  the  symptoms  of  bacterial  allergy.  Treatment 
with  bacterial  antigens,  while  still  empirical,  is  often  but  unpredictably  effective. 

What  can  be  done  about  these  and  other  important  problems  in  bacterial  allergy? 
Little  can  be  expected  until  there  is  more  interest,  support,  and  dissemination  of  in- 
formation about  allergy.  At  present,  there  are  in  this  country  only  a handful  of  allergy- 
research  laboratories  and  of  full-time  preclinical  and  clinical  medical  faculty  mem- 
bers of  professorial  grades  w-hose  major  interest  is  in  the  field  of  Allergy.  Financial 
support  of  these  limited  facilities  is  tenuous.  An  important  goal  should  be  to  make 
allergy  sufficiently  attractive  to  medical  students,  interns,  and  residents  to  stimulate 
the  more  intelligent  and  dedicated  ones  to  pursue  research  in  allergy-  as  a career.  For 
those  who  accept  this  challenge,  hundreds  of  important  problems  of  great  variety 
and  scope  are  literally  begging  for  solution. 

There  are  three  hopeful  signs  on  the  horizon.  One,  the  new-  Foundation  for  Allergic- 
diseases  will,  it  is  hoped,  raise  enough  money  to  support  allergy  research  on  a w-ide 
scale;  two,  the  aw-akening  interest  in  the  field  of  allergy-  brought  about  by  the  great 
increase  in  allergic  reactions  to  drugs;  and  three,  the  increasing  emphasis  on  im- 
munological mechanisms  bv  the  hematologists. 

Oscar  Swineford,  Jr.,  M.D., 
l-niversity  of  Virginia, 

Cha rlottesvi lie,  Virg i n i a 
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In  medicine,  it  is  profitable  to  review  periodically 
our  present  concepts  of  disease  mechanisms  and  thera- 
peutic approaches.  In  this  manner,  useless  remnants 
of  the  past  may  be  deleted  and  modern  ideas  may  be 
integrated  into  a better  formulation  of  pathological 
processes  and  methods  of  therapy.  This  discussion 
is  concerned  with  a critical  appraisal  of  the  status 
of  bed  rest  in  the  treatment  of  cardiac  patients. 

Historical  Review 

The  use  of  bed  rest  in  the  therapy  of  patients  with 
congestive  heart  failure  or  with  myocardial  infarction 
has  been  customary  in  the  past.  The  primary  ob- 
jective envisioned  in  a program  of  bed  rest  for  the 
cardiac  patient  is  to  provide  a ma.ximum  amount  of 
rest  for  the  heart.  Undoubtedly  the  prominence  of 
bed  rest  in  the  physician’s  armamentarium  stems 
largely  from  the  fact  that  this  has  been  considered 
an  innocuous  procedure.  Indeed,  until  recently, 
relatively  few  physicians  have  stressed  the  penalties 
inherent  in  any  program  of  prolonged  strict  rest. 
However,  some  authors  have  been  so  impressed  with 
the  hazards  precipitated  by  such  a regimen  that  the 
sound  suggestion  has  been  made  that  a physician 
must  always  consider  bed  rest  as  a high!}’  unphysio- 
logic  and  definitely  hazardous  form  of  therapy,  to  be 
ordered  only  for  specific  indications  and  discontinued 
as  early  as  possible.^ 

It  is  of  interest  that  exercise  as  a therapeutic  ad- 
junct in  the  treatment  of  cardiac  patients  antedates 
rest  by  many  years.  In  1854  William  Stokes^  ad- 
vocated exercise  as  a form  of  treatment  for  fatty 
degeneration  of  the  heart.  Stokes  allegedly  also 
employed  exercise  in  the  treatment  of  aortic  insuf- 
ficiency, with  the  objective  of  obtaining  greater  hy- 
piertrophy  of  the  left  ventricular  myocardium.  Austin 
Flint  advised  exercise  within  the  limits  that  could  be 

*From  the  Cardiovascular  Division,  Department  of 
Internal  Medicine,  School  of  Medicine,  University  of  Vir- 
ginia, Charlottesville,  Va. 


borne  without  discomfort  for  all  types  of  cardiac 
weakness,  and  he  noted  with  poignant  perspicacity 
that  “patients  exchanging  habits  of  activity  for 
complete  rest  are  likely  to  become  rapidly  worse.”® 
During  the  latter  part  of  the  19th  century,  a method 
of  graduated  exercises,  especially  mountain  climbing, 
for  increasing  the  strength  of  the  heart  was  quickly 
accepted  in  Europe.  This  was  known  as  the  Oertel 
method.  Somewhat  later  the  Neuheim  form  of  treat- 
ment b}’  baths  and  passive  gymnastics  was  in  vogue. 

Tlie  first  record  of  the  introduction  of  rest  into 
the  therapy  of  cardiovascular  disease  may  be  found 
in  “The  Heart  and  Its  Diseases,”  by  Fothergill.^ 
In  this  book  the  author  states,  “Perfect  rest,  es- 
specially  in  bed  for  a time,  combined  with  proper 
remedies  will  give  relief  in  every  case  of  mere  failure 
of  the  muscular  structure  of  the  heart  and  dilatation 
not  complicated  by  valvular  disease.”  A great  stim- 
ulus to  the  advocacy  of  bed  rest  in  the  treatment  of 
diseases  of  the  heart  came  from  Sibson’s  observations® 
that  over  twice  as  many  patients  with  rheumatic  in- 
fections subsequently  developed  severe  heart  lesions 
in  the  group  not  treated  by  bed  rest  compared  to  a 
group  which  had  been  at  rest  during  their  illness. 
Balfour,®  of  Edinburgh,  is  credited  with  being  the 
first  to  recognize  the  importance  of  rest  and  to  teach 
the  importance  of  rest  as  therapy  of  cardiac  disease. 
From  his  book,  “Clinical  Lectures  on  Diseases  of 
the  Heart,”  the  following  quotation  is  taken:  “When- 
ever then  from  any  cause  there  is  defective,  irregular, 
or  in  any  respect  uncomfortable  action  of  the  heart 
and,  still  more,  whenever  we  have  any  uncompensated 
or  imperfectly  compensated  valvular  lesion,  rest  mu.st 
be  absolutely  insisted  upon  as  a necessary  adjunct 
in  the  treatment  and  it  must  be  maintained  for  a 
few  days,  or  a few  weeks  until  the  heart  acquires 
a certain  amount  of  pristine  vigor.  In  very  many 
cases  the  mere  act  of  getting  out  of  bed  and  lying 
on  a sofa  for  a few  hours  is  too  much  for  the  patient 
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and  delays  his  recovery  considerably,  while  any  great 
exertion  not  infrecjuently  thwarts  all  our  endeavors 
to  benefit  the  patient  and  in  all  events  renders  our 
treatment  less  safe  and  certain.  We  must  never 
forget,  therefore,  to  insist  upon  rest  as  a most  im- 
portant part  of  the  treatment,  a rest  which  must  be 
the  more  perfect  and  complete  the  more  serious  the 
cardiac  condition  is.”  A distinguished  disciple  of 
this  teaching  of  Balfour  was  Sir  William  Osier  who 
was  among  tlie  first  to  advocate  the  use  of  rest  in 
the  therapy  of  cardiac  diseases  in  this  country.  Dis- 
cussing the  problem  in  1920,"  Pratt  concluded  that 
rest  is  beneficial  because  it  increases  the  reserve  force 
of  the  enfeebled  heart.  Since  the  writings  of  Pratt 
and  the  teachings  of  Osier  in  the  first  part  of  the 
20th  century,  the  pendulum  has  swung  from  the 
principle  of  exercise  advocated  by  the  early  writers 
to  the  concept  of  absolute  bed  rest.  This  has  been 
particularly  true  in  the  therapy  of  patients  with 
myocardial  infarction  and  has  been  true  to  a large 
extent  in  the  management  of  patients  with  conges- 
tive failure.  It  must  be  said  in  defen.se  of  the  great 
clinicians  of  the  past  that  they  were  certainly  ac- 
curate in  their  observations  that  cardiac  patients 
responded  better  to  rest  than  to  strenuous  exercise. 
Undoubtedly,  the  use  of  complete  bed  rest  represented 
a significant  therapeutic  advance.  However,  these 
same  observers,  unfortunately,  appeared  satisfied 
with  their  therapeutic  achievements  and  failed  to 
ascertain  whether  there  might  be  another  regimen, 
still  better,  to  be  used  in  the  care  of  these  patients. 
It  is  noteworthy,  however,  that,  to  some  astute  ob- 
servers, bed  rest  is  not  without  danger,  and  over  the 
past  two  decades  various  clinical  discussions  and 
medical  writings  have  concerned  themselves  with  the 
abuse  of  bed  rest. 

The  Undesirable  Sequelae  of  Prolonged, 
Complete  Bed  Rest 

The  evil  sequelae  of  complete  bed  rest  comprise 
such  a formidable  list  that  detailed  documentation 
must  be  sacrificed  for  the  sake  of  brevity.  One  may 
conveniently  divide  these  undesirable  side-effects  into 
two  categories,  one  affecting  the  circulatory  system 
and  the  other  affecting  the  remaining  systems  of  the 
body. 

Disadvantages  of  Prolonged  Bed  Rest 

ON  Systems  Other  Than  the  Circulatory 

Bone  atrophy  and  muscular  wasting  have  been 
previously  described.  The  second  factor  undoubtedl\- 


contributes  to  the  subjective  complaint  of  weakness 
almost  invariably  noted  in  any  patient  subjected 
to  the  unphysiologic  procedure  of  bed  rest.  Con- 
stipation and  cathartic  habituation  are  extremely 
common  complications  thrust  upon  the  patient  forced 
to  assume  the  unnatural  posture  of  prolonged  re- 
cumbence. This  habit  may  be  extremely  resistant 
to  change.  Symptoms  of  urinary  obstruction  may 
also  appear  for  the  first  time,  particular!}’  in  elderly 
male  patients  confined  to  bed.  The  best  known 
comidication  of  bed  rest,  of  course,  is  the  decubitus 
ulcer.  This  may  represent  not  only  a demoralizing 
incident  to  the  patient  but  an  incident  which  may 
entail  serious  consequences. 

Disadvantages  of  Prolonged,  Complete  Bed 
Rest  on  the  Circulatory  System 

Vasomotor  instability  consecjuent  upon  ])rolonged 
bed  rest  also  contributes  to  the  difficulties  of  the 
patient  so  treated.  This  symptom  may  be  a trying 
one  for  the  patient.  All  physicians  are  familiar  with 
the  complaint  of  vertigo,  weakness,  and  even  syncope 
when  the  patient  who  has  been  confined  to  bed  rest 
for  long  p>eriods  of  time  first  assumes  a sitting  or 
standing  position.  Indeed,  this  complaint  may  be 
present  for  an  anno}  ing  length  of  time,  contributing 
to  the  patient’s  asthenia,  and  undoulitedly  it  is  a po- 
tent factor  in  the  production  of  cardiac  neuroses. 
Many  authors  have  remarked  in  the  past  about  the  in- 
ception of  pulmonary  edema,  which  may  appear  for 
the  first  time  when  a cardiac  patient  is  put  at  bed 
rest.  One  of  the  most  serious  penalties  of  bed  rest, 
of  course,  is  the  tendency  on  the  part  of  the  patient 
so  treated  to  develop  venous  thromboses  and  pul- 
monary emboli.  In  the  following  discussion,  this 
and  other  considerations  mentioned  above  will  be 
discussed  in  more  detail. 

Bed  Rest  as  an  Unphysiologic  Therapeutic 
Approach  to  Congestive  Failure 

The  concept  that  bed  rest  with  the  patient  in  the 
recumbent  position  offers  the  heart  the  maximum 
amount  of  rest  has  been  shown  to  be  incorrect. 
McMichael  and  Sharpey-Schafer®^  noted  that  in  a 
normal,  resting,  recumbent  adult,  the  output  of  the 
heart  may  be  5..3  liters  per  minute,  falling  to  4 liters 
per  minute  on  cjuiet  standing.  Certainly  one  of  the 
determinants  of  increased  cardiac  output  in  the  nor- 
mal heart  in  recumliency  is  increased  venous  return 
from  the  periphery  with  increased  diastolic  filling. 
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The  left  ventricle  in  the  normal  heart  can  easily 
cope  with  this  added  load;  therefore,  no  adverse 
effects  result. 

However,  the  failing  ventricle  may  not  have  enough 
reserve  to  meet  the  added  challenge,  ^^'hen  this  set 
of  events  occurs,  pulmonary  congestion  results.  In- 
deed, Perera®  demonstrated  that  in  patients  with 
hypertensive  heart  failure  kept  recumbent  for  12-24 
hours,  increased  blood  volume,  hemo-dilution,  in- 
creased venous  pressure,  and  a decreased  vital  capac- 
ity of  the  lungs  developed.  It  is  obvious  in  these 
patients  that  left  ventricular  function  is  inadequate. 
Obviousl)’,  the  physician  wishes  to  avoid  any  pro- 
cedure which  may  represent  an  additional  burden 
superimposed  upon  an  already  over-burdened  cir- 
culation. 

As  Levine  has  aptly  commented,^®  the  harmful 
effects  of  recumbency  on  patients  with  congestive 
failure  are  masked  by  the  other  procedures  which  are 
instituted  simultaneously,  such  as  digitalization,  pre- 
scription of  a low  salt  diet,  and  the  use  of  diuretics. 
It  should  be  emphasized  at  this  point  that  although 
many  cardiac  patients  treated  with  bed  rest  are 
placed  in  a position  so  that  the  head  and  shoulders 
are  elevated,  the  hips  are  more  or  less  on  a level 
with  the  feet.  This  is  not  so  effective  a method  of 
controlling  venous  return  as  when  the  patient  places 
the  lower  e.xtremities  in  a dependent  position,  as 
sitting.  However,  the  harmful  effects  of  recumbency 
in  the  treatment  of  congestive  failure  need  not  be 
inferred  exclusively  from  experimental  evidence. 
Ample  clinical  observations  have  eloquently  attested 
to  this  in  the  past.  For  years  the  patient  suffering 
from  congestive  failure  has  known  that  bed  is  often 
the  one  place  in  which  he  is  the  least  comfortable. 
In  bed  he  experiences  orthopnea  and  in  bed  he  has 
paroxysmal  nocturnal  dyspnea.  Yet  the  medical 
profession  has  adhered  to  the  use  of  bed  rest  in 
the  therapy  of  man\-  of  these  patients.  With  the 
passage  of  time,  a partial  concession  has  been  made 
to  the  patient's  comfort  by  elevating  the  head  of  the 
bed.  However,  for  reasons  mentioned  above,  this 
compromise  has  not  been  as  effective  as  treating  the 
patient  out  of  bed  in  a chair.  Recognizing  this  fact, 
eminent  cardiologists  threw  off  the  shackles  of  tra- 
dition and  instituted  the  chair  treatment  for  patients 
with  congestive  failure.  The  results  have  been  en- 
couraging. ^^’hen  formerly  it  was  not  uncommon  to 
see  a cardiac  patient  who  was  put  to  bed  re-distribute 


his  edema  from  the  dependent  portions  of  the  body 
to  the  lungs,  the  reverse  ])rocedure  has  been  repeat- 
edly demonstrated  in  those  taken  from  bed  and  placed 
in  a chair.  Edema  formation  in  the  legs  is  relatively 
benign,  but  edema  formation  in  the  lungs  can  be 
fatal. 

From  the  foregoing  remarks  it  seems  obvious  that 
bed  is  the  worst  place  for  patients  either  with  con- 
gestive failure  or  with  threatened  congestive  failure. 
This  observation  applies  equally  forcibly  to  patients 
with  acute  myocardial  infarction  and  congestive 
failure. 

'I'he  Tendency  to  Thromboembolism 
IN  Bed-Treated  Cardiac  Patients 

An  additional  set  of  circumstances  further  empha- 
sizes the  danger  of  too  much  bed  rest  in  these  patients. 
The  proclivity  of  the  cardiac  treated  on  bed  rest 
to  develop  evidences  of  thromboembolism  is  a dis- 
tressing and  frequent  occurrence.  The  observations 
of  Williams  and  Raine)4^  concerning  the  chief  cause 
of  death  in  patients  with  congestive  failure  under- 
score the  appalling  frequency  of  a fatal  pulmonary 
infarction  and  embolism.  In  one  group  of  patients 
observed  over  five  years,  the  incidence  was  approx- 
imately 20%  and  in  a group  observed  over  a sub- 
sequent five-year  period  the  incidence  was  approx- 
imately 15%.  The  incidence  of  thromboembolic 
phenomena  as  supplementary  causes  of  death  was 
even  higher.  It  should  be  remembered  that  these 
patients  were  treated  with  bed  rest. 

.\s  Harrison^^  pointed  out  in  his  discussion  on 
the  abuse  of  bed  rest  in  patients  with  cardiovascular 
disease,  .studies  were  attempted  at  the  Vanderbilt 
University  Hospital  and  later  in  the  North  Carolina 
Baptist  Hospital  to  assay  quantitatively  the  difference 
in  pulmonary  infarction  and  embolism  between  bed- 
treated  cardiac  patients  and  those  permitted  to  be 
up.  Because  of  the  many  variables  present,  it  seemed 
unwise  to  draw  conclusions  from  these  data.  The 
only  conclusion  which  was  drawn  was  that  those 
patients  who  were  out  of  bed  were  happier. 

Physicians  in  the  past  have  been  impressed  with 
the  fact  that  the  incidence  of  thromboses  and  emboli 
in  the  ambulant  cardiac  patient  is  much  lower  than 
in  those  confined  to  bed  rest,  and  a prominent 
cardiologist^®  has  e.xpressed  the  view  that  even  as 
simple  a procedure  as  getting  the  jiatient  out  of  bed 
into  a chair  may  be  responsible  for  reducing  the 
incidence  of  thromboembolism.  Certainly  it  has 
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been  our  impression  that  the  incidence  of  thrombo- 
embolism in  those  patients  gotten  out  of  bed  is  lower 
than  seen  formerly  when  bed  rest  was  uniformly 
enforced.  Convincing  data  may  be  forthcoming  on 
this  cjnestion  in  the  future.  It  seems  logical  to  as- 
sume that  slowing  of  the  circulation  of  the  venous 
system  when  the  patient  is  at  bed  rest,  as  well  as 
the  pressure  exerted  in  the  recumbent  position  upon 
the  deep  veins  of  the  calf  and  thigh,  are  as  ideal  a 
set  of  conditions  for  the  production  of  thromboses 
as  could  be  conceived. 

Thromboembolism  is  a serious  complication  dur- 
ing the  course  of  myocardial  infarction.  The  figures 
of  the  Committee  for  the  Evaluation  of  Anticoagu- 
lants in  the  Treatment  of  Coronary  Thrombosis  with 
Myocardial  Infarction,  presented  in  1948,^®  revealed 
14  thromboembolic  complications  per  100  patients, 
occurring  in  the  group  treated  with  dicumarol.  If 
those  incidences  of  thromboembolism  occurring  in 
patients  not  theoretically  under  good  anti-coagulant 
therapy  are  omitted,  there  still  remain  six  incidences 
of  thromboembolic  complications  per  100  patients 
occurring  when  the  patient  was  under  adequate 
anticoagulant  therapy.  It  should  be  noted  that  these 
patients  were  all  treated  in  the  conventional  manner 
with  bed  rest.  The  fact  that  six  of  100  patients 
developed  these  serious  complications  of  their  original 
illness  indicates  that  anticoagulants  are  certainly  not 
the  only  answer  to  the  problem  of  thromboembolism. 

It  is  of  interest  that  certain  changes  in  the  blood 
composition  occurring  after  bed  rest  have  been  de- 
scribed. Waugh  and  Reddick^^  demonstrated  that 
after  bed  rest  blood  thromboplastin  is  increased. 
This  finding  is  suggestive,  in  view  of  deTakats’^^ 
observation  of  an  abnormal  heparin  tolerance  in  acute 
thrombosis  and  after  toxic  doses  of  digitalis.  The 
role  of  digitalis,  however,  in  accelerating  the  clotting 
mechanism  of  the  blood  is  under  considerable  dis- 
pute. Although  the  observations  of  deTakats  and 
Waugh  are  of  interest  at  the  present,  changes  in 
the  constituents  of  the  blood  which  they  describe 
bear  an  uncertain  relation  to  the  etiology  of  throm- 
boses and  thromboembolism. 

It  must  be  admitted  that  no  figures  are  available 
as  yet  to  attest  definitely  that  patients  with  congestive 
failure  treated  out  of  bed  in  a chair  have  a lower 
incidence  of  thromboembolism.  The  same  observa- 
tion applies  to  patients  with  myocardial  infarction. 
Nevertheless,  from  a consideration  of  all  of  the  ob- 


servations which  have  been  made  in  the  past,  we 
believe  it  likely  that  the  arm-chair  method  of  therapy 
may  well  result  in  a decreased  incidence  of  thrombo- 
embolism. 

Undesirahle  Psychic  Reactions  to 
Prolonged  Bed  Rest 

One  of  the  most  damaging  penalties  assessed  the 
cardiac  patient  for  his  adherence  to  a regime  of 
lirolonged  bed  rest  is  weakness,  and,  as  already  men- 
tioned, the  weakness  may  have  an  organic  origin, 
in  part.  One  need  only  inspect  the  musculature  of 
the  limb  immobilized  in  plaster  for  long  periods 
of  time  to  appreciate  the  degree  to  which  muscular 
wasting  may  occur.  Obviously,  in  the  cardiac  treated 
with  bed  rest,  this  muscular  weakness  is  more  gener- 
alized and  usuall}’  not  so  obvious  as  in  the  incidence 
of  the  immobilized  limb.  Undoubtedly  vasomotor 
instability  contributes  to  the  feeling  of  asthenia. 
The  occurrence  of  weakness  per  se  is  not  so  damaging 
a blow  to  the  patient,  for  this  in  itself  may  be  rem- 
edied. The  chief  damage  done  to  the  patient  by  the 
symptoms  of  weakness  and  vasomotor  instability 
lies  in  the  potential  translation  of  these  symptoms 
into  a full-blown  cardiac  neurosis.  The  seeds  of 
cardiac  neuroses  are  first  disseminated  by  the  at- 
tending physician  who  places  the  patient  at  com- 
plete, absolute  bed  rest.  In  spite  of  all  manner  of 
cajoling  and  reassurance  by  the  physician,  the  pa- 
tient is  frightened,  and  well  he  may  experience  this 
emotion  when  he  senses  the  gravity  of  his  affliction 
following  such  strenuous  measures.  In  incidences 
of  myocardial  infarction,  he  is  warned  against  mov- 
ing his  arms,  turning  even  slightly  in  bed,  or  making 
any  motion  whatsoever.  If  any  measure  were  dia- 
bolically calculated  to  instill  terror,  frustration,  and 
a sense  of  hopeless  invalidism,  it  could  scarcely  be 
more  effective  than  such  instructions  to  a patient 
ill  with  congestive  failure  or  myocardial  infarction. 
If  there  were  no  other  condemnation  of  absolute  bed 
rest  in  the  treatment  of  cardiac  patients  than  this 
one,  the  physician  would  do  well  to  heed  its  in- 
struction. Cardiac  neuroses  should  be  prevented, 
not  fostered.  Prevention  is  relatively  easy;  therapy 
may  be  extremely  difficult. 

Arm-Chair  Therapy  for  Patients  with 
Acute  Myocardial  Infarction 
The  entire  credit  for  instituting  the  arm-chair 
method  of  therapy  for  patients  with  myocardial  in- 
farction belongs  to  Dr.  Samuel  A.  Levine,^®  of  Bos- 
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ton.  Although  others  had  tentatively  envisioned  the 
idea,  it  was  he  who  saw  the  real  value  in  this  method 
and  translated  it  into  a significant  therapeutic  ad- 
vance in  the  treatment  of  patients  with  acute  myo- 
cardial infarction.  In  brief,  the  arm-chair  method 
of  therapy  consists  of  allowing  the  patient  to  spend 
his  time  during  his  convalescent  period  in  a com- 
fortable chair  rather  than  in  the  recumbent  position 
in  bed.  On  the  first  or  second  day,  unless  the 
specific  contraindications  listed  below  occur,  the 
patient  is  assisted  from  bed  and  placed  in  a chair 
so  that  the  patient’s  feet  rest  comfortably  upon  the 
floor.  This  does  not  imply  that  ambulation  is  per- 
mitted. The  increased  work  load  of  the  left  ventricle 
incurred  by  ambulation  is  highly  undesirable  in  the 
early  stage  of  convalescence.  It  may  be  noted  here 
that,  although  an  occasional  patient  will  disregard 
instructions,  the  majority  are  so  grateful  for  the 
opportunity  of  sitting  up  that  cooperation  between 
physician  and  patient  is  usually  maximal.  From 
the  details  of  the  previous  remarks,  it  is  obvious  that 
the  therapeutic  aim  of  placing  the  patient  in  a phys- 
iologic position  is  to  provide  a maximum  amount 
of  rest  for  the  injured  myocardium.  In  the  absence 
of  contraindications,  chair  treatment  is  begun  within 
the  first  few  day  of  the  illness.  It  has  been  our  cus- 
tom here  to  allow  the  patient  to  sit  up  15-30  minutes 
two  or  three  times  a day  on  the  first  day  of  the 
institution  of  the  arm-chair  treatment,  and  to  double 
the  length  of  time  the  patient  spends  in  the  upright 
position  on  succeeding  days  until  he  is  sitting  up 
six  to  eight  hours  a day.  This  program  obviously 
must  be  modified  somewhat  for  individual  cases. 
At  the  onset,  if  the  patient  tires,  he  is  permitted 
to  return  to  bed  at  his  discretion.  Obviously,  he 
is  assisted  back  into  bed. 

Contraindications  to  the  Use  or  the 
.■\rm-chair  Program 

The  only  absolute  contraindication  to  getting  the 
patient  up  is  the  presence  of  shock.  However,  as 
soon  as  this  phase  of  the  convalescence  ceases  to 
exist,  he  is  allowed  to  sit  in  a chair.  A relative 
contraindication  to  this  form  of  therapy  is  the  pres- 
ence of  extreme  debility  with  inability  on  the  part 
of  the  patient  to  sit  up  because  of  weakness.  It 
should  be  emphasized  that  only  if  the  patient  is 
physically  unable  to  sit  up  does  this  contraindication 
become  absolute  rather  than  relative.  In  fact,  many 
patients  experience  weakness  in  the  beginning  of  their 


illness,  but  the  weakness  responds  more  promptly 
to  rest  in  a physiologic  rather  than  an  unphysiologic 
position.  The  presence  of  a fresh  deep  vein  throm- 
bus is  a contraindication  to  this  form  of  therapy 
until  the  patient  has  been  on  anticoagulants  a few 
days. 

The  Advantages  of  the  Arm-chair  Method 
Some  misunderstanding  has  arisen  concerning  one 
contraindication  to  the  arm-chair  therapy.  The 
opinion  has  been  expressed  that  very  sick  patients, 
including  those  with  pulmonary  edema,  congestive 
failure,  or  significant  elevations  of  temperature,  are 
not  permitted  to  follow  this  program  until  such  time 
as  their  general  condition  improves.  This  is  an 
erroneous  concept.  Excepting  those  patients  in  shock, 
those  with  such  disability  that  j)hysically  they  cannot 
sit  up,  and  those  with  a fresh  deep  skin  throm- 
bus, the  sickest  patients  often  derive  the  great- 
est lienefit  from  the  chair.  Such  an  example  is 
the  patient  with  myocardial  infarction  admittedly 
in  congestive  failure,  pulmonary  edema,  and  cyanosis 
who  appears  to  be  extremely  ill.  In  such  patients, 
one  of  the  maximum  benefits  of  the  program  is 
achieved  in  that  one  often  observes  the  clearing  of 
pulmonary  edema  and  clearing  or  partial  clearing  of 
congestive  failure  with  the  patient  assuming  the  sit- 
ting position.  A second  very  apparent  benefit  re- 
sulting from  this  program  is  improvement  of  mental 
outlook.  Only  those  who  have  treated  patients  with 
myocardial  infarction  both  by  the  conventional 
method  of  bed  rest  and  by  the  arm-chair  treatment 
can  appreciate  the  magnitude  of  this  improvement. 
.Almost  immediately  the  patient  adopts  a more  opti- 
mistic attitude.  Instead  of  lying  in  bed  dreading 
the  consequences  of  his  illness  and  fearing  that  the 
slightest  possible  movement  will  precipitate  disas- 
trous results,  the  patient  allowed  to  convalesce  in 
a chair  experiences  hope  rather  than  despair,  op- 
timism rather  than  profound  depression.  From  this 
turn  of  events  he  perceives  that  the  physician  him- 
self is  hopeful  of  his  recovery.  It  may  be  reiterated 
that,  all  things  being  equal,  were  no  other  benefits 
derived  from  the  arm-chair  therapy  of  myocardial 
infarction  than  this,  this  factor  alone  would  estab- 
lish the  validity  of  the  regime.  On  increasingly 
frequent  occasions  the  physician  has  had  the  illu- 
minating experience  of  observing  a patient  who  has 
been  treated  by  the  conventional  method  and  by  the 
arm-chair  method  for  myocardial  infarction  on  two 
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different  occasions.  'J'liese  patients  often  volunteer 
their  preference  for  tlie  newer  form  of  therapy,  often 
voluntarily  contrasting  the  fear,  depression,  and  des- 
])eration  of  the  older  ])rogram  to  the  hope  and  in- 
creased sense  of  well-being  engendered  by  the  newer 
approach. 

The  mortality  rate  in  the  first  grouj)  of  patients 
reported  l)y  Levine^®  treated  l)y  the  arm-chair  method 
was  actually  lower  than  that  of  the  dicumarolized 
bed-treated  patients  rej)orted  by  the  Committee  for 
the  Evaluation  of  .\nticoagulants.^^  I'lie  series  is 
too  small  as  yet  to  justify  any  conclusions  other  than 
the  fact  that  treatment  in  the  arm-chair  does  not  seem 
to  add  to  the  mortality  of  patients  suffering  from 
myocardial  infarction.  The  question  of  relative 
mortal  it}'  attendant  upon  both  methods  of  therapy 
can  be  answered  best  by  a large  series  of  patients 
treated  alternate!}'.  From  sucli  a series,  any  effects 
of  the  arm-chair  regime  in  lowering  the  incidence  of 
thromboemliolism  may  be  demonstrated. 

Discussion 

In  this  discussion  we  have  attempted  to  outline 
briefly  the  history  of  the  use  of  bed  rest  in  the  therapy 
of  patients  with  cardiac  disease.  .Although  the  use 
of  strenuous  e.xercise  in  the  treatment  of  ])atients 
with  various  cardiac  disorders  is  unthinkable  to  us 
today,  it  is  becoming  increasingly  evident  that  tlie 
opposite  approach  of  absolute  l)ed  rest  is  not  without 
hazard.  Undoubtedly  the  pendulum  swung  towards 
the  e.xtreme  of  absolute  bed  rest  because  of  the  radical 
and  unphysiol ogical  use  of  exercise  in  j)atients  who 
could  ill  afford  such  strenuous  demands  upon  their 
myocardium.  Tlie  pendulum  was  swung  awa}’  from 
exercise,  also,  because  of  Sibson's  observations  of 
the  apparent  benefit  of  bed  rest  in  preventing  rheu- 
matic heart  disease.  It  is  unfortunate  that  the  ap- 
parent benefit  accruing  to  this  group  of  iiatients 
should  be  inferential!}'  applied  to  those  cardiac  pa- 
tients suffering  from  quite  different  disorders  such 
as  congestive  heart  failure  or  acute  myocardial  in- 
farction. Indeed,  it  is  well  to  recall  that  in  spite 
of  Sibson's  observations  and  the  observations  of 
others,  the  validity  of  bed  rest  in  actually  jireventing 
subsequent  rheumatic  valvular  deformity  is  ques- 
tionable. .A  third  propelling  force  in  the  direction 
of  bed  rest  was  the  frequent  clinical  observation  that 
patients  with  congestive  failure  who  became  rela- 
tively inactive  tended  to  become  better  comjiensated. 
The  teachings  of  Fothergill  and  Balfour  did  much 


to  further  this  cause  abroad,  as  did  the  teachings 
of  Osier  and  Pratt  in  this  country.  However,  as  so 
frequently  happens,  the  therapeutic  shift  went  too 
far  and  complete  bed  rest  became  an  established  jiro- 
cedure  in  the  handling  of  patients  with  congestive 
failure  and  with  myocardial  infarction.  ,A  more 
rational  ai)i)roach  is  to  have  the  patient  out  of  bed 
in  a chair  in  both  instances.  The  benefits  of  the 
upright  jiosition  in  decreasing  venous  return  and 
decreasing  pulmonary  congestion  have  alread}'  been 
discussed.  It  is  to  be  hoped,  and,  indeed,  we  expect, 
that  patients  treated  in  a sitting  position  will  develop 
fewer  thromlioembolic  phenomena  because  of  de- 
creased sluggishness  of  peripheral  venous  flow  and 
periods  of  freedom  from  pressure  on  the  deep  veins 
of  the  thigh  and  calf.  One  can  hardly  over-em- 
phasize  the  advantage  to  the  patient’s  morale  when 
he  is  allowed  out  of  bed. 

For  the  above  reasons,  we  feel  that  all  cases  of 
congestive  failure  should  be  treated  out  of  bed  in 
a chair  unless  the  patient  is  so  desperately  ill 
that  he  cannot  sit  uj),  unless  a recent  deep  vein 
thrombosis  is  present,  or  unless,  of  course,  he  is  in 
shock.  The  same  considerations  ap])ly  to  the  patient 
with  myocardial  infarction. 

Conclusions 

1.  The  history  of  the  use  of  exercise  and  of  the 
opposite  conce])t,  complete  bed  rest,  in  the  tlierajiv 
of  cardiac  j)atients  is  briefly  reviewed. 

2.  .Althougli  the  acceptance  of  com[)lete  bed  rest 
in  the  therapy  of  patients  with  congestive  failure  and 
myocardial  infarction  represented  a significant  ther- 
apeutic advance  over  the  older  regimen  of  strenuous 
exercise,  complete  bed  rest  is  an  unphysiologic  ap- 
])roach  not  without  danger. 

.1.  The  undesirable  sequelae  of  comiilete  bed  rest 
cn  tlie  circulatory  system,  the  psyche,  and  other  sys- 
tems of  the  body  are  outlined. 

4.  The  “arm-chair”  treatment  for  patients  with 
acute  myocardial  infarction  is  presented  as  a sig- 
nificant advance.  This  jirogram  was  first  described 
by  Drs.  S.  A.  Levine.  “.Arm-chair”  therapy  for 
patients  suffering  from  severe  congestive  failure 
likewise  represents  an  improvement  in  the  manage- 
ment of  this  condition. 

5.  The  contraindications  to  the  use  of  the  “arm- 
chair” regimen  are  outlined. 
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Hold  the  Phone;  ‘Dr.  Jerkheimer’  Calling 

Ever  answer  your  phone  only  to  find  another 
doctor’s  secretary  on  the  other  end,  asking  you  to 
wait  a minute,  please?  You  may  be  busy  with  a 
patient,  but  you’re  compelled  to  drop  everything  and 
wait  until  your  colleague  is  ready  to  talk  to  you. 
Dr.  Max  Thebaut  of  Oakland,  Calif.,  has  a name 
for  such  a boor:  he  calls  him  “Dr.  Jerkheimer.” 

Dr.  Jerkheimer  has  an  inexhaustible  “bag  of 
tricks,”  according  to  Thebaut.  Take,  for  instance, 
one  “cutie”  which  is  even  “more  subtle  in  its  dis- 
courtesy” : 

When  another  doctor  calls  him,  Jerkheimer  makes 
the  caller  “wait  an  interminable  length  of  time.” 


Then,  when  Jerkheimer  finally  picks  up  the  receiver, 
he  “doesn’t  say  ‘Hello.’  Instead,  he  places  his 
mouth  close  enough  to  it  so  that  his  colleague  can 
hear  the  final  phases  of  a conversation  he  is  having 
with  someone  in  his  office.” 

Concludes  Dr.  Thebaut,  writing  in  a recent  Bul- 
letin of  the  Alameda-Contra  Costa  Medical  Associa- 
tion; “Why,  oh  why,  Mr.  Anthony,  don’t  some  people 
realize  that  others  might  be  busy,  too?  . . . All  I can 
say  is,  I hope  certain  people  I know  read  this  and 
mend  their  ways.  My  coronaries  aren’t  as  resilient 
as  they  used  to  be.” 

{Medical  Economics,  June  1953) 


426 


Virginia  Medical  Monthly 


Volume  80, 


THE  DIAGNOSIS  AND  TREATMENT  OF  INTESTINAL 
OBSTRUCTION* 


Carrington  Williams,  M.D.,  F.A.C.S., 

Professor  of  Clinical  Surgery, 

Medical  College  of  Virginia, 
Richmond,  Virginia 


The  diagnosis  of  obstruction  of  the  bowel  is 
usually  made  without  difficulty  in  late  cases,  but  may 
be  very  uncertain  in  the  early  stages.  The  dehy- 
drated patient  with  abdominal  distention,  visible  and 
palpable  coils  of  bowel,  nausea  and  vomiting  and 
suffering  severe  abdominal  cramps  presents  no  prob- 
lem, but  soon  after  onset  it  is  frequently  very'  hard 
to  decide  whether  or  not  there  is  a real  blockage  of 
the  bowel.  In  patients  convalescent  from  a recent 
abdominal  operation,  distention  and  abdominal  pain 
may  be  due  to  a mechanical  blockage  of  the  bowel  or 
to  varying  degrees  of  paraly'tic  ileus  and  it  is  often 
difficult  to  differentiate  them. 

'I'here  are  many  causes  of  obstruction  of  both  the 
small  and  large  bowel.  External  hernias  are  usually 
obvious  but  one  must  be  careful  to  avoid  missing 
a small  strangulated  femoral  hernia  in  a fat  female, 
particularly  when  they  are  elderly  and  object  to  a 
thorough  physical  examination.  A single  stout  band 
of  adhesion  from  a previous  operation  probably  is  the 
most  frequent  intra-abdominal  cause  of  obstruction 
of  the  small  bowel  and  the  operation  may  have  been 
done  many  years  before.  Rarely  congenital  bands 
and  internal  hernias  block  the  bowel.  Mesenteric 
thrombosis  may  cause  necrosis  of  the  bowel  and  this 
prevents  passage  of  its  contents.  Volvulus  of  a dis- 
tended loop  may  cause  obstruction  in  both  small  and 
large  bowel.  Diverticula  inflamed  and/or  adherent 
may  block  any  part  of  the  intestinal  tract,  as  may 
chronic  nonspecific  granulomas. 

In  the  lumen  of  small  bowel  foreign  bodies  such  as 
a large  gall  stone,  bezoars  and  solid  objects  swal- 
lowed may  obstruct.  In  both  small  and  large  bowel 
tumors  may  constrict  or  close  the  lumen.  A rare 
lesion  that  should  be  remembered  is  the  small  bowel 
polyp  in  children  which  may  cause  intussusception. 
This  polyp  is  frequently  familial,  it  is  apt  to  bleed 
slowly  so  it  should  be  thought  of  when  a child  pre- 
sents an  obscure  anaemia  and  a history  of  attacks 
of  cramplike  abdominal  pain.  All  intestinal  polyps 

*Read  before  the  Association  of  Surgeons  of  the 
Southern  Railway,  at  Birmingham,  Alabama,  on  May  1, 
1953. 


are  frequently  multiple,  so  that,  if  one  is  found,  we 
should  search  for  others.  Other  forms  of  intussuscep- 
tion may  involve  either  small  or  large  bowel. 

The  congenital  abnormalities  in  the  newborn  must 
l)e  omitted  in  this  discussion. 

Complete  obstruction  of  any  part  of  the  intestinal 
tract  leads  to  early  serious  changes  in  the  chemical 
constituents  of  the  blood  stream,  and  this  in  turn  to 
marked  disturbance  of  the  body  circulation.  If  not 
corrected,  these  changes  cause  a reduction  in  the  blood 
volume,  a lowering  of  blood  pressure,  and,  if  con- 
tinued, a state  of  shock  impends  or  is  established. 
This  shock  after  a while  becomes  irreversible  and 
death  results.  There  has  been  much  research  on  the 
question  of  a toxin  in  the  intestinal  tract  which,  being 
absorbed,  causes  these  dire  results.  It  seems  now, 
however,  in  light  of  a better  understanding  of  blood 
chemistry,  that  these  changes  rather  than  any  poison 
is  the  cause  of  the  circulatory  deterioration. 

The  loss  of  inorganic  salts,  proteins,  and  fluids 
from  the  blood  stream  results  primarily  from  dis- 
turbance in  the  blood  circulation  in  the  bowel  wall 
and,  secondarily,  by  the  loss  of  gastric  contents 
through  vomiting.  The  first  is  the  more  important. 
Johnston  has  beautifully  demonstrated  the  circula- 
tion in  the  wall  of  the  bowel  and  has  shown  a marked 
diminution  in  this  circulation  as  a result  of  mod- 
erate distention.  With  the  increase  of  intraluminal 
pressure  the  thin  walled  and  poorly  protected  veins 
are  compressed  or  entirely  closed  so  that  an  outpour- 
ing of  the  fluid,  soluble  elements  and  even  cells  of  the 
blood  occurs  into  the  lumen  of  the  bowel.  (Fig.  1). 
This  increases  the  intraluminal  pressure  and  the 
vicious  circle  goes  on  to  great  distention,  backing  up 
of  intestinal  contents  to  the  stomach  and  vomiting 
of  foul  material;  untreated,  this  may  lead  to  ne- 
crosis of  the  bowel  and  spontaneous  rupture.  The 
vomiting  is,  of  course,  important  but  the  bulk  of  the 
vital  fluid,  salts  and  protein  are  lost  from  the  cir- 
culation into  the  bowel  before  the  vomiting  occurs. 

It  is,  therefore,  essential  to  diagnose  bowel  ob- 
struction early  and  to  correct  the  chemical  changes 


August,  1953 


Virginia  Medical  Monthly 


427 


in  the  blood  stream  and  to  remove  the  cause  of  the 
obstruction  before  the  patient  has  deteriorated  into 
a state  of  irreversible  shock. 


Fig.  1. — This  diagram  illustrates  changes  in  the  circulation  of 
the  bowel  wall — above  normal  bowel,  below  moderately  dis- 
tended bowel. 

The  picture  of  early  obstruction  is  of  the  greatest 
interest  because  the  late  ones  are  usually  obvious.  In 
general,  the  higher  in  the  tract  the  obstruction  occurs 
the  more  violent  are  the  early  symptoms.  This  is 
best  explained  on  a purely  mechanical  basis  in  that 
there  is  more  room  when  the  bowel  is  obstructed  low 
down,  for  the  large  volume  of  bile,  pancreatic  and 
intestinal  juices  to  accumulate  before  causing  severe 
pain  and  vomiting.  It  should  be  remembered  that 
abdominal  pain  is  almost  always  caused  by  disten- 
tion of  viscera  rather  than  irritation  of  the  visceral 
peritoneum.  The  patient  then  complains  of  intermit- 
tent cramp-like  pains  which  result  from  increased 
tension  as  the  waves  of  peristalsis  move  the  bowel 
contents  into  the  obstructed  loops.  A careful  his- 
tory frequently  suggests  the  location  and  character 
of  the  obstruction;  the  significant  points  in  the  his- 
tory are  too  well  known  to  be  repeated  here. 

The  abdomen  should  be  thoroughly  exposed  for 
examination.  Inspection  may  reveal  an  external 
hernia,  general  or  partially  localized  distention,  and 
even  a distended  loop  of  bowel  in  thin  individuals. 
Palpation  should  begin  in  the  groin  and  then  extend 
carefully  over  the  entire  abdomen.  Percussion  should 
outline  the  liver  usually  excluding  free  air  in  the 


cavity,  the  size  of  the  stomach  is  suggested  and  the 
fluid  or  gaseous  character  of  the  distention.  Aus- 
cultation is  important  in  determining  the  character 
of  the  peristaltic  sounds,  hyperactivity  is  suggestive 
of  blockage,  and  the  high  pitched  tinkling  note 
occurs  most  frequently  in  an  obstructed  loop.  The 
physical  examination  should  note  the  presence  of 
scars  not  only  on  the  abdomen  but  also  on  the  chest 
wall  because  occasionally  a small  chest  scar  may 
lead  to  the  diagnosis  of  a post-traumatic  diaphrag- 
matic hernia  as  the  cause  of  the  obstruction.  Pelvic 
examination  in  women  and  rectal  examination  on  all 
patients  should  be  made  (Fig.  2).  The  rectal  ex- 


Fig.  2. — Roentgenogram  showing  large  calcified  fibroid  tumor ; 
this  caused  the  typical  pattern  of  obstructed  small  bowel. 


amination  may  reveal  a tumor.  It  will  always  give 
a good  idea  of  the  content  or  emptiness  of  this  seg- 
ment of  bowel. 

The  general  examination  of  the  patient  will  give 
much  useful  information.  The  appearance  of  the 
skin  and  mucous  membranes  will  give  verj'  positive 
evidence  of  the  hydration  of  the  patient,  particularly 
the  almost  forgotten  physical  sign,  the  appearance  of 
the  tongue. 

The  laborator)^  is  an  indispensable  aid.  The  con- 
centration of  the  urine,  presence  or  absence  of  al- 
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bumin  and  casts  is  suggestive  of  the  rtnal  function. 
The  level  in  the  blood  of  sodium  chloride,  urea  or 
non-protein  nitrogen,  and  COo  combining  power  may 
be  a diagnostic  aid  because  frequently  the  salt 
depletion  and  the  nitrogen  retention  are  noted  very 
early.  Further  study  of  the  sodium,  potassium,  cal- 
cium, chloride,  albumin  ami  globulin  contents  are 
helpful  in  treatment. 

The  result  of  an  ordinar\-  enema  when  carefully 
observed,  especially  as  to  j)assage  of  gas,  is  an  aid 
to  diagnosis. 

Finally,  x-ray  examination  of  the  abdomen  is 
made.  It  is  wise  to  empt}'  the  stomach  before  x-ray 
examination:  we  prefer  the  Levine  tube  as  a rule 
though  in  some  cases  a ^liller-Abbott  or  Harris  type 
of  intestinal  tube  is  used  (Fig.  8).  Barium  in  the 


Fig.  3. — This  roentgenogram  shows  great  distention  of  small 
bowel  and  an  intestinal  tube  coiled  in  the  stomach. 

usual  quantity  should  never  be  given  by  mouth ; 
occasionally  in  doubtful  cases  which  are  not  urgent 
a small  amount  of  barium  by  mouth  ma\'  aid  the 
diagnosis.  From  the  x-ray  film  taken  in  the  dorsal 
decubitus  and  upright  positions  much  useful  informa- 
tion is  obtained.  Even  in  early  cases  there  is  fre- 
quently conclusive  evidence  of  obstruction,  as  indi- 
cated by  a distended  loop  or  loops  of  bowel  and 


Iluid  levels  on  the  upright  film.  There  is  usually 
good  evidence  as  to  whether  the  obstruction  is  in  the 
large  or  small  bowel  and  some  indication  of  the  level 
of  the  lesion.  \Mien  the  large  bowel  is  involved 
a barium  enema  can  usually  be  safely  given;  this 
definitely  locates  the  obstruction  and  gives  a good 
idea  of  how  comjrlete  it  is.  The  x-ray  appearance 
of  the  abdomen  in  early  cases  is  often  not  conclusive 
and  it  must  be  regarded  as  only  one  factor  in  reach- 
ing a diagnosis. 

W’e  have  now  completed  the  diagnostic  jiroccdures 
and,  having  decided  that  obstruction  is  present,  must 
decide  whether  or  not  it  is  complicated  by  strangu- 
lation of  the  bowel.  In  some  cases  this  is  not 
difficult;  for  instance,  in  recent  postoperative  pa- 
tients strangulation  rarely  occurs;  these  patients 
have  been  under  observation  of  the  surgeon  and 
curative  measures  have  probably  been  carried  out 
from  the  first  indications  of  trouble.  Most  lesions 
of  the  colon  are  simply  obstructing;  the  exceptions 
are  volvulus  and  intussusception. 

d'he  ones  that  give  the  most  serious  concern  are 
ol)structions  of  the  small  bowel.  I must  confess  that 
I lack  confidence  in  my  diagnostic  acumen  to  dis- 
tinguish between  simple  obstruction  and  strangula- 
tion. Of  course,  great  ])ain,  marked  localized 
tenderness,  fever,  and  leukocytosis  indicate  strangu- 
lation, but,  unless  the  evidence  is  very  strong,  as 
indicated  before,  relative  to  recent  postoperative  dis- 
tention and  colon  tumors,  it  is  safer  to  assume  that 
strangulation  is  also  present. 

While  the  diagnostic  procedures  are  under  way, 
the  restorative  measures  are  begun.  The  stomach 
is  emptied  by  suction,  intravenous  fluid  is  given 
usually  5%  glucose  in  normal  saline  or  Ringer’s 
solution,  preparation  made  for  transfusion  of  blood, 
pain  relieved  by  proper  parenteral  medication,  and 
any  other  general  treatment  that  seems  indicated  is 
l)egun.  If  the  blood  sodium  chloride  level  is  very 
low  it  can  be  restored  more  promptly  by  hypertonic 
salt  solutions  up  to  5%. 

We  do  not  subscribe  to  long  jreriods  of  preopera- 
tive preparation  even  when  the  patient  is  approach- 
ing the  state  of  shock.  It  is  obvious  that  all  possible 
measures  should  be  taken  to  restore  the  circulation 
that  are  consistent  with  the  time  available,  but  we 
must  realize  that  bowel  obstruction  with  or  without 
strangulation  initiates  a vicious  circle  and  is  an 
emergency  condition. 

Intestinal  intubation  will  without  doubt  relieve 
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some  nonstrangulation  obstructions  of  the  small 
bowel  and  we  have  seen  a few  patients  saved  by 
these  tubes;  on  the  other  hand,  our  luck  in  passing 
them  promptly  into  the  intestine  has  not  been  good 
and  rejieated  trips  to  the  x-ray  room  to  check  their 
position  are  certainly  not  good  for  a seriously  ill 
patient.  We  do  not  use  them  excej)t  in  very  care- 
fully selected  patients. 

In  almost  all  cases  we  believe  that  operation  is 
the  treatment  of  choice.  Prolonged  effort  to  restore 
a seriously  ill  obstructed  patient  is  somewhat  similar 
to  efforts  to  restore  one  having  severe  intra-abdominal 
bleeding  from  trauma  and  I am  sure  that  many  of 
us  have  seen  the  former  go  into  irreversilile  shock 
and  the  latter  exsanguinated  during  the  period  of 
attempted  resuscitation. 

The  type  of  anaesthesia  used  dej)ends  on  the  exist- 
ing conditions.  Local  anaesthesia  is  ideal  when 
adequate;  it  can  be  used  for  external  hernia,  enter- 
ostomy, cecostomy  and  colostomy  when  indicated. 
For  lesions  that  require  exploration,  adequate  ab- 
dominal incisions  must  lie  made  and  relaxation  must 
be  had  by  general  or  spinal  anaesthesia. 

For  strangulated  inguinal  and  femoral  hernia 
we  use  the  abdominal  approach  described  by  La- 
Roque.  Through  the  opening  above  the  internal 
ring  and  the  opened  sac,  the  bowel  can  more  safe!}' 
be  reduced  and  when  of  dubious  vitality  it  can  be 
placed  into  the  cavity  where  it  will  have  a better 
chance  of  restoration  and  can  lie  brought  back  up  for 
inspection.  Lesions  of  the  small  bowel  are  dealt 
with  as  indicated.  Again,  we  must  consider  the 
circulation  in  the  wall  of  the  bowel  above  the 
obstruction.  When  it  is  good,  as  indicated  by  good 
color  and  active  peristalsis,  there  is  no  problem. 
When  it  is  greatly  distended  and  has  poor  color  it 
should  be  emptied  by  suction.  This  maneuver  will 
also  greatly  facilitate  the  exploration  and  correction 
of  the  lesion.  \\'e  believe  that  this  is  a life  saving 
measure  in  advanced  cases  by  restoring  the  circula- 
tion and  thereby  the  viability  and  the  function  of 
the  bowel,  particularly  the  muscles.  The  objections 
which  have  been  made  against  this  procedure  are 
danger  of  soiling,  trauma  of  handling  the  bowel  and 
rapid  absorption  of  toxic  substance  when  the  cir- 
culation is  restored.  None  of  them  are  valid.  There 
is  little  or  no  soiling  and  if  there  is  some  spiPage 
it  is  of  no  consequence.  All  of  us  have  seen  gross 
insults  to  the  jieritoneum  that  caused  no  trouble. 
It  is  the  continuous  flow  of  infectious  material  that 


causes  peritonitis  as  from  a rujitured  viscus,  and  not 
one  of  immediate  exposure.  The  trauma  from  han- 
dling the  bowel  is  more  than  offset  by  its  restoration 
when  empt}'.  ^^’e  do  not  believe  there  is  a toxin 
in  the  lumen  but  there  ma}-  be  an  actual  slough  of 
mucous  membrane  and  infection  in  the  bowel  wall; 
this  can  only  be  improved  when  the  blcKid  supply 
returns  to  normal. 

The  use  of  suction  is  very  simple;  a loop  of  bowel 
is  gently  emptied  b}’  finger  pressure  and  so  con- 
trolled; clamps  or  other  pressure  devices  should 
never  be  used  because  the  bowel  is  in  poor  condition 
and  may  be  destroyed  by  such  pressure.  A jiurse 
string  suture  is  placed,  the  bowel  opened  and  an 
ordinary  sumj)-type  suction  tip  inserted  (Fig  4). 


Fig.  4. — The  method  of  introducing  the  suction  tip  into  the 
distended  bowel  and  of  threading  the  collapsed  bowel. 

The  suture  is  tightened  around  the  tube  and  low 
pressure  suction  started.  .As  the  bowel  empties  it 
is  threaded  on  to  the  tube.  In  this  manner  we  can 
empty  a foot  of  bowel  for  each  inch  of  the  suction 
tube.  When  it  is  full  of  bowel  other  distended 
loops  are  gently  lifted  and  their  contents  guided 
toward  the  suction.  If  necessary  the  direction  of 
the  suction  can  be  reversed  to  empty  more  loops 
and  if  the  distention  is  extreme  another  opening 
can  be  used.  When  the  bowel  is  so  distended  as 
to  need  suction  evacuation  it  is  wise  to  establish 
an  enterostomy;  this  is  done  through  the  opening 
already  made,  usually  by  the  Witzel  method.  It 
is  interesting  to  note  that  this  procedure  was  advo- 
cated by  Nicolas  Senn  in  the  “Gay  Nineties.” 

No  rules  can  be  made  to  guide  the  operator  to 
the  decision  of  the  viability  of  a damaged  hxip 
of  bowel.  The  color,  the  appearance  of  the  mesen- 
teric vessels,  the  presence  or  alisence  of  peristalsis. 
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the  improvement  or  unchanged  condition  after  re- 
lease, and  the  good  judgment  of  the  operator  must 
lead  to  the  decision.  When  there  is  douht  and  the 
condition  of  the  patient  is  reasonably  good,  it  is 
safer  to  resect.  We  almost  always  do  an  end  to 
end  anastomosis  with  open  suture,  and  even  though 
the  distention  is  moderate  the  content  of  the  prox- 
imal bowel  is  removed  by  suction  through  the  opened 
end. 

The  colon  can  present  many  problems.  If  the 
obstruction  is  not  complete,  spontaneous  decompres- 
sion may  result  from  rest,  mild  purgation  and  irri- 
gation. When  the  distention  of  the  ];ro.\imal  colon 
is  moderate  yet  not  satisfactory  for  immediate  suture, 
the  obstructive  type  of  operation  described  by  Rankin 
and  Graham  can  be  used  safelw  If  the  obstructing 
lesion  is  in  the  right  colon  and  the  ileocecal  valve 
competent  so  that  there  is  slight  distention  of  the 
ileum  a complete  resection  with  immediate  ileccolcs- 
tomy  can  be  done.  Again  the  proximal  bowel  is 
emptied  by  suction.  In  the  presence  of  infection  of 
the  bowel  with  either  tumor  or  diverticulitis,  im- 
mediate anastomosis  should  never  be  done.  We  have 
found  that  such  lesions  usually  occur  in  the  sigmoid 
so  that  the  colon  is  divided  at  the  proper  proximal 
level  and  brought  through  the  abdominal  wall  as 
an  inguinal  colostomy.  Depending  on  the  degree 
of  infection  the  lesion  may  be  definitely  removed 
and  the  distal  end  closed  or  the  lesion  left  in  place 
and  the  distal  bowel  brought  through  the  lower  angle 
of  the  wound.  At  a later  operation  the  anastomosis 
or  resection  is  completed. 

When  the  obstruction  is  com[)’ete  and  the  disten- 
tion great,  the  bowel  must  be  decompressed  by 
proximal  cecostomy  or  colcstomy  according  to  the 
location  of  the  obstructing  lesion. 

Volvulus  of  a redundant,  mobile,  and  dilated 
sigmoid  colon  may  cause  comjdete  obstruction  and 
strangulation  of  the  bowel.  In  mild  cases  detorsion 
by  enema  and  manipulation  may  be  successful;  if 
not,  immediate  resection  and  anastomosis  may  be 
done.  In  the  more  markedly  dilated  bowel  detorsion 
by  operation  and  deflation  by  rectal  tube  will  relieve 
the  immediate  condition  and  resection  can  be  done 


later.  When  the  bowel  wall  has  been  damaged  by 
strangulation  the  dilated  sigmoid  should  be  resected 
by  the  obstructive  type  of  operation  or  by  making  a 
colostomy  of  the  proximal  end  and  closing  the  distal 
end  with  later  operation  to  reestablish  continuity 
of  the  bowel.  A series  of  such  cases  was  reported 
by  Bosher  and  Shelton  from  the  Medical  College 
of  Virginia  Hospital. 

During  the  diagnostic  and  operative  periods  the 
{latient  has  received  fluids  with  glucose  and  salts 
and  measures  have  been  taken  to  deflate  the  intes- 
tinal tract.  Blood  transfusion  has  probably  also  been 
done.  These  methods  of  therapy  should  be  con- 
tinued. The  amount  of  fluid  given  is  usually  about 
3,000  cc.  in  24  hours;  in  elderly  patients  it  is  given 
cautiously  and  often  the  subcutaneous  route  is  used 
instead  of  the  intravenous.  The  old-fashioned  idea 
that  a quart  of  urine  excreted  a day  indicates  ade- 
quate hydration  is  a sound  one,  and  can  usually 
be  safely  followed.  Blood  chemistries  are  checked, 
as  indicated,  and  the  proper  salts  added  to  the  fluid. 
We  rarely  use  the  aminoacid  products  intravenous!}' 
and  prefer  w'hole  blood  to  pooled  plasma.  In  order 
to  stimulate  peristalsis  we  frequently  give  two  ounces 
of  castor  oil  through  the  stomach  tube  and  repeat  it 
every  12  hours  until  the  bowels  move.  In  low  colon 
resections  a rectal  tube  is  inserted  to  a point  above 
the  anastomosis  and  irrigated  frequently.  To  com- 
bat the  infection  in  the  wall  of  the  damaged  bowel 
penicillin  and  streptomycin  are  given  intramuscu- 
larly. The  stomach  tube  an.d  the  rectal  tube  are 
removed  as  soon  as  there  is  jiassage  of  gas  and  some 
feces  by  rectum  provided  the  abdomen  is  not  dis- 
tended; this  is  usually  on  the  second  or  third  post- 
operative day.  Liquids  and  very  soft  foods  are 
then  given,  and  the  amount  and  character  of  the 
food  is  increased  as  rapidly  as  tolerated. 

The  whole  treatment  of  intestinal  obstruction  can 
lie  summarized  in  three  principles : 

Restoration  of  the  fluid  and  chemical  balance 
of  the  patient,  removal  of  the  cause  of  the  obstruc- 
tion, and  deflation  of  the  intestinal  tract. 

805  West  Franklin  Street. 
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THE  SURGICAL  TREATMENT  OF  INGUINAL  HERNIA  IN 
INFANCY  AND  CHILDHOOD— CHANGING  CONCEPTS* 


Charles  E.  Davis,  Jr.,  M.D.,  F.A.C.S., 

Norfolk,  Virginia 


number  of  misconceptions  have  retarded  the 
general  pediatric  and  surgical  acceptance  of  the 
highly  logical  procedure  of  early  repair  of  inguinal 
hernia  in  infancy  and  childhood.  Not  only  has 
there  been  the  major  fallacy  of  advising  delay  in 
instituting  corrective  therapy,  but  the  equally  grave 
one  of  the  surgeon,  when  operation  is  done,  em- 
ploying the  same  traumatic,  rough  and  unnecessarily 
radical  techniques  used  in  adult  hernioplasty.  .\s 
Potts®  has  so  aptly  stated,  “Herniorrhaphy  in  in- 
fants as  compared  to  that  in  adults  is  similar  to  the 
difference  in  repairing  a Swiss  watch  and  a Big  Ben 
alarm  clock!”  Among  the  many  objections  to 
prompt  surgical  intervention  that  have  been  advanced 
are  the  following : 

1.  Inability  of  infants  to  withstand  surgery  and 
anesthesia.  This  particular  objection  has  cer- 
tainly been  eliminated  by  the  proven  abilit}' 
of  children  to  successfully  undergo  e.xtensive 
surgical  procedures,  such  as  that  employed  on 
congenital  cardiac  abnormalities,  esophageal 
atresia,  intestinal  atresia,  and  many  other  mas- 
sive operations. 

2.  Delicacy  and  minuteness  of  infantile  struc- 
tures. If  one  were  to  use  this  as  an  argument 
against  surgery,  then  certainly  by  the  same 
token,  many  ophthalmic  and  neurosurgical 
operations  would  be  eliminated. 

3.  The  misconception  that  most  inguinal  hernias 
will  either  spontaneously  or  can  be  made  to 
permanent!}’  disappear.  The  time-honored 
truss  may  per  necessity  have  to  be  used  in 
patients  where  ojieration  is  definitely  contrain- 
dicated, but  in  general  it  is  highly  unsatisfac- 
tory to  both  parent  and  physician,  and  gives, 
likewise,  a false  sense  of  security. 

4.  Fear  of  serious,  harmful,  postoperative  influ- 
ences on  the  reproductive  system,  such  as  testi- 
cular atrophy  and  cord  compression.  With 
proper  gentle,  non-traumatic  techniques  fear 
of  this  is  relatively  groundless. 

5.  Fear  of  recurrence.  Both  from  a theoretical 

*Read  in  part  before  the  Medical  Society  of  Virginia, 
at  Virginia  Beach,  October,  1951. 


and  practical  viewpoint,  the  chance  of  recur- 
rence is  probably  lowest  in  infancy  and  child- 
hood than  an  any  other  age.  The  majority 
of  cases  presented  in  this  series  is  of  too  short 
duration  to  draw  any  conclusive  statistics  as 
to  the  incidence  of  recurrence.  Reported  groups 
of  cases,  however,  by  other  authors  show  that 
the  chance  of  recurrence,  provided  the  sac  is 
completely  removed,  is  negligible.^-®  This,  of 
course,  results  from  the  fact  that  there  is  no 
definite  weakness  of  the  parietes,  but  rather 
that  the  abnormality  consists  only  of  a con- 
genital sac  whose  removal  cures  the  hernia 
henceforth. 

6.  Undue  alarm  that  the  wounds  will  suppurate 
because  of  urinary  and  fecal  contamination, 
particularly  in  the  smaller  infants.  This  has 
been  greatly  exaggerated  and  with  proper  care 
a major  wound  complication  rarely  occurs.  The 
routine  employment  of  some  antibiotic  also  in 
recent  years  has  lessened  the  possibility  of 
wound  suppuration.  In  the  series  of  100 
cases  presented,  there  was  not  a single  case  of 
significant  wound  infection. 

The  case  for  early  operation  is  a very  strong  one: 

1.  It  nullifies  the  anxiety  resulting  from  sudden 
alarming  incarceration. 

2.  The  procedure  is  withstood  better;  is  much 
simpler;  the  postoperative  course  is  smoother; 
the  hospital  stay  shorter;  and  the  results  better 
than  in  any  other  age  group. 

3.  The  very  important  factor  of  destroying  or 
preventing  serious  parent  and  older  child 
mental  complex  and  emotional  disturbance  as- 
sociated w’ith  the  known  genital  and  poten- 
tially dangerous  defect  is  immediately  elimi- 
nated. 

4.  The  attendant  evils  associated  with  the  wear- 
ing of  a truss,  namely,  filth,  ulceration,  re- 
peated rash,  possible  testicular  atrophy,  and 
failure  to  retain  the  hernia,  are  ended. 

Etiology 

This  is  so  well  known  as  to  make  discussion  seem 
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superfluous,  but,  nevertheless,  many  doctors  are  un- 
aware of  the  numerous  variations  that  may  occur. 
The  relationship  between  h\drocele  (and  they  are 
frequently  diagnosed  in  children)  and  hernia  has 
been  well  established  as  being  a coexistent  one. 
Coles^  has  raised  the  question  that  pure  hydroceles 
in  which  there  is  actual  elaboration  of  fluid  from 
a lining  membrane,  never  occurs  in  children,  and 
that  the  hydrocele  fluid  is  always  the  result  of  the 
hernial  communication  with  the  peritoneal  cavity. 
Furthermore,  he  states  that  the  “hydrocele”  is  cured 
invariably  by  simple  ligation  of  the  hernia  sac.  He 
feels,  as  do  most  pediatric  surgeons,  that  there  is 
invariably  a small  opening  often  unrecognized  which 
allows  peritoneal  fluid  to  seep  through  into  the 
lowermost  recesses  of  the  tunica  vaginads.  Cer- 
tainly, Larsen,^  Potts,'’  and  cthers^-^  have  emphasized 
repeatedly  the  invariable  finding  of  hernia  with 
alleged  hydrocele.  In  the  present  series  of  100  cases, 
approximately  25  were  seen  with  the  initial  complaint 
of  h}drocele,  and  in  every  case  a hernia  was  found 
in  conjunction  with  the  “hydrocele”  of  the  tunica 
vaginalis. 

Diagnosis 

The  presence  of  a hernia  or  “hydrocele”,  or  the 
history  from  reliable  parents  of  a transient  recurrent 
groin  mass,  often  associated  with  pain,  is  usually 
sufficient  for  the  diagnosis.  If  incarcerated,  the 
diagnosis  naturally  is  obvious.  In  the  non-incarcer- 
ated  hernia,  one  is  often  unable  to  demonstrate  the 
actual  hernia  sac  and  must  reh'  upon  the  ])arent's 
or  pediatrician’s  story,  plus  the  fact,  as  Ladd  and 
Gross^  have  pointed  out,  that  the  involved  side 
usually  shows  thickening  of  the  cord  at  the  pubic 

TRANSVERSE  INCISION 

I 
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spine  on  palpation.  A large  ring  alone  in  the  ab- 
sence of  history  or  findings  or  hernia  is  not  necessarily 
indicative  of  that  diagnosis. 

Treatment 

In  the  absence  of  commanding  contraindications, 
elective  herniorrhaphy  is  advised  on  all  infants  and 
children  with  inguinal  hernia  regardless  of  age.  If 
incarcerated,  only  the  gentlest  manipulation  is  at- 
tempted and  immediate  surger\-  is  carried  out  if 
judicious  taxis  fails  very  promptly  to  reduce  the 
intestine.  Certainly,  manipulation,  if  any,  must  be 
extremely  delicate.  In  tlie  event  that  reduction 
occurs  at  this  time,  operation  is  elected  for  the  near 
future  unless  the  bowel  has  Ijeen  protruded  for  a 
long  period  of  time.  In  this  instance  it  is  probably 
better  to  proceed  with  immediate  herniorrhaphy  de- 
spite the  disappearance  of  the  incarceration. 

Preoperative  Consiuer.vtions 

The  child  enters  tlie  hospital  the  afternoon  before 
surgery,  and  undergoes  the  usual  standard  routine 
preoperative  workujx  If  there  is  any  suggestion  of 
an  upper  respiratory  infection,  of  a rash  or  irrita- 
tion in  the  area  of  incision,  or  any  temperature 
elevation,  the  procedure  is  ])ostponed  until  a later 
date.  The  child  is  given  an  ajjpropriate  dose  of 
atropine,  one  hour  preoperatively. 

Operation 

The  anesthetic  is  always  ojien  drop  ether.  In  an 
oMer  child  an  induction  with  Vinethene  is  permis- 
sible and  makes  the  anesthetic  somewhat  more 
pleasant  for  the  child.  A minor  point,  but  one  that 
will  occasionally  prevent  scrotal  and  labial  burns, 

M.  EXT.  OBLIQUE  INCISED 


Fip.  I. — The  short  transverse  incision  made  in  the  distal  flexion  crease  of  the  abdomen  used  in 
infants  is  demonstrated,  as  well  as  the  longer  oblique  one  resei-ved  for  the  older  child.  On 
the  right,  the  incision  through  the  aponeurosis  of  the  external  oblique  with  preservation  of 
the  external  ring  is  shown. 
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is  the  use  of  non-irritating  antiseptics  in  preparing 
the  operative  field.  In  children  under  two  years  of 
age,  the  most  satisfactory  approach  has  been  found 
to  be  a short  one  to  one  and  one-half  inch  incision 
in  the  flexion  crease  located  over  the  lower  abdomen 
(Fig.  I).  This  transverse  incision  gives  excellent 
exposure  and  postoperatively  is  most  gratifying,  par- 
ticularly to  tlie  parents  because  of  the  minimal 
amount  of  scar  and  lessened  tendency  to  keloid 
formation.  For  the  older  child  in  whom  the  supra- 
pubic fat  pad  has  well  disappeared,  the  standard 
oblique  incision  running  from  the  pubic  spine  up- 
ward for  several  inches  is  employed.  It  is  possible 
in  most  cases  to  incise  the  ajxmeurosis  of  the  ex- 
ternal oblique  muscle  and  to  consummate  the  opera- 
tion quite  satisfactorily,  without  opening  the  external 
ring,  as  has  been  emphasized  by  Potts’'  (Fig.  I). 


identified.  The  sac,  which  is  of  variable  size,  is 
])icked  up  usually  on  the  antero-mesial  aspect  of  the 
cord,  gently  stripped  of  cremasteric  fibers,  and  open- 
ed (Fig.  II).  At  this  point  it  is  obvious  that  the 
cord  elements  are  cjuite  intimately  associated  with 
the  sac  wall,  rendering  dissection  often  times  dif- 
ficult and  hazardous.  In  the  more  adherent  cases 
it  may  greatly  facilitate  the  procedure  by  infiltrating 
saline  beneath  the  serosa,  as  shown  in  the  accom- 
panying illustration®  (Fig.  III).  After  transection 
of  the  sac,  the  upper  end  is  ligated  with  silk  or 
minute  catgut  and  allowed  to  retract.  At  no  time  is 
the  cord  elevated  and  handling  of  this  structure  is 
reduced  to  a minimum.  The  lower  end  of  the  sac 
may  be  completely,  and  usually  is,  ignored,  or,  if 
it  strips  up  easily,  removed.  In  those  cases  in  which 
there  is  a definite  extension  simulating  a true  hy- 


Fig.  II. — In  this  drawing  the  usual  position  of  the  sac  on  the  antero-mesial  aspect  of  the  cord 
is  shown.  The  small  ilio-inguinal  nerve  has  been  reflected  medially  and  the  external  inguinal 
ring  has  still  been  preserved. 


One  of  the  objectionable  features  in  herniorrhaphy 
in  children  in  the  past  has  been  the  fact  that  in  the 
reconstruction  of  the  external  ring  undue  constriction 
on  the  cord  was  made  with  resultant  testicular 
atrophy.  In  massive  hernias,  or  in  those  associated 
with  a large  collection  of  fluid  in  the  tunica  vaginalis, 
or  in  incarcerated  hernias,  it  may  be  necessary  to 
open  the  ring.  This  should  be  done  quite  carefully 
and  the  ilio-inguinal  nerve  preserved.  The  nerve 
is  quite  minute  in  infants  and  must  be  carefully 


drocele,  only  the  redundant  portions  are  excised,  the 
remainder  being  left  in  situ.  The  so-called  Bottle 
operation  is  never  done.  It  is  important  to  ligate 
all  active  bleeders  no  matter  how  small  they  may 
seem  in  an  attempt  to  eliminate  the  postoperative 
complication  of  hematoma  of  the  scrotum.  A few 
silk  sutures  are  placed  which  approximate  the  con- 
joined muscle  and  the  shelving  edge  of  the  inguinal 
ligament,  although  I am  not  at  all  sure  that  these 
are  necessary  (Fig.  IV).  The  British  omit  this  step, 
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Fig.  III. — This  demonstrates  the  maneuver  which  is  occasionally  helpful  in  elevating  the  delicate 
serosa  from  the  cord  structure  by  infiltration  of  saline  beneath  the  peritoneum  to  facilitate 
development  of  the  sac.  The  upper  e^id  will  subsequently  be  ligated  and  allowed  to  retract, 
and  the  lower  portion  of  the  sac  will  be  ignored. 


M.  INT, 


INGUINAL" 

LIGAMENT 


Fig.  IV. — The  sac  has  been  eliminated  and  several  fine  silk  sutures  have  been  placed  to  approxi- 
mate the  conjoined  muscle  to  the  shelving  edge  of  the  inguinal  ligament.  Many  surgeons 
omit  this  step. 


and  their  results  are  excellent.  The  aponeurosis  is 
then  closed  with  interrupted  fine  silk  and  the  same 
material  is  used  for  the  skin.  In  recent  years,  I 
have  been  employing  a subcuticular  stitch  to  approx- 
imate the  skin,  using  minute  eye  catgut  with  an 


attached,  extremely  fine,  cutting-edge  needle.  I'his 
eliminates  the  trying  procedure,  both  to  the  surgeon 
and  the  child,  of  suture  removal  later.  An  occlusive 
collodion  dressing  is  applied  directly  to  the  wound 
and  a standard  dressing,  using  narrow  adhesive  strips 
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placed  on  top  of  this.  The  latter  is  removed  at  the 
discretion  of  the  nurse,  in  case  it  becomes  saturated 
with  urine  or  contaminated  witli  feces.  The  average 
operating  time  for  each  hernia  is  appro.ximately 
fifteen  to  twenty  minutes.  The  question  of  bilateral 
simultaneous  herniorrbaphy  has  often  been  raised. 
In  adults,  particularly  older  ones,  it  may,  under  cer- 
tain circumstances,  be  felt  inadvisable  to  repair  two 
large  hernias  at  the  same  time  for  fear  of  weakening 
one  or  both  of  the  hernioplasties.  In  children,  this  ob- 
jection would  seem  to  be  invalid  because  the  patho- 
logical factor  is  that  of  congenital  sac  and  not  of 
parietal  weakness.  In  view  of  this,  if  the  child  is 
in  good  condition  and  withstands  the  first  side  with- 
out untoward  comiilication,  the  contralateral  hernia 
is  then  repaired  without  any  hesitation.  There  is  no 
field  in  surgeri-  in  which  gentle  technique,  adequate 
hemostasis,  the  use  of  extremely  small  suture  mate- 
rial, and  diligent  respect  for  tissue,  pays  off  higher 
dividends  than  in  pediatric  surgery  in  general  and 
in  hernia  surgery  in  particular.  In  the  incarcerated 
hernia,  after  the  bowel  has  been  carefully  inspected 
and  reduced,  the  same  basic  technique  is  carried 
out.  It  is  apt  to  be  somewhat  more  difficult  because 
of  associated  edema. 

POSTOPERATRE  CaRE 

Xo  restraints  whatsoever  are  placed  on  the  child’s 
physical  activities  following  surgery.  He  is  al- 
lowed to  resume  his  normal  pediatric  feedings  as 
soon  as  they  are  tolerated.  mild  sedative  to  con- 
trol restlessness  if  this  is  exorbitant,  is  used,  al- 
though most  patients  require  none.  The  outer  dress- 
ing is  changed  according  to  necessity,  and  the  nurses 
are  instructed  to  keep  the  infant  as  clean  as  possible. 
One  of  the  longer  acting  varieties  of  Penicillin  is 
usually  given  daily  during  the  period  of  hospitaliza- 
tion. The  patient  is  allowed  to  go  home  after  the 
second  postoperative  day.  The  sutures  are  removed 
in  the  office,  in  those  instances  in  which  non-ab- 
sorbable  ones  have  been  used,  on  approximately  the 
fifth  or  sixth  day.  The  parents  are  always  instructed 
before  operation  that  there  will  be  some  transient 
swelling  of  the  scrotum  on  the  involved  side.  This 
is  usually  minimal  and  clears  up  within  the  first 
few  weeks  postoperatively. 

Statistics 

100  consecutive  infant  and  child  inguinal  hernias 
involving  95  patients  have  been  reviewed.  The 
youngest  child  in  the  series  was  one  week  of  age  and 


the  oldest  was  twelve  years.  Four  simultaneous  bi- 
lateral berniorrhapbies  were  done.  One  child  re- 
turned nine  months  after  right-sided  herniorrhaphy 
with  a sac  on  the  left  side  which  was  subsequently 
repaired.  94%  of  the  herniorrhaphies  were  in  male 
children  which  corresponds  very  closely  with  other 
rejiorted  series.  75%  of  the  inguinal  hernias  re- 
paired were  on  the  right,  and  there  were  two  asso- 
ciated femoral  hernias,  both  of  these  occurring  in 
female  infants.  In  five  of  the  female  children 
operated  on  for  hernia,  there  were  sliding  components 
involving  the  tubes  and  ovaries.  most  significant 
fact,  and  one  wliich  lias  been  reported  by  other 
authors,  is  that  25%  of  the  hernias  were  operated 
ujion  in  the  face  of  incarceration.  This  is  a strong 
point  for  early  surgical  intervention.  Resection  was 
necessitated  in  only  one  case,  this  being  a three  weeks 
old  female,  and  demonstrates  the  relative  infrequency 
of  strangulating  obstructions  requiring  resection  in 
children.  One  factor  of  extreme  importance  is  that 
55%  of  the  incarcerated  hernias,  as  will  be  seen  by 
the  accompanying  graph,  were  in  infants  under  four 
years  of  age.  (Fig.  V).  44%  were  under  the  age  of 


Fig.  V. — This  graph  shows  the  extremely  high  incidence  of  in- 
carceration occurring  in  inguinal  hernias  in  the  first  few 
months  of  life,  and  corresponds  closely  with  other  reported 
series.  It  demonstrates  conclusively  the  importance  of  early 
operation  from  the  viewpoint  of  possible  incarceration  alone. 
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three  months.  No  attempt  was  made  to  investigate 
the  incidence  of  recurrence  because  of  tlie  relatively 
short  follow-up  jieriod  involved  in  most  of  them. 
From  the  literature,  it  is  quite  obvious  that  recur- 
rence is  extremely  rare  and  never  occurs  if  the  sac 
is  completely  eliminated.  There  was  no  mortality 
and  no  significant  wound  infection.  No  known  post- 
operative testicular  atrophy  has  occurred.  'I'here 
have  been  several  transient  scrotal  liematomas,  but 
these  have  disappeared  within  a short  period. 

Conclusions 

In  conclusion,  it  would  be  well  to  reiterate  that 
the  salient  features  of  the  inguinal  hernia  problem 
in  children  involves  two  major  concepts: 

1.  These  children  should  be  operated  upon  when 
the  diagnosis  is  made,  providing  there  is  no 
commanding  contraindication  to  surgery.  It 
is  no  longer  tenable  to  advise  procrastination 
and  delay  in  instituting  repair.  Both  the  im- 
mediate and  late  results  are  excellent. 

2.  At  the  time  of  operation  one  should  employ  a 
gentle  technique,  the  cord  should  be  trauma- 
tized as  little  as  possible,  fine  suture  material 
should  be  used,  and  as  little  dissection  as  pos- 


sible carried  out.  Adult  type  hernioplasty 
should  be  abandoned  under  these  circum- 
stances. A series  of  100  cases  has  been 
rejiorted. 
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A SIMPLE  PROCEDURE.  USEFUL  IN  THE  DIAGNOSIS 
AND  TREATMENT  OF  DISEASES  OF  THE  CHEST* 


Bash.  B.  Jones,  M.D., 
Richmond,  Virginia 


'Die  need  for  ;i  simple  |)roceclure  to  dislodge  secre- 
tions in  the  broncliiul  tubes  and  to  facilitate  their 
removal  was  brought  to  my  attention  in  1928.  d'be 
specific  problem  which  made  me  aware  of  this  need 
was  the  diagnosis,  with  the  aid  of  the  X-ray,  of  two 
cases  of  massive  atelectasis  in  children  who  had  had 
no  recent  operation,  d'he  atelectasis  followed  a l)ad 
accident  in  one  case,  and  the  other  was  an  ap])arent 
pneumonia  after  measles.  'I'he  recognition  of  ate- 
lectasis in  childhood  under  such  circumstances  at  that 
time  was  a new  experience  for  me,  and  it  stimulated 
me  to  further  study  and  later  to  make  a written 
report.^  Fortunately,  .'Several  very  enlightening  studies 
had  recently  Ireen  published.  Such  jjajrers  as  those 
by  Coryllos  and  Birnbaum,^  Coryllos,^  Ma.stics,  Sj)itt- 
ler  and  McNamee,**  Henderson,”  Scott,**  and  others, 
left' little  doubt  that  bronchial  l)lockage,  usually  by 
muco-purulent  secretions,  was  the  essential  factor  in 
the  etiolog}’  of  atelectasis  and  post-o])erative  jjneu- 
monia.  'Bhe  roles  played  by  such  contributing  factors 
as  posture,  restraint,  anesthetics,  sedatives,  shock, 
toxemia,  pain,  unconsciousness,  etc.,  in  hindering  the 
expulsion  of  resj)iratory  tract  secretions  then  became 
obvious.  \\’ith  this  understanding  there  also  came 
the  demand  to  devise  preventive  and  therajieutic 
measures  to  take  advantage  of  this  new  knowledge. 
Since  these  problems  were  recognized  in  the  surgical 
field,  the  discomfort  incident  to  a radical  change  in 
established  treatment  and  in  orthodox  thinking  fell 
primarily  on  the  surgeon.  Changes  in  sedation,  an- 
esthetics, and  in  post-operative  care,  such  as  carbon- 
dioxide  inhalation,  changing  position,  early  ambula- 
tion, bronchoscopic  suction  and  even  beating  on  the 
chest,  were  devised  and  used  with  advantage.  The 
medical  men,  including  the  pediatricans,  apparently 
accepted  the  explanation  for  atelectasis  and  post-op- 
erative pneumonia  at  face  value,  but  also  apparently 
continued  to  consider  these  conditions  as  respirator}' 
complications  of  surgery  and  not  related  etiologically 
to  the  commonly  accepted  types  of  respiratory  infec- 
tions. These  infections  generally  were  described  in 
the  text-books  of  medicine  with  divergent  but  aca- 
demic opinions  as  to  the  role  that  might  be  played 
by  bronchial  blockage.  Holt  and  Howland,  in  their 

*Read  at  the  meeting  of  the  Virginia  Pediatric  Society 

in  Williamsburg,  March  6,  1953. 


text-book  of  Pediatrics’  (1919),  while  discussing 
broncho-jjneumonia,  said:  “Much  has  been  said  in 
the  past  about  j)ulmonary  collajise  from  obstruction 
of  the  small  Ijronchi,  as  a condition  antecedent  to  this 
form  of  pulmonary  inflammation.  So  far  as  our 
observations  go  (jiost  mortem),  there  has  been  ad- 
duced but  little,  if  any,  evidence  that  this  is  the  rule, 
or,  indeed,  that  it  often  occurs.’’  There  certainly 
was  no  rush  to  change  tlie  jirevailing,  conservative 
and  s}'mptomatic  medical  treatment  after  the  path- 
ogenesis of  atelectasis  had  been  widely  publicized. 
Actually,  many  of  the  therapeutic  measures  then  in 
common  use  were  of  dubious  value,  and  some  of 
them,  e.g.,  the  insistence  on  quiet,  and  the  use  of 
sedatives  strong  enougli  to  allay  pain  and  cough, 
were  obviously  not  logical  if  bronchial  blockage  oc- 
curred frequently.  After  finding  the  two  cases  of 
atelectasis  in  my  practice,  and  after  studying  the  then 
recent  literature  pertaining  to  that  condition,  I came 
to  the  conclusion  that  bronchial  blockage  of  varying 
degree  and  duration  might  be  an  important  factor 
in  many  ])ulmonary  infections,  and  that,  if  this  were 
true,  a re-appraisal  of  treatment  was  in  order.  With 
this  thought  in  mind,  I decided  to  try  a simple  va- 
riation of  two  instinctive  procedures,  which  consisted 
of  a heavy  bi-manual  percussion  over  the  affected 
area  of  tlie  chest,  to  be  followed  by  a cough,  induced 
if  necessary  by  means  of  a tongue  depressor,  to  see 
what  would  happen.  I figured  that  this  combination 
would  first  dislodge  the  obstructing  secretions  and 
then  expel  them  from  the  bronchi.  I began  to  use 
this  procedure  almost  routinely  about  twenty-five 
years  ago  and  have  continued  to  use  it  with  increasing 
satisfaction  ever  since.  The  purpose  of  this  paper 
is  to  describe  this  jirocedure,  and  to  tell  how  it  has 
helped  in  treatment,  in  diagnosis,  and  in  visualizing 
conjecturally  the  disturbance  of  physiology  in  the 
individual  case. 

A brief  consideration  of  the  anatomy  and  physi- 
ology of  tlie  chest  and  its  viscera  should  serve  our 
purpose  here,  d'he  fairly  rigid  chest  wall  is  elevated 
by  the  muscles  attached  to  it,  the  intercostal  spaces 
are  widened  and  the  diaphragm  is  contracted  during 
inspiration.  These  changes  tend  to  enlarge  the  chest 
and  to  increase  the  negative  pressure  in  the  pleural 
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cavity.  4'he  negative  jiressure  in  turn  pulls  air 
through  the  tubes  and  into  the  lungs.  Expiration 
depends  on  both  the  relaxation  of  the  inspiratory 
group  of  muscles,  including  the  diaphragm,  and  on 
the  contraction  of  the  abdominal  muscles,  internal 
intercostals,  etc.,  j)lus  the  elasticity  of  the  lungs.  The 
lung  itself  structurally  resemldes  a bunch  of  grapes, 
the  bronchial  tubes  corresponding  to  the  stems  and 
the  alveoli  to  the  grapes.  In  the  walls  of  the  alveoli 
are  the  capillaries  where  the  interchange  of  gases 
l)etween  the  air  in  the  alveoli  and  the  blood  occurs. 
If  any  bronchus  is  completely  obstructed,  the  air  in 
the  alveoli  supplied  by  that  l)ronchus  is  absorbed — 
the  o.xygen,  about  20%,  going  first,  then  the  car- 
bon dioxide,  nitrogen,  etc.,  at  a slower  rate.  The  ab- 
sorption of  these  gases  ])roduces  a ])artial  vacuum  in 
the  affected  area,  and  this  dilates  the  local  capillaries 
and  pulls  on  the  secretions  in  the  bronchus  and  on 
the  surrounding  structures.  The  jiain  which  results 
causes  a voluntary  suppression  of  coughing  and  in- 
terferes with  sleep.  The  suction  from  the  negative 
pressure,  and  the  dilated  capillaries  also,  favor  a 
more  ra])id  absorption  of  toxins  and  bacteria  if  the 
block  is  caused  by  infection  and  exudate,  and  this 
increases  the  fever.  This  same  suction  also  might 
play  a determining  role  in  the  progression  of  the 
infection  by  drawing  infectious  material  deeper  into 
that  part  of  the  lung  dependent  on  the  blocked 
bronchus. 

If  the  bronchus  is  not  completely  blocked,  the 
lung  ti.ssue  dependent  on  the  partially  blocked 
bronchus  tends  to  distend.  This  occurs  because  the 
inspiratory  efforts  are  more  effective  than  the  ex- 
piratory in  getting  air  past  a valve-like  obstruction. 
The  trapped  air  probably  loses  most  of  its  oxygen 
and  increases  its  percentages  of  carbon  dioxide  and 
nitrogen.  Toxin  absorption  probably  is  impeded  in 
such  areas,  because  the  distention  in  the  affected  lung 
compresses  the  capillaries,  and  this  may  account  in 
part  for  the  lack  of  fever,  which  is  often  found  when 
this  type  of  pathology  predominates. 

Before  mentioning  specific  diseases  or  conditions 
whose  diagnosis  is  facilitated  by  heavy  percussion 
and  cough,  I think  I can  state  definitely,  from  twen- 
ty-five years  of  e.xperience,  that,  when  any  air  is 
left  in  the  lung  tissue  dependent  on  a bronchus 
blocked  by  secretions,  heavy  percussion  over  that 
area,  which  produces  a rapid  alternation  between 
negative  and  positive  pressure,  generally  will  dislodge 
the  obstruction  and  facilitate  the  entrance  of  air  to 


the  collapsed  lung  area.  Furthermore,  I can  say  that 
I have  never  seen  any  injury  result  from  this  simple 
operation.  Once  the  obstruction  is  moved,  even  slight- 
ly, air  may  begin  to  slip  by,  and  this  can  be  detected 
by  changes  in  the  physical  findings.  If  the  affected  area 
is  dull  from  exudate  in  the  alveoli,  a clearer  bronchial 
note  may  be  detected  after  the  heavy  jiercussion,  but 
no  startling  change  to  diagnostic  percussion  will 
be  noted.  If  the  originally  dull  area  becomes  more 
resonant,  rales  appear  or  Ijecome  coarser  and  the 
cough  Ijecomes  productive,  an  atelectatic  component 
can  be  surmised.  If  atelectasis  without  pneumonia  is 
j)resent,  the  abnormal  chest  findings  may  clear  almost 
completely  in  a few  minutes,  with  nearly  instan- 
taneous relief  of  pain  when  air  enters  the  collapsed 
lung,  the  resumjjtion  of  an  effective  cough,  and  a 
rapid  fall  in  temperature,  if  fever  had  been  present. 
If  pathology  is  present  and  no  change  results  from 
the  heavy  j:)ercussion  and  cough,  a more  serious  type 
of  trouble  is  suggested,  such  as  pleural  involvement, 
tuberculosis,  complete  lobar  consolidation,  a drowned 
lung  from  a foreign  body,  lung  abscess,  etc.,  and  fur- 
ther study  is  indicated. 

When  the  bronchus  is  not  completely  blocked,  air 
can  be  sucked  in,  but  unless  expiration  is  normally 
effective,  some  of  that  air  will  be  trapped  and  will 
distend  the  involved  alveoli.  The  resulting  emphy- 
sema can  be  detected  clinically  by  a hyper-resonance 
to  percussion,  which  extends  beyond  the  normal 
borders  of  the  lungs.  Associated  with  this  extended 
hyper-resonance  are  diminished  breath  sounds  and, 
generally,  wheezy  rales.  Bronchial  asthma  can  be 
considered  the  prototype  of  such  pathology.  Heavy 
percussion  over  emphysematous  areas  usually  pushes 
out  most  of  the  air  from  the  affected  lung  tissue  and 
flattens  that  area.  Subsequent  diagnostic  percussion 
then  reveals  a slight  dullness  in  place  of  the  hyper- 
resonance and  a shrinkage  of  up  to  two  or  three  inches 
of  the  affected  lung;  and  auscultation  reveals  louder 
breath  sounds  and  much  more  easily  heard  rales. 
While  the  lung  is  being  pumped  up  again,  and  this 
usually  occurs  within  a minute  or  more,  depending 
on  the  size  of  the  obstruction,  the  character  of  the 
rales  and  their  location  in  the  respiratory  cycle  can 
be  noted.  Opportunity  also  is  afforded  to  find  areas 
of  dullness  near  the  lung  roots  or  extending  out  from 
the  mediastinum  which  previously  might  have  been 
hidden  by  the  distended  lung,  e.g.,  certain  cases  with 
the  primary  complex  of  tuberculosis  where  there  is 
narrowing  of  a Imonchus  by  an  enlarged  lymph  node. 
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a more  accurate  determination  of  the  cardiac  area  of 
dullness,  etc.  Early  virus,  or  atypical,  pneumonia  is 
suggested  by  finding  one  or  more  areas  of  emphysema, 
with  slightly  diminished  breath  sounds,  and  slightly 
wheezy  rales  which  are  heard  more  distinctly  after 
lieavy  j)ercussion.  These  rales  do  not  clear  with 
cough.  Slightly  later  involvement  with  the  same 
disease  generally  will  be  revealed  by  finding  small 
patches  of  dullness  and  fine  rales  near  the  lung  roots 
which  do  not  clear  after  heavy  percussion  and  cougli 
but  rather  appear  to  be  more  easily  discerned. 

foreign  body  which  obstructs  a bronchus  may 
be  associated  with  edema  and  muco-purulent  secre- 
tions which  intermittently  occlude  bronchi  nearer  the 
lung  root  and  produce  i)artial  atelectasis,  diminished 
breath  sounds,  impaired  resonance  and  rales.  The 
heavy  percussion  and  induced  cough  may  dislodge 
these  secretions,  relieve  the  partial  atelectasis  above 
the  foreign  body  and  so  permit  the  detection  of  a 
sharjdy  demarcated  triangular  area  of  flatness  and 
markedly  diminished  breath  sounds.  With  the  help 
of  such  findings,  I recently  diagnosed  a foreign  body 
in  the  bronchus  of  a si.x-year  old  child  who,  when 
first  seen,  had  been  coughing  for  six  weeks  and  who 
denied  that  she  had  ever  aspirated  any  foreign  mate- 
rial. The  roentgenologist  and  a consultant  preferred 
the  diagnosis  of  pneumonia  and  the  postponement  of 
bronchoscopic  examination.  The  condition  in  her 
lung  failed  completely  to  respond  to  medical  treat- 
ment for  i)neumonia,  and  tuberculin  tests  were  neg- 
ative. Bronchoscoj)ic  suction  removed  small  pieces 
of  charred  tobacco  and  purulent  material.  The  same 
kind  of  physical  findings  on  a smaller  scale  later 
called  for  a second  bronchoscopic  suction,  which 
produced  some  more  tobacco  particles  and  greatly 
improved  the  condition  of  her  lung. 

The  chief  role  of  heavy  percussion  and  induced 
cough  for  treatment  obviously  is  to  dislodge  secre- 
tions which  are  blocking  the  bronchi  and  to  get  these 
secretions  out  of  the  tubes  when  the  patient’s  own 
efforts  have  not  been  effective  because  of  pain,  tox- 
emia, posture,  drowziness,  etc.  Under  these  cir- 
cumstances, the  improvement  which  results  is  often 
quite  obvious.  For  conditions  such  as  asthma  and 


early  virus  pneumonia,  where  the  partial  ob.struction 
is  largely  due  to  pathology  which  narrows  the  lumen 
of  the  bronchus,  stale  air  in  the  emphysematous  lung 
usually  can  be  pushed  out  easily  by  heav}^  percussion 
but  any  relief  from  the  change  of  air  is  temporary. 
Nevertheless,  I have  treated  children,  ill  with  asthma, 
who  demanded  the  repetition  of  the  heavy  percussion 
for  most  of  the  night,  apparently  because  they  ob- 
tained some  much  needed  relief. 

Summary  and  Conclusion 

A simple  and  safe  procedure,  namely,  heavy  bi- 
manual percussion  of  the  chest  and  induced  cough, 
which  has  been  used  for  the  past  twenty-five  years, 
has  been  described. 

The  pathogenesis  of  atelectasis  and  of  emphysema 
and  the  changes  which  result  from  these  conditions 
have  been  reviewed  because  they  furnish  the  rationale 
for  this  procedure. 

For  the  patient,  the  changes  which  often  result 
from  heavy  percussion  of  the  chest  and  induced 
cough  may  be  of  definite  benefit  as  treatment.  For  the 
physician,  either  the  change  or  lack  of  change  in 
physical  findings  provide  additional  help  in  diag- 
nosis. 
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AN  OPERATIVE  PROCEDURE  FOR  CORRECTION  OF  THE 
UNSHAPELY  DETRACTIVE  NOSE 


^^’JI.  Lawrence  Gatewood,  M.D.,* 

Richmond,  Virginia 


It  can  he  said  without  over-statement  that  the  cor- 
rection of  the  disfigured  nose  can  change  for  the  better 
the  entire  life  situation  of  the  individual. 

Today,  people  know  too  much  about  the  wounds 
of  social  suffering  to  ignore  the  mental  anguish  that 
is  frequently  precipitated  by  a detractive  nose.  Those 
who  are  afflicted  with  an  unsightly  appearance,  such 
as  an  unshapel}’  nose  will  so  often  give,  are  always 
conscious  of  the  handicap,  and  they  possess  a deep 
and  genuine  desire  to  have  something  done  about  it. 

Unfortunately,  because  of  the  lack  of  proper  in- 
terest on  the  part  of  the  medical  profession,  these 
patients  too  often  do  not  receive  the  scTnpathetic  ad- 
vice that  they  are  entitled  to,  and  they  continue 
through  life  suffering  the  social  and  economic  dis- 
advantages which  deprive  them  of  a full  and  useful 
existence. 

For  those  who  are  mentally  alert,  the  task  of  living 
with  the  deformity  is  most  difficult,  and  in  many 
cases  the  psychological  adjustment  is  not  possible, 
due  to  a consciousness  of  the  disfigurement. 

These  people  have  a right  to  expect  that  something 
can  be  done  to  improve  their  lot  in  life,  and  they 
should  not  be  discouraged  in  their  search  for  a means 
of  bettering  their  outlook. 

It  would  be  a study  in  buoyancy  if  the  medical  pro- 
fession as  a whole  could  witness  the  activities  of  these 
patients  subsequent  to  the  correction  of  their  dis- 
figured noses.  Almost  without  exception  the  patient 
promptly  becomes  able  to  cope  with  all  the  normal 
currents  of  his  existence.  So  to  speak,  they  take  a 
new  lease  on  life. 

After  careful  examination  of  the  external  nose  and 
the  determination  of  the  presence  or  absence  of  any 
complicating  features  within  the  nose,  the  surgeon 
should  be  able  to  impart  to  the  patient  a fairly  sat- 
isfactory conception  of  what  changes  he  deems  nec- 
essary to  effect  the  required  correction.  He  should 
take  into  consideration  the  preconceived  ideas  of  the 
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patient  and  explain  to  him  in  simple  terms  the  pres- 
ence of  any  anatomic  or  functional  almormalitv 
which  exists. 

Most  intelligent  patients  can  be  made  to  under- 
stand that  each  case  presents  a particular  problem, 
and  that  the  surgeon  must  be  guided  by  his  own 
judgment  and  b}-  any  limitations  which  may  exist  on 
account  of  anatomic  abnormalities.  There  are  some 
patients,  however,  who  make  unreasonable  demands, 
which  in  the  opinion  of  the  operating  surgeon  can- 
not be  met,  and  such  patients  should  not  be  en- 
couraged to  have  the  operation.  In  other  words, 
when  the  doctor  and  the  patient  cannot  agree  on 
common  ground  and  the  jiatient  made  to  understand 
that  there  are  possibilities  for  improvement,  but  limi- 
tations to  perfection,  that  patient  should  be  tactfudy 
advised  not  to  undergo  the  operation. 

Before  undertaking  this  type  of  surgery  one  should 
exercise  every  care  in  the  recognition  and  elimination 
of  all  skin  lesions,  such  as  rhinophyma  and  its  ]3re- 
cursor  acne  rosacea,  lupus,  etc.,  if  a satisfactory 
result  is  to  be  anticipated.  The  surgeon  should  also 
be  on  the  alert  for  those  jiatients  whose  nasal  skin 
j)resents  large  pores  filled  with  sebaceous  matter  and 
those  that  have  minor  acneiform  conditions  and 
telangiectasis. 

Corrective  rhinoplasty  essentiall}'  involves  the  re- 
shaping of  the  osteocartilaginous  structures  of  the 
nose.  This  permits  the  over-lying  skin  previously 
undennined  to  adjust  itself  and  to  re-attach  to  the 
remodeled  framework  beneath.  Large-pored  skin  is 
less  easily  adjusted  because  of  its  excessive  thickness, 
and  therefore  does  not  accommodate  itself  smoothly 
to  the  reconstructed  bone  and  cartilage  which  lies 
beneath.  Patients  with  skin  lesions  of  any  descrip- 
tion should  receive  proper  pre-operative  care  to  ])re- 
clude  the  possibility  of  post-operative  infection. 

The  operation  herewith  described  is  one  in  which 
the  writer  features  the  chisel  as  a substitute  for  the 
saw,  and,  in  so  doing,  conserves  time  and  effort  and 
reduces  to  a minimum  some  of  the  problems  not  too 
infrequently  encountered  in  doing  this  tyjx?  of  sur- 
gery. The  technic  presented  is  not  difficult  of  ac- 
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complishmcnt,  and  the  results  are  usually  satisfying 
to  both  the  j)atient  and  the  surgeon. 

Only  a brief  outline  of  te.\t  is  necessary  to  make 
clear  the  fundamentals  of  the  oyierative  jirocedure,  as 
the  accompan}ing  illustrations  should  adequately 
serve  to  clarify  the  technic  described. 


Operation 

The  nostril  is  retracted  and  an  incision  is  made 
in  the  aponeurosis  situated  between  the  suj)erior  and 
inferior  lateral  cartilages.  The  incision  is  extended 
inward,  forward  and  downward,  dividing  the  car- 
tilaginous septum  from  the  columella  (Fig.  I).  A 
small  curved  ISIayo  scissors  is  introduced  in  the  mid 
yiortion  of  that  part  of  the  incision  which  divides 
the  superior  and  inferior  lateral  cartilages,  and  with 
this  instrument  the  over-lying  skin  is  detached  from 
the  under-lying  cartilages.  This  will  facilitate  mo- 
bilization of  the  tip  region  (Fig.  2).  .A.fter  having 
elevated  the  perichondrium  and  periosteum  in  the 
lateral  and  dorsal  regions,  the  convexity  of  the  dor- 
sum is  excised  with  a chisel.  This  reduces  the 
height  of  the  bridge  (Fig.  3).  To  shorten  the  nose 
the  elongated  nasal  septum  is  trimmed  at  its  lower 
border  with  scissors  or  a knife,  and  the  excess  nasal 
spine,  when  present,  is  eliminated  with  a chisel  (Fig. 
4).  The  superior  lateral  cartilage  is  severed  from 
the  nasal  septum  and  a segment  of  the  cartilage,  tri- 
angular in  shape,  is  removed  to  permit  narrowing 
and  slight  shortening  of  the  nose  in  this  region 
(Fig.  5). 

Using  scissors,  the  inferior  lateral  cartilage  is 
made  smaller  and  shaped  to  reduce  the  size  of  the 
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tip  (Fig.  6).  A strong  chisel  is  phiced  in  the  ves- 
tibule of  the  nose  lateral  to  the  floor  where  the  chisel 
is  made  to  engage  the  nasal  process  of  the  maxilla. 
From  this  position  the  chisel  is  driven  to  the  naso- 


frontal suture  line.  This  .severs  the  bone  at  the 
nasofacial  angle.  'Fh.e  external  nasal  walls  can  now 
he  {pressed  medially,  and  this  maneuver  will  result 
in  a narrower  nose  at  its  base  (Fig.  7).  A splint 
is  applied  to  immobilize  the  reconstructed  parts  (Pig. 
8). 

The  outline  of  the  technic  here  shown  involves 
mainly  one  side  of  the  nose.  Obviously,  it  is  nec- 
essar}-  to  rejieat  this  same  technic  on  the  companion 
side.  Meticulous  care  should  be  observed  to  make 


certain  that  each  reconstructed  part  is  surgically  and 
artistically  good  before  applying  the  cast  for  the 
purpose  of  immobilizing  the  reassembled  .structures. 

The  accompan}ing  j)hotograjjhs  show  how  pro- 
nounced can  be  the  imjirovement  in  appearance  of 
the  entire  face  following  this  type  of  surgery. 
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Photograph  A.  Profile  view  showing  large  un- 
shapely nose.  This  is  a common  type  of  facial 
disfigurement  which  is  entirely  due  to  the  malformed 
nose.  Note  the  good  appearance  of  other  features  of 
face. 

Photograph  B.  The  heavy  coarse  appearance  of 
all  the  features  of  the  face  shown  in  preoperative 
view  (photograph  A)  and  due  entirely  to  the  dis- 
figured no.se,  no  longer  exists  following  the  correc- 
tion. 


Photograph  C.  Showing  full  view  of  same  pa- 
tient. Note  the  wide  spread  and  excessive  length  of 
nose  and  how  it  detracts  from  the  otlier  good  features 
of  the  face. 

Photograph  D.  The  nose  in  this  postoperative  view 
is  in  harmony  with  the  remaining  features.  Compare 
this  with  photograph  C and  witness  tlie  more  youth- 
ful and  alert  exj^ression. 
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CANCER  DETECTION- 


George  Z.  Williams,  M.D., 

Department  of  Oncology, 
Medical  College  of  Virginia, 
Richmond,  Virginia 


The  niajoritx’  of  patients  seekintj;  medical  attention 
suffer  minor  illnesses  which  are  self-limited  or  may 
be  readily  cured  or  corrected.  Pul)lic  Health,  health 
education,  chemotherapeutic  drugs  and  antibiotics 
have  all  but  eliminated  man}'  formerly  serious  in- 
fections and  hazards  of  surgery  and  accidental  in- 
jury. Medicine  has  thus  remarkably  reduced  the 
suffering,  disability  and  death  from  many  disea.ses 
and  enabled  a great  many  more  i>eople  to  live  past 
45  years.  In  our  nation  alone,  the  population  of 
45  and  older  has  tripled  in  the  past  fifty  years  and 
is  rapidly  growing.  Whether  we  like  it  or  not,  em- 
phasis in  medical  practice  has  been  forced  from  the 
infections  of  the  young  to  the  infirmities  of  the  old. 
Cardiovascular  degenerations  and  cancer  not  only 
lead  the  causes  of  death  today,  but  are  rapidly  gain- 
ing in  importance.  In  spite  of  great  strides  forward 
in  cancer  research,  the  practice  of  cancer  medicine 
lags  far  behind,  and  so  it  maims,  delnlitates,  and 
kills  largely  due  to  its  insidious  onset,  silent  early 
phase  of  growth,  and  late  diagnosis.  Cancer  is 
chronic,  causes  prolonged  suffering  and  is  ruthless 
in  its  course.  Cancer  is  very  e.xjiensive. 

There  is  an  alarming  increase  in  oc'currence  of 
cancer  which  is  absolute,  over  and  above  all  that  is 
accounted  for  by  better  diagnosis  and  increasing  older 
population.  Cancer  of  the  lung  has  tripled  in  oc- 
currence during  the  last  several  decades.  The  bio- 
statisticians calculate  that  if  we  all  live  to  reach  125 
}ears,  each  will  be  victim  of  some  t}’pe  of  cancer. 

Although  rare  in  childhood,  cancer  kills  more 
children  than  poliomyelitis  or  measles  or  pneumonia. 
Cancer  of  the  stomach  and  colon  kills  more  men 
than  war. 

The  importance  of  cancer  in  medicine  is  rapidly 
growing  and  demands  more  constant  attention,  greater 
effort  and  continuous  vigilance  not  only  by  tlie  pub- 
lic, but  by  us  in  the  profession. 

The  Problem 

Cancer,  particularly  visceral,  is  silent.  There  are 
no  real  signs  or  symptoms  of  early  cancer.  Cure  is 
hopeless  after  remote  metastases  have  occurred. 

*Read  at  the  annual  meeting  of  The  Medical  Society  of 
Virginia  in  Richmond,  September  28-October  1,  1952. 


Metastasis  too  often  exists  at  our  first  contact  with 
the  jxitient.  Cancer  eati  be  cured  but  recjuires  early 
diag}20sis  liefore  metastasis  or  local  extension.  The 
only  answer  to  improved  cancer  control  is  the  phy- 
sician's alertness  to  the  prolfiem  of  early  diagnosis 
and  education  of  the  jiuldic  to  the  necessity  of 
periodic  exaini)iation  for  suspicious  evidence  of 
tumor  after  age  40.  In  no  other  way  can  we  reduce 
suffering  and  death  by  prompt  adequate  surgery  or 
irradiation.  Much  can  Ije  done  to  Ijetter  combat 
this  growing  menace  by  wide  ajiplication  of  what 
we  already  know. 

Pk.xc'tical  Aspects  of  Cancer  Detection 

Complete  jihysical  examination  of  the  entire  pop- 
ulation in  an}'  community  every  six  months  is  ol)- 
viously  impossible.  There  are  too  few  doctors  and 
too  many  people.  For  the  Richmond  area  such  an 
effort  would  require  the  full  energy  and  time  of  60 
physicians,  and  for  Virginia,  520,  not  including 
x-ray,  lalioratory  and  consultant  services.  Such  a 
complete  survey  of  persons  of  all  ages  would  be  ])os- 
sible  only  if  there  existed  a reliable,  easily  ajiplied 
Idood  or  urine  test  for  cancer.  There  is  no  such 
specific  cancer  test.  It  is  extremely  doubtful  that  one 
ever  can  be  develcped.  Cancer  is  variable  and  jiro- 
tean.  It  is  a Ijiological  state.  It  is  composed  of 
cells  which  are  metabolically  practically  normal. 
'Phe  small  group  of  cancer  cells  in  a beginning  malig- 
nant focus  could  not  possibly  j)roduce  enough  ab- 
normal chemical  to  Ije  found  when  diluted  with  the 
overwhelming  quantities  of  Ijlocd,  l}'mph,  and  tissue 
fluids.  However,  a few  tests  are  indicative  of  certain 
limited  manifestations  of  several  specific  late  neo- 
])lasms,  such  as  elevated  blood  acid  phosphatase  in 
metastasized  prostatic  malignancy.  The  only  re- 
liable lalioratory  proof  of  cancer  is  revealed  by  the 
biopsy  and  careful  microscojiic  examination. 

However,  we  may  take  advantage  of  the  charac- 
teristic habit  of  cancer,  namely,  its  relatively  high 
occurrence  in  persons  over  40  }'ears  of  age  and  pre- 
dominance in  certain  organs — the  breast,  uterus, 
bowel,  stomach,  lung,  and  skin.  Eighty  per  cent 
or  more  occurs  in  these  sites  in  victims  past  middle 
age.  Therefore,  each  of  us  can  contribute  signifi- 
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cantly  to  cancer  control  by  periodic  survey  of  our 
share  of  this  smaller  segment  of  the  pojiulation. 
Distribution  of  this  group  among  the  local  prac- 
ticing physicians  further  lightens  the  individual 
doctor’s  load  of  examinations.  A very  important 
advantage  of  examination  by  the  family  doctor  is 
his  familiarity  with  the  patient’s  medical,  emotional, 
and  social  background — a sound  basis  for  guidance 
in  interj)reting  symptoms,  not  available  to  the  strange 
clinic  physician. 

The  feasibility  of  cancer  detection  by  community 
physicians  has  been  demonstrated  adequately  during 
the  past  seven  years  by  physicians  conducting  cancer 
detection  examinations  in  their  private  offices  in  a 
cooperative  plan  organized  l)y  several  medical  so- 
cieties. \'ery  encouraging  results  liave  l)een  reported 
from  the  Hillsdale  County  Medical  Society,  Michi- 
gan, and  the  Lorraine  County  Medical  Society,  Ohio. 
From  Lorraine,  Dr.  A.  C.  Siddall  ( J..\.iM..A..  V.145, 
p.  314,  1951)  reports  that  the  cooperating  ])hysicians 
found  13  cancers  in  950  “well”  women  and  during 
the  same  period,  13  other  malignant  tumors  were 
discovered  in  patients  during  routine  visits  for  other 
maladies.  This  undoubtedly  indicates  the  physi- 
cian’s increased  alertne.ss  to  the  possibility  of  cancer, 
perhaps  largely  stimulated  by  the  examination  pro- 
gram. No  less  important,  255  of  these  women  pos- 
sessed other  conditions  requiring  medical  attention. 
The  Connecticut  State  ^ledical  Society  in  cooi>eration 
with  the  Connecticut  Cancer  Society  has  recently 
established  a program  for  cancer  detection  exam- 
inations in  doctor’s  offices.  Any  citizen  of  the  state 
may  call  the  County  Medical  Society  office  or  any 
cancer  society  information  center  in  Connecticut  and 
obtain  a list  of  physicians  in  his  community  who 
have  agreed  to  participate  in  this  valualde  project. 
.\11  members  of  the  State  Medical  Society  were  in- 
vited to  be  included  on  these  lists  of  participating 
physicians.  Leaflets  describing  this  program  are 
distributed  throughout  the  state,  and  persons  desir- 
ing the  examination  are  urged  to  make  appointments 
with  their  own  physicians  at  hours  least  likely  to 
distort)  their  regular  office  routine. 

In  our  own  Commonwealth  a similar  program  was 
started  by  the  Richmond  Academy  of  General  Prac- 
tice in  cooperation  with  the  Richmond  Chapter  of 
the  .American  Cancer  Society  about  two  years  ago. 
It  has  been  found  that  the  history  and  physical  ex- 
amination need  not  be  unduly  time-consuming  if 


routines  of  most  fruitful  procedures  are  established. 
A brief  but  accurate  record  (always  made  at  time 
of  examination)  is  essential,  and  is  required  by  the 
.American  College  of  Surgeons  in  their  approved  can- 
cer detection  procedure.  It  also  aids  the  physician  in 
establishing  reliable  and  time-saving  habits  of  ex- 
amination and  helps  avoid  oversight  of  an  important 
organ.  In  order  to  conserve  effort  and  yet  include 
the  group  in  which  cancer  is  most  likely  to  occur, 
the  following  plan  is  suggested:  All  women  of  35 
years  or  older  should  be  subjected  to  careful  exam- 
ination of  the  breasts,  cervix  and  lungs.  If  45  or 
over,  the  uterine  fundus,  stomach,  lower  bowel,  and 
skin  (including  mouth  and  tongue)  must  be  included. 
Men  of  45  }ears  are  entitled  to  a survey  of  the 
stomach,  lower  bowel,  lung  and  te.stes.  If  55  or 
older,  they  should  be  searched  also  for  abnormalties 
of  the  skin  and  pro.state. 

Obviously,  any  suspicious  symptom,  such  as  recent 
persistent  indigestion  or  belching,  blood  in  the  stools, 
intermenstrual  or  })ost-menopausal  spotting,  persist- 
ent ulcers  or  lumps  anywhere,  and  persistent 
cough  or  hoarseness  should  be  run  down  to  a 
proven  diagnosis.  Definite  symptoms  or  signs  of 
cancer  almost  invarial)ly  mean  advanced  disease. 
Early  cancer  is  detected  when  we  follow  through  and 
determine  the  cause  of  slight  signs  which  produce 
only  suspicion  that  troul)le  is  in  the  making.  A 
suggested  routine  for  examination  including  the  most 
frequent  suspicious  signs  and  needed  equipment  is 
presented : Each  j)hysician  is  provided  with  helpful 
forms  on  which  to  quickly  check  his  findings. 

Eor  women  35  years  or  over  indicate  negative  items 
“O”  and  nature,  size,  etc.,  if  positive. 

Skin  : 

Scaling  patches 

Indurations 

Subcutaneous  tumors 

Ulcers 

Moles 

Signs  of  irritation,  ulceration,  recent  growth, 
(especially  on  soles  of  feet,  palms  of  hands  and 
oral  mucosa  and  vulva). 

Mouth,  Lips  and  Tongue; 

Luekoplakia 

Induration 

Ulceration 

Lungs: 

Unusual  cough 

Blood  streaked  sputum 

Dullness  or  change  of  breath  sounds; 

Location : 
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Stomach: 

Indigestion  (especially  if  recent  onset) 

Epigastric  mass 
Tenderness 

Liver  size  and  character 
Colon  and  Rectum: 

Blood  in  stool red ; black. 

Palpable  masses,  lower  abdomen. 

Recent  change  in  bowel  habits 
Hemorrhoids,  fissues  or  other  lesions 
Rectal  examination 
Lymph  Nodes: 

Enlargement 

Consistency 

Location 

Breasts; 

Palpable  tumor 
Ulceration  of  skin 

Axillary  lymph  nodes, right; left. 

Size:  Consistency: 

Cervix  and  Uterus: 

Bleeding  or  spotting 
Inspection  of  cervix; 

Erosion,  ulceration,  growths 
Bimanual  palpation  of  uterus,  adnexae 
Inguinal  lymph  nodes 

For  men  the  examination  form  is  similar  except 
that  instead  of  breasts,  cervix,  and  uterus,  the  genito- 
urinary organs  are  included : 

Prostate:  (If  patient  is  50  years  or  over.) 

Size  and  consistency: 

History  of  urinary  difficulty: 

Testes:  Size  and  uniformity: 

For  patients  of  low  income  who,  in  your  opinion, 
are  entitled  to  free  service  and  cannot  afford  mod- 
erate consultation  fees  for  the  additional  studies 
indicated  by  your  examination,  the  diagnostic  facili- 
ties of  a Tumor  Clinic  should  be  available.  In  such 
instances,  the  patient  could  be  referred  to  the  clinic 
by  appointment  and  the  tests  desired  should  be 
clearly  indicated  on  a check  list  as  suggested  below. 
.\11  test  results  obtained  by  the  clinic  should  be 
reported  directly  and  promptly  to  the  examining 
physician. 

Skin;  Biopsy,  tissue  section  and  report — check  location  of 
lesion.  (Skin,  lip,  mouth,  tongue) 

General:  Blood  count,  examination  blood  smear. 
Lungs:  X-ray  chest 

Bronchoscopic  with  Papanicolaou  smear  of  secre- 
tions. 


Gastric:  Gastric  analysis  with  examination  for  cancer 
cells.  Gastric  x-ray. 

Rectum  : Sigmoidoscopic  examination  with  biopsy  of  lesion. 
Lymph  Node:  Biopsy 

Gyn  : Cervical  Papanicolaou  smear  and  biopsy 
Breast;  Cytology  of  nipple  secretion 
G.U.:  Prostatic  smear  for  cancer  cells 
Blood  acid  phosphatase 
X-ray  of  pelvic  bones 

We  must  constantly  remind  ourselves  of  several 
important  observations : 

.\11  carcinomas  of  the  cervix  can  be  .seen  early 
by  use  of  the  vaginal  speculum.  Small  breast 
lumps  are  easily  palpated ; any  one  may  be  cancer ! 

Seventy  per  cent  of  all  malignant  lesions  of  the 
colon  and  rectum  are  within  reach  of  the  examin- 
ing finger  or  are  visible  through  the  sigmoido- 
scope. Digital  rectal  examination  can  detect  ninet}' 
per  cent  of  prostate  cancers — the  index  finger  is 
still  the  most  useful  tool  in  the  diagnosis  of  early 
prostate  cancer. 

One  chest  x-ray  per  year  is  excellent  and  cheap 
insurance  for  every  man  and  woman. 

Follow  through  when  suspicious  evidence  is 
present — don't  wait,  don't  guess;  it  may  mean 
cancer ! 

The  experience  of  others  demonstrates  that  we 
will  find  some  cancer.  .A.re  we  wasting  our  time  and 
the  patient’s  money  if  we  find  no  cancer?  Philo- 
sophically, we  may  answer  that  the  labor  of  a thou- 
sand examinations  is  well  spent  if  one  life  is  saved 
by  discovery  of  an  early  operable  malignancy.  How- 
ever, equally  important  is  the  preventive  aspect.  Not 
infrequently  conditions  are  discovered  which  may  be 
precancerous  or  may  later  lead  to  cancer  through 
continued  irritation.  These  may  be  corrected.  The 
non-malignant  rectal  polyp  is  an  example.  Fur- 
thermore, it  is  common  experience  in  detection  pro- 
grams that  abnormal  conditions  not  related  to  neo- 
plasia, but  needing  medical  attention,  are  found  in 
fifty  to  sixty  per  cent  of  so-called  “well”  individuals. 

IMay  I recommend  to  you  this  highly  worthwhile 
program  and  urge  that  each  of  us  actively  cooperates 
under  the  guidance  of  our  medical  societies  and 
participates  not  only  in  this  important  service  of 
cancer  control,  but  also  in  the  contribution  it  makes 
to  the  general  health  of  our  communities  and  reduc- 
tion of  morbiditv  due  to  all  the  chronic  diseases. 
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MULTILOCULAR  CYST  OF  THE  KIDNEY  WITH 
MALIGNANT  CHANGES 


Cyril  I.  Sease,  Jr.,  M.D., 

Harrisonburg,  Virginia 


Cystic  disease  of  the  kidney  appears  to  be  more 
frequent  than  texts  would  lead  us  to  believe,  es- 
pecially if  the  volume  of  literature  concerning  this 
subject  is  in  any  way  related  to  its  incidence.  The 
number  of  reported  cases  of  renal  cysts  associated 
with  malignancy  is  relatively  few;  however,  their 
incidence  is  frequent  enough  to  demand  serious 
consideration  in  every  case.  This  is  the  report  of 
a case  of  cystic  disease  of  the  kidney  associated 
with  malignant  changes. 

The  classification  of  renal  cysts  varies  and  there 
is  no  one  universal  classification.  The  basic  criteria 
for  classifying  multilocular  cysts  is  that  reported 
by  Truett  H.  Frazier,  i.e.,  two  or  more  chambers 
to  one  cyst,  the  separating  walls  of  which  are  com- 
plete and  the  overall  arrangement  of  which  is  dis- 
similar grossly  at  least  to  congenital  polycystic  kid- 
ney disease,  solitary  renal  cysts  and  multiple  cystic 
disease  of  the  kidney.  It  is  interesting  to  note  that 
in  none  of  the  reported  cases  of  multilocular  cysts 
of  the  kidney  was  the  diagnosis  made  preop>eratively. 

The  incidence  of  solitary  renal  cysts,  associated 
with  malignancy,  as  reported  by  Rolnick,  is  8%. 
Walsh  reports  an  incidence  of  7%  malignancy  in 
over  500  cases  in  the  literature  of  renal  cysts  and 
also  an  additional  17  personal  cases  of  renal  cysts 
to  be  associated  with  malignancy.  Whitmore,  in 
1936,  reported  a series  of  42  cases  of  hemorrhagic 
cysts,  of  which,  in  13,  malignancy  was  present. 
Hepler  has  reported  an  incidence  of  37  cases  of 
malignancy  in  249  cases  of  renal  cysts.  Lowsley 
and  Curtis  encountered  one  case  of  hyp>ernephroma 
and  one  case  of  papillary  carcinoma  in  their  series 
of  19  cases  of  serous  cysts  of  the  kidney.  Braasch 
and  Hendrick  encountered  11  cases  of  malignancy 
in  163  cases  of  renal  cysts.  The  incidence  of  malig- 
nancy is  higher  in  cysts  which  contain  hemorrhagic 
fluid.  It  is  reported  that  one-fourth  of  these  cysts 
are  associated  with  malignancy.  The  following 
types  of  tumors  have  been  found  in  connection  with 
renal  cysts:  Adenocarcinoma,  carcinoma,  sarcoma, 

*Read  before  the  Mid-Atlantic  Section  of  the  American 
Urological  Association  in  Roanoke,  Va.,  March  12,  1953. 


Wilm’s  tumor,  hemangioma,  hypernephroma,  papil- 
lary cyst  adenoma. 

The  differential  diagnosis  of  renal  cyst  and  renal 
tumor  is  difficult,  so  that,  in  a large  number  of 
cases  involving  renal  masses  and  space  displacing 
lesions,  the  diagnosis  can  only  be  made  definitely 
by  surgical  exploration.  Considerable  literature  has 
appeared  concerning  the  differential  diagnosis  of 
renal  tumors  and  cysts,  and  the  majority  of  writers 
are  of  the  opinion  as  that  of  the  author  quoted  below. 
One  recent  pajier  concerning  this  subject  is  by 
Prather,  who,  upon  completing  his  study,  is  quoted 
as  follows:  “However,  infallible  guides  for  a con- 
sistently correct  diagnosis  without  surgical  explora- 
tion were  not  a resultant  of  this  study”.  It  would 
seem  that  there  are  only  two  methods  for  absolutely 
diagnosing  renal  cysts:  1.  Surgical  exploration;  2. 
Diagnostically  tapping  the  cyst  and  injecting  the 
latter  with  opaque  solution,  as  reported  by  Doctors 
Ainsworth  and  Vest. 

Case  Report 

Present  Illness:  On  November  16,  1951,  a white 
male,  Mr.  R.K.C.,  age  56,  was  admitted  to  Rocking- 
ham Memorial  Hospital  because  of  a visible  mass 
in  his  left  abdomen.  No  history  was  obtained  of 
any  weight  loss,  change  in  appetite  or  bowel  habits. 
There  was  no  history  obtained  of  any  urinary  symp- 
toms. The  patient  stated,  upon  admission,  that 
he  was  incognizant  of  any  difficulty  until  several 
days  prior  to  admission  when  his  local  physician, 
upon  routine  physical  examination,  discovered  an 
abdominal  mass.  His  past  history  was  negative, 
there  being  no  change  in  his  general  health. 

Family  history  revealed  that  he  had  one  son  who 
died  at  the  age  of  seven — cause  of  death,  brain 
tumor. 

Physical  examination  on  admission  was  negative 
with  the  exception  of  the  following  findings:  Inspec- 
tion revealed  a mass  in  the  left  upper  quadrant  of 
the  abdomen  which  extended  into  the  left  flank. 
On  palpation,  a firm,  non-tender,  movable,  slightly 
irregular  mass  was  found  extending  from  the  left 
costal  margin  downward  to  the  level  of  the  crest 
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of  the  ilium.  The  mass  extended  medially  into  the 
epigastrium  and  laterally  into  the  left  flank  and 
was  approximately  20  c.m.  in  diameter. 

Laboratory  examinations,  consisting  of  urinalysis, 
complete  blood  count,  blood  serology,  N.P.N.,  blood 
sugar,  were  within  normal  limits. 

Cystoscopy  retrograde  pyelograms  were  done,  re- 
vealing the  right  kidney  to  be  normal  and  there 
was  no  deformity  of  the  calyces  or  obstruction  of  the 


the  impression  that  the  descending  portion  was  some- 
what displaced  laterally.  The  last  portion  of  the 
transverse  colon  was  displaced  upward  and  medially. 
No  organic  lesion  was  demonstrated  in  the  colon. 

A preoperative  diagnosis  was  made  of:  1.  Hyper- 
nephroma; 2.  Renal  cyst,  and  on  November  27,  1951, 
a transperitoneal  exploration  of  the  left  kidney  was 
carried  out,  at  which  time  a nephrectomy  was  per- 
formed. 


Fig.  1.  Excretory  urogram  which  reveals  normal  pelves  and 
calyces,  right  and  left  kidneys,  with  an  opaque  mass  in 
the  region  of  the  left  kidney  displacing  small  and  large 
bowel. 


right  ureter.  Examination  of  the  left  kidney  wdth 
the  left  catheter  in  place,  before  injection  of  opaque 
solution,  revealed  considerable  medial  displacement 
of  the  ureter  in  a wide  curve.  Lateral  films,  taken 
at  this  time,  revealed  anterior  displacement  of  the 
left  ureter.  The  kidney  pelvis  and  calyces  of  the 
left  kidney  appeared  to  be  normal.  Vertical  films 
were  done  and  there  was  normal  displacement  of 
both  kidneys. 

Gastrointestinal  Series:  A G.I.  series  revealed 
the  stomach  to  be  high,  oblique  in  position  and  the 
appearance,  along  the  greater  curvature,  of  the  up- 
ward pressure  from  some  extrinsic  pathology. 

Barium  enema  with  examination  of  the  colon  gave 


Fig.  2.  Retrograde  pyelogram,  left,  which  reveals  normal  ap- 
pearing renal  pelvis  and  calyces.  The  ureter  is  displaced 
medially. 


Pathological  Report — Gross  Description:  Left 
kidney,  weight  1094  grams.  The  kidney  proper  was 
normal  in  size,  but  there  was  a large  cyst  arising 
from  the  lower  pole.  A portion  of  the  cyst  extended 
upward  behind  the  kidney  and  it  was  attached  to 
the  pedicle.  The  cyst  contained  one  large  cavity 
which  was  filled  with  a sero-hemorrhagic  fluid  and 
some  brown  pieces  of  clotted  blood.  There  were 
many  soft,  wart-like  lesions  attached  to  the  cyst 
lining.  The  cyst  contained  a number  of  lobules  close 
to  the  kidney  containing  serous  fluid.  Above  the 
loiver  pole,  the  kidney  was  grossly  normal.  The 
cortex  measured  7-10  mm.  in  thickness.  The  cap- 
sule striped  easily. 
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Fig.  4.  Gastrointestinal  series  revealed  the  stomach  to  be  high, 
oblique  in  position  and  the  appearance,  along  the  greater 
curvature,  of  upward  pressure  from  some  extrinsic  path- 
ology. 


Fig.  6.  Barium  enema  revealed  no  organic  lesion  in  the  colon ; 
however,  the  descending  portion  is  displaced  laterally  and 
the  last  portion  of  the  transverse  colon  is  displaced  upward 
and  medially. 

Microscopic  Examination — Left  Kidney:  A sec- 
tion from  the  lower  pole  of  the  kidney  showed  mul- 
tiple alveoli  with  papillary  formation.  Most  of  these 
were  lined  by  single  layers  of  low  columnar  epithe- 
lium. The  cells  and  their  nuclei  were  uniform  in 
size  and  appearance.  There  were  other  alveoli  which 
were  partially  or  completely  filled  with  large  colum- 
nar and  polyhedral  cells  which  had  either  pale  or 
clear  cystoplasm.  Their  nuclei  were  large  and  va- 
riable in  size.  They  contained  prominent  nucleoli. 
Alitoses  were  fairly  common  among  these  larger  cells. 
The  papillae  in  the  large  cyst  were  composed  of 
solid  alveoli  which  were  composed  of  these  large 
cells.  They  had  either  clear  or  pale  cystoplasm. 
There  was  moderate  fibrosis  and  a focal  infiltration 
of  lymphocytes  in  the  parenchyma  of  the  tumor. 

Pathological  Diagnosis:  1.  Multilocular  cyst;  2. 
Papillary  cyst  adenocarcinoma- — kidney  left. 

The  postoperative  course  of  the  patient  was  un- 
eventful and  he  was  discharged  from  the  hospital 
on  the  1 0th  postoperative  day. 

Discussion 

The  diagnosis  of  renal  cyst  or  neoplasm  is  to  be 
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Figr.  6.  A photo-micrograph  taken  from  a section  of  the  left 
renal  cyst  demonstrating  napillary  cyst  adenocarcinoma, 
and  early  cyst  formation  with  low  columnar  epithelium. 


considered  in  any  space-occupying  lesion  of  the  kid- 
ney. Many  aids  to  the  differential  diagnosis  of  the 
above  have  been  set  forth  in  the  literature;  how- 
ever, it  appears  that  in  the  great  majority  of  cases 
a definite  diagnosis  is  not  established  until  time  of 
surgical  exploration.  Vest,  Fish,  Wheeler,  and  Dean 
have  written  concerning  the  needling  of  renal  cysts. 
Since  the  differential  diagnosis  of  renal  cyst  and 
tumor  is  difficult  and  since  there  is  a reported  in- 
cidence of  8%  of  malignancy  associated  with  solitary 
renal  cysts,  the  needling  of  such  lesions  is  hazardous 


as  is  the  needling  of  any  questionable  mass.  V'ith 
the  present  advances  and  safety  factors  in  surgical 
technique,  the  needling  of  cysts  is  unnecessary.  Sur- 
gical exploration  offers  a minimum  risk  and  affords 
an  accurate  diagnosis  at  the  time  of  examination 
allowing  for  proper  management  and  treatment  of 
the  condition  at  hand,  whether  benign  or  malignant. 

Summary 

A case  of  renal  cyst,  associated  with  malignancy, 
is  reported.  It  is  very  important  that  the  possibility 
of  malignancy,  associated  with  renal  cysts,  be  kept 
foremost  in  mind  in  such  cases  and  that,  if  at  all 
feasible,  a proper  diagnosis  be  made  and  verified 
by  surgical  exploration  and  treatment  as  indicated. 
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A WEAPON  FOR  THE  ERADICATION  OF  PULMONARY  TUBER- 
CULOSIS—THE  ROUTINE  SPUTUM  TEST  BY  THE 
LOCAL  MEDICAL  DOCTOR* 


Wyatt  E.  Roye,  M.U. 

and 

Paxton  P.  Powers,  M.D., 

Richmond,  Virginia 


According  to  current  trends  in  age  distribution,  the 
last  stronghold  of  tuberculosis  will  be  in  the  aged. 
The  official  agencies  which  deal  with  the  epide- 
miological aspects  of  this  problem  will  still  accom- 
plish a great  deal,  but  the  older  group  is  not  easily 
approached  Ijy  mass  measures,  so  the  family  doctor 
becomes  the  key  figure  and  the  simple  sputum  ex- 
amination l)ecomes  his  most  obvious  weapon.  It 
is  he  who  first  sees  a case  of  pulmonary  tuberculosis, 
and  it  is  he  who  will  have  the  final  disposition, 
whether  he  l)e  internist,  surgeon  or  general  prac- 
titioner. 

Source  of  ^Iaterial 

The  author  disclaims  any  original  thinking.  Al- 
though much  of  this  material  has  been  published, 
the  development  of  this  presentation  draws  heavily 
on  personal  contacts,  and  as  such  it  is  presented. 

(a)  From  a municipal  tuberculosis  control  officer 
came  the  fact  that  the  private  physician  is  still  the 
most  prolific  discoverer  of  tuberculosis.  Despite 
our  progress  in  mass  measures,  every  thoughtful 
control  officer  realizes  that  the  stimulation  of  the 
private  physician  to  look  for  tuberculosis  is  still  the 
key  to  tuberculosis  control. 

(b)  From  a physician  specializing  in  pulmonary 
diseases  there  came  the  repeated  story  of  the  diag- 
nostic problem  in  the  aged.  Many  examinations 
were  performed  and  much  helpful  information  ob- 
tained, but  the  final  diagnosis  was  made  by  multiple 
examinations  of  the  sputum. 

(c)  From  the  dean  of  a school  of  public  health 
came  the  concept  of  the  organized  public  health 
team,  and  the  idea  of  beginning  to  think  less  about 
“control”  and  more  about  “eradication”  of  tuber- 
culosis. 

From  the  Pulmonary  Disease  Department  of  the  Medi- 
cal Service,  McGuire  Veterans  Administration  Hospital, 
Richmond,  Virginia. 

Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The 
statements  and  conclusions  published  by  the  author  are  a 
result  of  his  own  study  and  do  not  necessarily  reflect  the 
opinion  or  policy  of  the  Veterans  Administration. 

*Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  September  28-October  1,  1952. 


(d)  A physician  with  wide  experience  in  some 
of  the  nation’s  foremost  sanitaria  called  attention 
to  the  changing  problems  of  hospitalization  pro- 
duced by  the  lessening  of  tuberculosis  in  the  young, 
and  its  relative  increase  as  a disease  of  the  aged. 
From  him  also  were  obtained  the  reports  of  how 
frequently  families  rebelled  at  the  return  of  a trained, 
chronic  {xtsitive  .sputum  case  into  the  home,  and  de- 
pended upon  the  decision  of  the  family  physician  in 
accepting  or  rejecting  the  aged  patient. 

(e)  A state  tuberculosis  control  physician  stated 
that  the  sputum  examination  was  regarded  as  his 
most  useful  weapon,  and  how  to  encourage  the 
private  physician  to  make  greater  use  of  the  sputum 
test  w'as  the  prime  problem  facing  his  department. 

(f)  From  personal  experiences  come  the  data  re- 
garding the  usefulness  as  well  as  the  limitations  of 
mass  x-ray  surveys,  and  hospital  admission  chest 
x-rays. 

The  Public  Health  Team 

Public  health  now'  requires  a complex  combina- 
tion of  governmental  and  other  agencies,  professional 
and  non-professional  personnel,  paid  and  volunteer 
workers.  The  private  physician  must  recognize  that 
in  public  health,  he  is  not  the  final  expert  but  only 
a member,  even  though  an  important  one,  of  a highly 
specialized  team.  No  one  realizes  better  than  the 
trained  public  health  physician  how  essential  it  is  to 
have  a strong,  alert  and  cooperative  medical  profes- 
sion in  the  community  to  which  he  is  assigned. 

As  the  public  health  team  turns  its  attention  more 
towards  the  aged,  it  is  to  be  expected  that  they  wdll 
obtain  better  results  than  at  the  present  time,  but 
w'ill  still  depend  for  the  most  part  on  the  enlightened 
and  persistent  efforts  of  the  family  doctor. 

The  Chest  X-ray  Survey 

The  mass  chest  x-ray  survey  has  been  an  impor- 
tant step  forward  in  the  control  of  tuberculosis,  but 
the  aged  are  not  organized  into  groups  and  are  dif- 
ficult to  reach  by  mass  methods.  Let’s  assume,  how- 
ever, that  the  public  health  team  is  able  to  accom- 
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plish  the  impossible  and  to  have  large  numbers  of 
the  aged  x-rayed.  The  reader  of  the  films  is  then 
faced  with  a problem.  Most  of  the  aged  demon- 
strate emphysema,  fil)rosis,  and  jfieural  changes.  .A 
considerable  amount  of  tuberculosis  can  be  obscured 
by  these  so-called  senile  changes.  If  tlie  reader 
is  liberal  and  classifies  these  x-rays  as  normal  for  the 
age,  the  survey  fails  of  its  objective  because  too  man}' 
cases  are  missed.  If  the  reader  is  strict,  practically 
all  the  aged  will  have  to  undergo  extensive  investi- 
gation. The  survey  will  cease  to  be  a surve}'  and 
become  a periodic  extensive  investigation  of  the 
chests  of  a very  large  ])erccntage  of  the  aged,  which  is 
certainly  not  a very  realistic  a))proach  to  the  prob- 
lem. 

J'he  Tuberculin  Test 

As  the  volume  of  tuberculous  infection  decreases, 
the  tuberculin  test  will  become  a more  valual)le  agent 
in  individual  diagnostic  problems,  and  will  assume 
increased  importance  in  surveys  of  young  individuals. 
In  the  final  stages  of  eradication  it  may  become  a mass 
procedure  in  the  aged.  Earlier,  however,  it  will  not  be 
a particularly  valuable  agent,  because  the  aged  will 
retain  a high  rate  of  tuberculinization.  In  addition, 
the  difficulty  of  reaching  large  masses  of  the  aged,  as 
is  the  case  with  the  relatively  simple  mass  x-ray 
survey,  is  greatly  increased  by  the  inherent  difficulties 
of  the  tuberculin  test,  requiring  multiple  personal 
contacts  of  those  surveyed  with  a physician. 

The  Hospit.xl  Admission  Chest  X-ray 

Since  a high  percentage  of  the  aged  pass  through 
the  general  hospital  at  some  time,  this  will  be  a 
fruitful  field.  Having  been  associated  with  a hos- 
pital control  program  more  advanced  than  average, 
it  is  obvious  that  there  is  a weakness  which  prevents 
it  from  being  the  final  weapon  of  eradication.  Large 
numbers  of  the  aged  will  have  only  short  hospital 
admissions.  As  mentioned  under  mass  x-ray  survey's, 
a high  percentage  of  senile  changes  will  be  discovered. 
It  will  be  economically  impossible  to  keep  these  pa- 
tients in  the  ho.spital  for  extensive  studies  and  ex- 
aminations. The\'  will  be  returned  to  the  famil}- 
doctor  with  recommendations  for  prolonged  follow- 
up examination,  the  simplest  and  cheapest  being  the 
sputum  test. 

The  obvious  complement  to  the  hospital  admission 
chest  x-ray  should  be  the  hospital  admission  exam- 
ination of  the  sputum  for  tubercle  bacilli  in  aged 
patients. 


The  Pulmonary  Disease  Specialist 

As  our  aged  increase,  the  number  of  cases  re- 
ferred to  the  chest  specialist  will  increase.  These 
specialists  are  making  tremendous  strides  in  diag- 
nosis, but  their  most  valuable  tool  is  still  the  sputum 
test;  not  a perfunctory  collection  of  one  or  two 
specimens  but  the  careful  collection  of  10-20  speci- 
mens for  smear,  culture  and  guinea  pig  inoculation. 

'rhe  weakness  of  depending  upon  the  chest  special- 
ist is  the  fact  that  patients  do  not  reach  them  until 
chest  disease  is  strongly  suspected  by  the  family 
doctor.  Tuberculosis  eradication  needs  a method  of 
reaching  tlie  aged  in  whom  chest  disease  is  not 
suspected.  It  requires  no  special  training  to  request 
multiple  sputum  examinations. 

The  Tuberculosis  Hospital 

The  tuberculosis  hospital  of  the  future  will  have 
to  change  its  objectives.  Few  of  tlie  aged  attain 
arrest  of  their  disease.  For  some  of  these  patienL 
a pleasant,  less  crowded  hosjiital  with  a minimum  of 
regimentation  will  be  necessary,  as  they  may  have 
to  stay  many  years.  As  the  aged  do  not  tolerate 
surgery  well,  the  thoracic  surgeon  will  become  less 
dominant,  and  the  internist  practicing  a high  tipe 
of  geriatric  medicine  will  become  the  more  imjiortant 
physician. 

For  the  majority  of  these  oldsters,  tite  hospital 
should  have  a different  function.  It  should  accept 
the  responsibilit}'  of  convincing  these  difficult  pa- 
tients of  their  infectiousness,  the  potential  danger  to 
their  families,  and  the  necessity  for  taking  proper 
precautions  for  the  balance  of  their  lives.  When 
this  is  accomplished,  they  will  be  hajipier  at  home 
leading  a life  of  limited  and  sometimes  surprising 
productiveness. 

It  will  be  the  resjxinsibility  of  the  famil}  doctor 
to  persuade  the  relatives  to  accept  these  patients  back 
into  their  homes.  Many  of  these  families  would  be 
happy  for  the  hospital  to  assume  the  care  of  these 
semi-invalids  for  the  rest  of  their  lives,  but  this 
would  entail  the  doubling  or  trebling  of  the  number 
of  beds  now  devoted  to  the  care  of  tuberculosis  and 
should  be  neither  necessary  nor  desirable,  even  if 
feasible.  The  public  health  team  can  play  an 
important  part  in  this  problem  of  returning  the  pos- 
itive sputum  active  case  into  the  home,  but  the 
harassed  family  will  accept  the  advice  of  the  family 
doctor  above  all  others  due  to  his  continuing  intimate 
contact  both  with  the  patients  and  with  the  family 
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group,  which  affords  o])])ortunit)’  both  to  enforce 
reasonable  restriction  and  to  allay  unreasonable  anx- 
iety. 

There  is  a need  for  more  beds  and  a need  for 
more  adequate  staffing  of  all  tuberculosis  hosjiitals, 
but  these  cannot  completel}'  solve  the  problem,  and 
many  of  these  aged  patients  will  have  to  return  to 
the  community  and  become  the  responsibiilty  of  the 
family  doctor  who  made  the  original  diagnosis  and 
referred  him  for  speciali.st  care  and  training. 

Vaccination 

Many  public  health  physicians  feel  that  no  re- 
spiratory disease  can  be  eradicated  without  a suitable 
vaccine.  Tuberculosis  has  many  features  which  set 
it  apart,  the  most  pertinent  being  the  fact  that  con- 
tagiousness is  low  early  in  the  course.  If  the  disease 
is  thought  of,  the  diagnosis  can  be  made  and  precau- 
tions taken  before  the  case  becomes  a serious  infec- 
tious hazard.  The  opposite  is  true  with  most  of 
the  acute  epidemics  of  respiratory  diseases. 

Even  the  most  enthusiastic  advocates  of  vaccina- 
tion for  tuberculosis  agree  that  the  tuberculosis  vac- 
cines in  use  today  are  inferior  to  the  vaccines  used 
in  the  standard  immunization  ])rccedures  for  other 
diseases,  l)ut  there  are  encouraging  reports  along 
with  the  occasional  catastrophes  which  are  always 
associated  with  new  immunization  procedures.  Our 
final  estimate  will  have  to  await  the  results  of  mass 
experiments  now  under  way. 

The  Family  Doctor 

The  relationship  which  exists  between  the  physician 
and  his  patients  is  the  closest  and  finest  in  the  pro- 
fession. He  is  more  a friend,  indeed  he  is  usually 
considered  as  a part  of  the  family  group  and  shares 
its  jo\  s and  sorrows,  h'rom  the  scientific  standpoint 
he  is  also  more  than  the  j)hysician,  he  is  the  family 
philosopher  whose  council  is  sought  on  all  manner 
of  things  and  whose  advice  is  usually  accepted  and 
followed.  Because  of  this  relationship,  his  contact 
with  the  older  members  of  the  family  is  frequent. 
He  knows  that  all  of  them  show  signs  of  degenerative 
changes  in  the  lungs  as  they  do  elsewhere,  and  that 
these  changes  lead  to  diminished  resistance  and  the 
greater  likelihood  of  a flareup  of  activity  in  lesions 
previously  latent.  They  almost  all  have  more  or 
less  cough  with  expectoration  of  which  they  may 
not  even  be  aware  because  they  have  become  so  used 
to  it. 


It  is  obviously  impossible  to  refer  all  aged  pa- 
tients to  chest  specialists  for  complete  studies  and 
the  limitations  of  mass  x-ray  have  been  discussed. 
The  solution  then  becomes  the  extensive  use  of 
sputum  examinations,  either  in  the  doctor’s  office  or 
at  one  of  the  many  laboratories,  either  private  or 
operated  b\  municipal  or  state  health  departments, 
which  are  easily  available. 

The  submission  of  one  or  two  specimens  may  be 
enough  to  confirm  a diagnosis  which  has  been  estab- 
lished clinically,  but  any  patient  who  has  reached 
the  point  where  cough  with  expectoration  persists 
chronically  should  have  sputum  examinations  at  in- 
tervals throughout  life.  They  should  be  trained  to 
collect  specimens  after  forced  cough  on  first  awaken- 
ing in  the  morning,  and  in  cases  where  the  index  of 
suspicion  is  high  and  the  sputum  negative,  to  submit 
the  expectorate  for  the  whole  24-hour  period  for  the 
study  of  concentrates  by  sjiecial  techniques,  such  as 
culture  and  animal  inoculation. 

.\t  first  glance  the  above  recommendations  may 
seem  to  be  excessive,  but  when  it  is  realized  that  at 
post-mortem  examinations  in  this  age  group,  evi- 
dence of  old  pulmonary  tuberculosis  which  might 
act  as  a latent  focus  is  almost  invariably  found,  and 
that  in  at  least  10%  open  cavitation  and  activity 
can  be  demonstrated,  the  rationale  becomes  clear 
and  the  routine  and  repeated  examination  of  sputum 
assumes  an  importance  to  the  patient,  his  family, 
and  his  community,  which  is  not  exceeded  by  any 
other  investigative  procedure  presently  available  to 
the  good  famil}-  doctor. 

Case  Report 

.•\n  elderly  white  man  had  had  a slowly  fluctuating 
moderately  advanced  pulmonary  lesion  for  fifteen 
years.  During  this  period  a diagnosis  of  active  tu- 
berculosis was  not  made  and  no  precautions  were 
taken  because  the  man  insisted  that  he  had  no  cough 
or  expectoration.  Early  in  1952  an  episode  of  upper 
respiratory  disease  made  the  coughing  and  expectora- 
tion obvious.  Multiple  sputum  specimens  were  posi- 
tive for  acid-fast  bacilli. 

On  arrival  at  the  hosi)ital  the  transient  respiratory 
infection  had  cleared  and  the  man  again  denied 
cough  or  expectoration.  The  x-ray  file  forwarded 
on  the  patient  revealed  films  at  1-2  years’  intervals 
over  the  15-year  period.  The  chest  had  apparently 
been  active  prior  to  1940,  demonstrated  a slow  and 
almost  ccmplete  clearing  from  1940  to  1945,  pro- 
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gressed  again  from  1945  to  1948,  and  had  the  x-ray 
appearance  of  a stable  inactive  lesion  from  1949 
to  1952. 

In  spite  of  the  fact  that  he  denied  cough  and  ex- 
pectoration, it  was  found  in  the  hospital  that  he 
was  constantly  coughing  and  expectorating.  It  had 
liecome  so  much  a part  of  his  life  that  he  was  totally 
unaware  of  it  and  would  take  no  precautions;  hence, 
he  was  both  a bad  example  and  a nuisance  to  the 
other  patients  and  a menace  to  the  personnel.  Nu- 
merous complaints  were  received,  and  numerous  in- 
terviews were  necessary  before  his  awareness  was 
established  and  good  habits  inculcated  wliich  would 
make  it  safe  for  him  to  return  to  his  home  and 
family. 

Comment 

\\'hen  this  paper  was  presented,  the  comment  was 
made  that  it  was  difficult  to  present  this  problem 
statistically.  Since  then  preliminary  reports  of  a 
cooperative  sputum  study  on  patients  with  suspicious 


x-ray  lesions  in  a large  urban  area  have  become 
available.  It  required  less  than  four  sputum  ex- 
aminations to  diagnose  25%  of  their  cases,  5-12 
specimens  to  diagnose  an  additional  50%;  the  re- 
maining 25%  were  not  diagnosed  until  more  than 
12  sjiecimens  had  been  obtained.  In  some  cases  it 
required  repeated  examinations  extending  over  a 
period  of  three  years  before  the  positive  sputum  was 
obtained. 

Summary 

The  trend  of  tuberculosis  to  become  a disease  of 
the  aged  has  been  noted.  The  effect  on  our  present 
agencies  and  methods  has  been  discussed  and  their 
effectiveness  in  meeting  the  changed  situation  has 
been  estimated.  The  conclusion  is  reached  that, 
while  these  measures  are  valuable  for  control,  the 
eradication  of  tuberculosis  will  depend  largely  upon 
the  practicing  physician  performing  regular  sputum 
examinations  for  life  on  all  patients  who  have  reached 
the  age  of  chronic  cough  and  expectoration. 


Chronic  Ulcerative  Colitis  May  Predispose 

to  Cancer. 

Chronic  ulcerative  colitis  may  predispose  to  can- 
cer of  the  colon.  Because  of  the  very  poor  prognosis 
of  such  cancers,  prophylactic  removal  of  the  colon 
is  indicated  in  many  cases,  in  the  opinion  of  Drs. 
Elden  C.  Weckesser  and  Austin  B.  Chinn,  Cleve- 
land. 

Writing  in  the  July  4,  J.A.M.A.,  the  doctors  stated 
that  118  patients  with  ulcerative  colitis  were  ad- 
mitted to  the  University  Hospitals  of  Cleveland 
between  1932  and  1950.  There  were  four  cases  of 
carcinoma  of  the  colon  (3.4  per  cent)  in  this  group. 
The  four  patients,  ranging  in  age  from  22  to  35 
years,  died  within  17  months  following  surgery; 
average  duration  of  symptoms  prior  to  diagnosis  of 
the  malignant  condition  was  10.2  years. 

“The  very  short  survival  following  removal  of 


established  carcinoma  of  the  colon  in  patients  with 
ulcerative  colitis  constitutes  a serious  problem,”  the 
doctors  stated.  “It  seems,  from  our  experience  as 
well  as  that  of  others,  that  persons  with  severe,  long- 
standing ulcerative  colitis  are  susceptible  to  malig- 
nant change.  Carcinoma  of  the  colon  complicating 
ulcerative  colitis  has  a very  poor  prognosis. 

“At  the  present  it  is  our  opinion  that  persons  with 
long-standing,  severe  ulcerative  colitis  wdio  require 
ileostomy  and  those  with  polyposis  [polyps  on  the 
colon]  should  have  prophylactic  colectomy.” 

( In  an  ileostomy,  a surgical  opening  is  made  in  the 
small  intestine  and  the  intestine  brought  through  an 
incision  in  the  abdominal  wall  to  make  a substitute 
outlet  for  bowel  material.  In  colectomy,  the  colon 
is  removed  after  or  during  an  ileostomy). 

The  doctors  are  associated  with  the  department  of 
surgery  and  medicine.  Western  Reserve  University, 
and  the  University  Hospitals  of  Cleveland. 
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THE  THREAT  OF  SUICIDE* 


R.  W.  Garnett,  Jr.,  M.D., 

Department  of  Neurology  and  Psychiatry, 
University  of  Virginia  Hospital, 
Charlottesville,  Virginia 


The  threat  of  suicide  is  a problem  that  doctors,  in 
general,  and  psychiatrists,  in  particular,  are  faced 
with  almost  daily  and,  perhajis,  no  single  problem  in 
psychiatric  practice  gives  us  more  sleepless  nights. 

As  in  most  other  proljlems  in  psychiatry,  dealing 
as  it  does  with  individuals  in  the  truest  sense  of  the 
word,  it  is  difficult,  if  not  impossible,  to  resort  to 
generalizations  or  rule-of-thumb.  Scarcely  a day 
goes  by  but  that  one  or  more  patients  in  my  jjractice 
talk  aljout  suicide  or  mention  it  as  a possible  way 
out  of  their  difficulties.  Some  of  these  I take  se- 
riously, but  most  I do  not — and  I am  not  sure  that 
I always  know  why  I react  as  I do.  It  seems  clear  to 
me,  however,  that  we  could  not  jiossibly  lock  up  and 
put  under  suicidal  precautions  every  patient  who 
has  any  suicidal  thoughts — spoken  or  unspoken — 
much  less  every  person  at  large  in  the  community 
who,  at  one  time  or  another,  has  such  thoughts.  In 
fact,  most  people,  including  most  of  those  in  this 
room,  have  probably  at  some  time  more  or  less 
seriously  considered  suicide. 

As  Nietzsche  once  remarked,  “The  thought  of  sui- 
cide helps  us  through  many  a bad  night.” 

Suicide  is  not  universally  abhorred. 

Schopenhauer  reminds  us  that  “Neither  in  the  Old, 
nor  in  the  New  Testament  is  there  to  be  found  any 
prohibition  or  positive  disapproval  of  it,”  and  fur- 
ther remarks,  “It  is  quite  obvious  there  is  nothing 
in  the  world  to  which  every-  man  has  a more  unas- 
sailable right  than  to  his  own  life  and  person.” 

Pliny  states,  “Life  is  not  so  desirable  a thing  as 
to  be  protracted  at  any  cost.  Among  the  blessings 
which  Nature  gives  to  man,  there  is  none  greater  than 
an  opportune  death  and  the  best  of  it  is  that  every 
man  can  avail  himself  of  it.” 

And  Seneca,  “As  I choose  the  ship  in  which  I 
will  sail,  and  the  house  I will  inhabit,  so  I will 
choose  the  death  by  which  I will  leave  life.  If  life 
pleases  you,  live.  If  not,  you  have  the  right  to 
return  whence  you  came.” 

In  many  ancient  civilizations,  in  some  primitive 

•Presented  at  Spring  Meeting  of  Neuro-Psychiatric  So- 
ciety of  Virginia,  at  Westbrook  Sanatorium,  Richmond, 
Virginia,  April  1,  1953. 


cultures,  and  in  modern  Jajjan,  suicide  under  certain 
conditions  is  not  only  condoned,  but  e.xpected. 

Be  that  as  it  may,  in  our  modern  society,  suicide 
is  forbidden  by  the  State  and  considered  a sin  by 
the  Church.  Under  British  Law,  an  attemi)t  at  sui- 
cide is  a punishable  offense  as  it  is  in  four  states  in 
the  Union.  We,  as  doctors,  are  charged  with  the 
responsibility  of  maintaining  and  prolonging  life, 
and  where  suicide  is  the  result  of,  or  an  expression 
of,  mental  illness,  it  is  definitely  our  concern. 

I would  like  to  question,  however,  the  idea  that 
suicide  is  always  evidence  of  insanity;  even  so-called 
“temporary  insanity”,  or  even,  necessarily,  of  a per- 
sonality abberation  that  would  come  under  the  head- 
ing of  neurosis  or  psychopathy. 

The  British  Medical  Journal  states  editorially, 
“The  vast  majority  of  suicides  are  not,  in  any  sense 
of  the  word,  insane,  unless  the  act  of  suicide  itself 
defines  insanity  which,  by  the  present  law,  it  clearly 
does  not.” 

To  quote  two  other  British  opinions;  Tuke  states, 
“It  cannot  be  admitted  for  a moment  that  the  sui- 
cidal act,  taken  alone,  is  any  sign  of  insanity.” 

And  Henry  Maudsley  says,  “Just  as  madness  may 
exist  without  any  idea  of  suicide,  so  suicide  may 
take  place,  the  effect  of  a full  and  free  determination 
formed  by  a healthy  mind  and  executed  with  the 
coolness  and  complete  system  of  precautions  of  the 
most  perfect  logic.” 

Perhaps  the  most  sensible  coroner’s  jury  verdict 
on  record,  following  a suicide  in  Mississippi,  stated 
that  the  deceased  came  to  his  death  by  his  own  hand, 
“for  reasons  best  known  to  himself.” 

Certainly,  many  suicides  occur  in  people  who  have 
not  up  to  that  moment,  given  any  evidence  of  mental 
disorder  and  in  which  the  act  is  obviously  the  con- 
sequence of  careful  consideration  and  logical  judg- 
ment. 

An  interesting  paradox  in  such  cases  is  the  will- 
ingness with  which  friends  and  relatives  of  the  sui- 
cide accept  the  idea  that  he  was  mentally  deranged, 
although,  under  all  other  circumstances,  they  would 
resist  such  a suggestion  to  the  utmost.  The  “stigma” 
of  insanity  seems  to  be  preferable  to  the  painful 
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humiliation  or  sense  of  guilt,  in  admitting  that  a 
member  of  one’s  own  family  could  choose  to  kill 
himself  if  in  his  right  mind. 

.\side  from  these  considerations,  death  from  suicide 
is  still  something  to  be  conjured  with.  In  the  United 
States  alone,  the  number  of  deaths  from  suicide, 
yearly,  has  reached  22,000.  In  1947,  the  rate  of 
suicide  was  11-2/lOths  deaths  per  100,000  popula- 
tion as  compared  to  23  deaths  per  100,000  population 
due  to  motor  vehicle  accidents.  In  that  year,  suicide 
stood  third  in  order  of  frequency  in  cause  of  death  by 
violence  in  the  United  States.  When  one  adds  the 
large  number  of  attempted  suicides  to  those  which  are 
successful,  the  significance  of  the  problem  is  even 
more  apparent.  Furthermore,  many  suicides  are 
concealed  by  the  family  when  possible  and  are  at- 
tributed to  accidental  death.  In  all  causes  of  death, 
suicide  stands  ninth.  It  is  nearly  twice  as  common  as 
homicide,  and  accounts  for  more  deaths  than  the 
five  most  common  communicable  diseases. 

The  suicide  rate  increases  with  advancing  years. 
Children,  however,  do  occasionally  commit  suicide 
and,  beginning  with  adolescence,  each  decade  shows 
a steady  and  consistent  rise.  Statistics  show  that 
more  than  half  of  all  suicides  occur  in  people  45 
years  or  older.  Annually,  three  times  as  many  men 
as  women  commit  suicide,  but  twice  as  many  women 
make  suicidal  gestures  or  unsuccessful  attempts. 
Men  more  commonly  utilize  more  aggressive  means 
of  achieving  their  ends,  such  as  shooting  or  jumping 
off  buildings.  Women  are  apt  to  seek  more  passive 
measures,  such  as  taking  poison  or  gas. 

We  should  also  mention  in  passing  the  various 
forms  of  chronic  and  non-obvious  suicidal  maneu- 
vers, such  as  deliberate  exposure  to  illness,  accident 
jironeness,  anorexia,  some  forms  of  alcoholism,  etc. 

In  addition  to  the  above-mentioned  fallacy  that 
suicide  is  clear  evidence  of  insanity,  there  are  many 
other  popular  misconceptions,  such  as  the  adage, 
“Those  who  talk  about  suicide  never  do  it.”  It  is 
also  untrue  that  one  who  has  made  an  unsuccessful 
suicide  attempt  will  not  repeat  the  attempt,  although 
this  may  be  true  in  the  individual  case.  Perhaps  the 
most  common  misconceptions  are  the  “common-sense” 
explanations  offered  so  glibly  by  family,  physician 
and  the  press,  such  as  “despondent  over  ill  health”, 
“worry  over  finances”,  etc.  Statistics  show  that 
suicide  is  less  frequent  in  times  of  economic  depres- 
sion and  in  time  of  war  and  national  peril.  It  is 
also  relatively  rare  among  those  with  chronic,  painful 


and  even  fatal  diseases. 

A perhaps  somewhat  common  fallacy  among  doc- 
tors and  psychiatrists,  as  well  as  the  general  public, 
is  to  think  of  suicide  primarily  in  terms  of  depression 
and,  still  worse,  in  terms  of  certain  diagnostic  cate- 
gories, such  as  involutional  melancholia  or  manic- 
depressive  psychosis. 

Zilboorg  and  others,  particularly  in  more  recent 
literature,  have  pointed  out  the  relative  frequency  of 
suicide  in  schizophrenia,  various  neuroses  (particu- 
larly the  obsessive-compulsive)  and  the  relatively 
large  role  of  alcoholism  and  other  toxic  disorders. 

Hendin  analyzed  100  cases  of  suicidal  attempt 
at  Bellevue  Psychiatric  Hospital  in  1948.  While  40 
out  of  the  100  patients  were  classified  as  having  de- 
pression of  moderate  to  severe  degree,  he  points 
out  that  depression  is  not  a diagnosis  in  itself  but 
an  affective  symptom  which  cuts  across  all  diagnostic 
categories.  Seventeen  of  the  100  cases  were  de- 
scribed as  neurosis  with  depression;  nine  as  reactive 
depression;  six  as  having  neurotic  character  dis- 
orders; nine  in  the  involutional  psychosis  group;  and 
fourteen  in  the  schizophrenic  group.  Ten  were 
classified  as  miscellaneous,  and  alcoholism  played  a 
varying  role  in  all  of  the  diagnostic  groupings,  par- 
ticularly in  the  neurotic  and  reactive  depressions. 

The  power  of  suggestion  as  a precipitating  factor 
in  suicidal  attempts  has  long  been  observed.  A dis- 
turbed or  desperate  person  is  more  apt  to  take  action 
if  he  hears  or  reads  of  someone  else  doing  it.  Epi- 
demics of  suicide  occur.  In  the  same  way,  suicides 
“run  in  families”  and  may  become  the  traditional 
mode  of  reacting  to  stressful  situations. 

Another  dynamic  factor  in  suicide  is,  of  course, 
the  familiar  turning  inward  of  aggression  or  hostility. 
In  other  words,  the  person  hates  and  would  like  to 
kill  someone  else  but  turns  these  impulses  against 
himself  instead.  In  many  cases  the  act  or  attempt 
is  obviously  a way  of  trying  to  hurt,  get  even  with, 
or  punish  someone  else. 

In  certain  people  the  idea  of  the  inevitability  of 
death,  yet  the  uncertainty  as  to  time,  place  or  method, 
is  unbearable,  so  they  take  matters  in  their  own  hands. 

Ignoring  for  the  moment  those  occurring  in  so- 
called  normal  people  as  the  result  of  logical  conclu- 
sion to  end  one’s  life,  suicidal  attempts  might  be 
classified  as  the  impulsive  and  the  compulsive.  In 
the  former  would  fall  the  hysterics,  psychopaths, 
alcoholics,  delirious,  reactive  depressions  and  neu- 
rotic depressions.  In  the  latter  would  fall  most  of 
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the  so-called  psychotic  depressives,  schizophrenics  and 
obsessive-compulsive  neurotics. 

The  impulsive  group  are,  of  course,  harder  to  pre- 
dict, and  for  that  reason,  hard  to  prevent.  They 
are  also  less  apt  to  succeed.  In  the  case  of  so-called 
psychopaths  and  hysterics,  they  are  much  more  apt 
to  make  suicidal  gestures  or  threats  for  some  obvious 
purpose  and,  if  a fatality  ensues,  it  is  often  inad- 
vertent. 

The  compulsive  grou])  are  difficult  to  evaluate  and 
hard  to  prevent  because  of  the  strong  motivation,  care- 
ful planning,  ingenuity,  secretiveness,  and  singleness 
of  purpose. 

Zilboorg  states  in  this  regard,  “The  suicidal  drive 
is  not  dependent  on  or  derived  from  any  traditional 
clinical  entity  found  in  jiresent  day  psychiatric  no- 
sology. It  is  to  be  viewed  rather  as  a reaction  of  a 
developmental  nature  which  is  universal  and  common 
to  the  mentally  sick  of  all  types  and  probably,  also, 
to  many  so-called  normal  persons.  The  very  uni- 
versality of  the  reaction,  and  particularly  some  of  its 
outstanding  characteristics,  leads  one  to  suspect  that 
one  may  be  dealing  with  an  archaic  form  of  man’s 
response  to  his  various  inner  conflicts.” 

Perhaps,  for  practical  considerations,  we  might 
divide  the  problem  into  the  following  categories: 

First,  suicidal  thoughts  or  ideas.  As  indicated 
above,  these  phenomena  are  extremely  common  in  the 
so-called  normal  as  well  as  disturbed  people,  and 
as  long  as  they  remain  transient  and  not  too  fre- 
quently recurring,  do  not  justify  further  considera- 
tion. (It  is,  perhaps,  from  further  knowledge  of  such 
thoughts  and  in  what  context  they  occur,  that  we 
might  learn  more  about  the  motivations  of  actual 
suicide  or  serious  attempt). 

Secondly,  suicidal  preoccupation.  When  such 
thoughts  become  the  subject  of  more  or  less  constant 
preoccupations  or  obsessions,  particularly  if  occurring 
in  an  affective  setting  of  depression,  it  is  considered 
one  of  the  more  serious  warnings  of  impending  sui- 
cide; however,  such  preoccupations  or  obsessions  are 
relatively  common  in  obsessive  neurotics  and  here, 
perhaps,  it  has  little  more  significance  than  any  other 
obsession,  such  as  with  profane  language,  germs,  etc. 
It  is  in  this  area  that  all  of  our  clinical  acumen  is 
called  on  in  determining  when  preoccupations  or 
ruminations  with  suicide  are  dangerous  and  when  they 
are  not.  Obviously,  all  the  other  factors  known  about 
an  individual  case  have  to  be  taken  into  consideration 
in  assessing  this  point. 


The  third  group  may  be  referred  to  as  suicidal  ges- 
tures; and,  fourth,  suicidal  attempts. 

It  is  not  always  easy  to  differentiate  a suicidal 
gesture  from  the  suicidal  attempt.  When  a given 
act  that  could  result  in  death  fails  to  do  so,  we  are 
apt  to  interpret  it  as  a gesture.  The  differentiating 
point  is,  of  course,  the  intent  of  the  patient;  that  is, 
whether  he  really  meant  to  die  or  merely  to  give  that 
impression  for  some  purpose.  Obviously,  patients 
will  not  always  confess  that  it  was  only  a gesture 
because  of  the  resulting  loss  of  face  or  because  such 
an  admission  would  defeat  the  purjiose  they  had  in 
mind.  In  the  same  way,  a patient  who  made  an  ac- 
tual suicidal  attempt  which  miscarried  might  at- 
tempt to  dismiss  the  whole  matter  as  only  a gesture 
in  order  to  allay  suspicion  and  leave  him  free  to 
make  another  try.  Suicidal  gestures,  however,  are 
much  more  common  than  suicidal  attempts  and,  un- 
doubtedly, many  such  intended  gestures  accidentally 
end  in  fatalities. 

In  studying  suicidal  attempt  cases  in  the  \\'est- 
chester  Division  of  the  New  York  Hospital  in  1933, 
Wall  reported  that  there  were  six  signs  occurring  in 
mental  jiatients  which  were  warnings  of  possible 
suicide: 

1 . Depression  with  ideas  of  guilt  and  self-depre- 
ciation and  self-accusation,  associated  with  tension 
and  agitation. 

2.  Severe  hypochondriasis. 

3.  Insomnia,  with  great  concern  about  it. 

4.  Fear  of  losing  control,  of  hurting  others  or  one- 
self. 

5.  Previous  attempts  at  suicide;  and 

6.  Suicidal  preoccupation  and  talk. 

Suicidal  threats  or  gestures  are  most  often  forms 
of  acted  out  communication  or  protest.  These  may 
occur  as  acts  of  spite  or  revenge  aimed  at  some  speci- 
fic person — a parent,  spouse,  lover,  or  doctor.  They 
may  be-  attempts  to  gain  attention  or  to  get  them- 
selves heard  or  into  treatment.  Often  families  will 
not  take  a person  seriously  or  permit  them  to  see  a 
psychiatrist  until  a suicidal  threat  or  act  forces  the 
issue. 

Such  a threat  may  also  be  used  on  a psychiatrist 
while  in  therapy  situations  to  keep  him  awake  and  on 
his  toes.  If  such  communications  are  heard  ac- 
curately and  responded  to  appropriately,  that  is  all 
that  is  necessary. 

It  is  my  sincere  belief  that  very  few  wflll  commit 
suicide  who  are  in  adequate  communication  with  at 
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least  one  significant  person.  I would  include  in 
this  broad  statement  all  types  of  depression,  schizo- 
phrenia, neuroses,  psychopaths  and  normal  people. 
It  is  usually  when  a person  sees  no  other  way  out, 
when  he  feels  isolated,  unloved,  unheard,  and  unre- 
sponded to,  that  he  takes  the  final  step.  It  is  often 
the  function  of  the  psychiatrist  and  those  in  related 
positions  to  provide  just  such  a relationship  and 
chance  for  communication.  To  underestimate  and 
fail  the  patient  asking  for  such  by  simply  locking 
him  up,  or  shutting  him  up  with  electro-shock,  we 
may  goad  him  into  suicide,  feeling  that  the  last 
door,  save  one,  has  been  closed  to  him. 

I,  personally,  have  never  had  a suicide  or  an  at- 
tempt occur  in  a patient  with  whom  I felt  I had  a 
good  therapeutic  relationship.  When  this  is  not 
f)resent,  or  when  a depressed  or  schizophrenic  patient 
abruptly  breaks  off,  claims  to  be  through  treatment, 
or  changes  his  attitude  such  as  becoming  very  cheer- 
ful or  uncommunicative.  I am  alarmed. 

The  prevention  of  suicide  by  restraint  or  shock 
is  in  most  cases  an  admission  of  our  own  inadequacy 
or  unwillingness  to  walk  through  the  valley  of  the 
shadow  of  death  with  a patient.  Yet,  it  is  well  to 
recognize  our  inadequacy  and  unwillingness  when 
they  exist  and  save  or  prolong  a life  for  the  time 
being.  He  may  come  to  think  better  of  it. 

It  is  doubtful  that  suicide  can  be  prevented  or 
long  postponed  by  any  reasonable  or  humane  re- 
straint in  a person  who  is  really  determined  to  die. 
He  may  be  diverted  from  his  course  by  lobotomy,  but 


this  is,  to  my  mind,  the  substitution  of  a form  of 
semi-homicide  for  which  we,  not  the  patient,  bear 
the  full  responsibility.  In  any  case,  lobotomy  ends — 
almost  as  effectively  as  suicide  itself,  any  chance  of 
solution  of  the  problem  as  far  as  the  patient  is 
concerned. 

Granted  the  limitations  of  our  present  knowledge, 
techniques,  numbers  and  skill,  electro-shock  does 
have  a place  in  the  prevention  of  suicide  and  should 
not  be  withheld  if  the  threat  seems  imminent  and  all 
efforts  at  therapy  are  to  no  avail.  In  my  opinion, 
it  is  used  much  too  casually.  It  should  be  reserved 
for  emergencies  and  is,  at  best,  a symptomatic  and 
empirical  treatment. 

Restraint  to  whatever  degree  necessary  is  certainly 
justified  and  expedient  in  the  acute  delirious  toxic 
states  and  in  acute  panics.  Inadvertent  suicide  is 
always  to  be  kept  in  mind  and  guarded  against  in 
these  cases. 

The  management  of  the  threat  of  suicide  boils 
down,  as  in  most  other  medical  problems,  to  the 
clinical  evaluation  of  the  individual  case.  If  we 
are  too  rigid  and  stringent,  we  do  the  patient,  our- 
selves and  our  art,  an  injustice.  If  we  are  too  lax 
or  careless,  we  also  fail  in  our  responsibility  to  the 
patient,  his  family,  and  society.  It  does  not  seem 
reasonable  to  hope  that  we  can  prevent  all  suicide, 
and  if  we  took  the  prevention  of  suicide  as  our  pri- 
mary aim,  we  would  undoubtedly  do  more  harm  than 
good.  Our  goal  should  perhaps  be  to  help  more 
people  to  live,  and  to  live  more  abundantly. 
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PROGRAM 

106th  meeting 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Hotel  Roanoke 
Roanoke 

October  18,  19,  20  and  21,  195  3 


Sunday  October  IS 
2:00  P.M. 

Council 

7:00  P.M. 

House  of  Delegates — Dinner  Meeting 

Monday  Morning,  October  19 
9:30  A.M. 

Section  A — Ballroom 

Kinloch  Nelson,  M.D.,  Richmond,  Presiding 

9:30  A.M. — Virginia’s  Health  Rating — George 
Cooper,  Jr.,  M.D.,  Charlottesville 

When  compared  with  the  other  states,  Virginia’s 
rank  in  health  matters  is  in  many  instances  below 
her  wealth  and  resources  rank.  The  degree  of 
discrepancy  and  possible  explanations  in  various 
health  fields  will  be  presented. 

9:45  A.M. — Clinical  Problems  Created  By 
Antibiotic  Therapy — William  H.  Harris,  Jr., 
M.D.,  Richmond 

This  paper  deals  with  certain  important  problems 
created  by  the  administration  of  antibiotics  for  in- 
fectious disease.  Topics  to  be  discussed  include: 
superinfections  of  bacterial  and  monilial  origin,  bac- 
terial resistance  to  antibiotics,  antibiotic  antagonism 
and  synergism,  colitis  complicating  antibiotic  therapy, 
and  penicillin  anaphylaxis. 

10:10  A.M. 

Recess  to  Visit  Exhibits 

10:30  A.M. — Report  of  700  Cases  of  Irritable 
Colon  in  Private  Practice — Robert  M.  Mis- 
kimon,  M.D.,  Richmond 

The  factors  learned  from  the  care  of  this  condition 
in  private  practice  are  discussed.  There  is  reference 
to  previous  diagnosis  and  to  previous  therapy.  There 
is  discussion  of  the  irritable  colon  personality  and 
mention  of  its  existence  along  with  other  gastrointes- 
tinal disease. 

10:50  A.M. — Recent  Therapeutic  Agents  in 
THE  Treatment  of  Anemias,  avith  Special 


Reference  to  Vitamin  B-12 — Thomas  W. 
Green,  M.D.,  Richlands 

Several  important  therapeutic  agents,  including 
Vitamin  B-12,  Folic  Acid,  Intravenous  Saccharated 
Iron,  etc.,  have  been  introduced  in  recent  years  in  the 
treatment  of  anemias.  A review  of  their  use  in 
general  practice  seems  indicated. 

11:10  A.M. — A General  Hospital  Admission 
X-RAY  Program — Alfred  L.  Kruger,  IM.D., 
Philip  Parsons,  M.D.,  and  Joe  Lee  Frank,  IM.D., 
Norfolk 

A Photofluorograph,  70mm.  X-Ray  Unit,  was  in- 
stalled in  Norfolk  General  Hospital  in  November, 
1947,  to  take  chest  x-rays  of  every  admission  into  the 
hospital  as  well  as  of  every  new  clinic  patient.  Many 
unsuspected  pulmonary  conditions  have  been  found. 

11:25  A.M. — The  Virginia  State  Health  De- 
partment’s Legislative  Program  for  the 
Irradication  of  Tuberculosis — Mack  1.  Shan- 
holtz,  IM.D.,  Commissioner,  and  William  F.  Wag- 
ner, M.D.,  Director,  Division  of  TB  Control, 
Virginia  State  Department  of  Health. 

Active  participation  by  general  practitioners  and 
internists  is  paramount  to  success  of  an  all-out  Tuber- 
culosis irradication  campaign  in  Virginia.  Contribu- 
tion can  be  augmented  tremendously  when  appropriate 
facilities  are  made  available  locally.  Functions  of 
proposed  regional  chest  clinic,  as  well  as  need  for 
more  sanatorium  beds,  are  reviewed. 

Section  B — Parlors  D-E-F 

Snowden  C.  Hall,  M.D.,  Damdlle,  Presiding 

9:30  A.M. — The  Modern  Trend  in  the  Sur- 
gical Treatment  of  Frontal  Sinusitis — 
George  N.  Thrift,  M.D.,  Richmond 

Trephine  opening  of  a frontal  sinus  involved  in 
empyema  with  irrigation,  supported  by  antibiotic 
therapy  avoids  radical  sinus  surgery.  Sixteen  cases 
will  be  presented  by  slides. 

9:50  A.M. — The  General  Practitioner’s  Role 
IN  the  Prevention  of  Blindness — ^E.  G.  Gill, 
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M.D.,  Roanoke 

Many  people’s  eye  sight  could  be  saved  if  it  was 
pointed  out  to  the  general  practitioners  the  early  signs 
and  symptoms  of  conditions  which  cause  blindness. 

10:10  A.M. 

Recess  to  Visit  Exhibits 

10:30  A. VI. — The  Treatment  of  Hydroceph.^^lus 
— Charles  E.  Troland,  VI. D.,  Richmond 

Recent  advances  in  the  treatment  of  the  various 
types  of  hydrocephalus  are  discussed.  The  importance 
of  early  diagnosis  and  treatment  is  stressed  with 
emphasis  on  the  probability  of  salvaging  many  of 
these  patients. 

10:50  A. VI. VI.ANAGEMENT  OF  CONGENIT.AL  HiP 

Dislocation  avith  Hour  Glass  Capsule  Con- 
striction— Joseph  L.  Platt,  VI. D.,  Lynchburg 

Discussion  and  presentation  of  cases  having  con- 
genital hip  dislocation  with  hourglass  constriction  of 
the  capsule:  diodrast  arthrography  for  diagnosis  and 
Colonna  Arthroplasty  for  treatment. 

11:10  A. VI. — Salivary  Gl.and  Tumors — A Clin- 
ico-Pathologic  Study  of  100  Cases — John  L. 
Thornton,  VI. D.,  Gordon  R.  Hennigar,  VI. D., 
and  Saul  Kay,  VI. D.,  Richmond 

A study  which  reviews  the  cases  of  salivary  gland 
tumors  at  the  Medical  College  of  Virginia  Hospitals 
for  the  past  twenty  years.  Both  clinical  and  patho- 
logical characteristics  of  the  tumors  are  reviewed. 
A classification  is  presented.  An  attempt  is  made  to 
correlate  the  histologic  picture  with  the  clinical 
course. 

11:30  A. VI. — VIassive  Hemorrh.age  in  Peptic 
Ulcer — VI.  K.  King,  VI. D.,  Norfolk 

Severe  hemorrhage  from  peptic  ulcer  should  be 
considered  primarily  as  a surgical  rather  than  a 
medical  problem.  With  adequate  blood  replacement 
early  operation  can  be  safely  carried  out  with  a 
greatly  reduced  mortality. 

Monday  Afternoon,  October  19 
2:00  P.M. 

Section  A — Ballroom 

SYMPOSIUM  ON  DIAGNOSIS  OF 
ARTHRITIS  AND  RELATED  DISORDERS 

Alexander  VIcCausland,  VI. D.,  Roanoke,  Chairman 

Classification — Alexander  VIcCausland,  VI. D. 
Rheumatoid  Arthritis — Elam  C.  Toone,  VI. D., 
Richmond 

Fibrocytis  and  VIiscellaneous  Forms  of  Ar- 
thritis— Oscar  Swineford,  Jr.,  VI. D.,  Char- 
lottesville 


Gout — James  C.  Respess,  VI. D.,  Charlottesville 
Degenerative  Arthritis — Alexander  McCaus- 
land,  VI. D. 

Discussion 

Section  B — Parlors  D-E-F 

SYMPOSIUM  ON  ELECTROLYTES 

Sponsored  by  the  Virginia  Society  for  Pathology 
and  Laboratory  Medicine 

Arnold  J.  Rawson,  M.D.,  Norfolk,  Chairman 

2:00  P.VI. — Electrolyte  Balance  and  Distri- 
bution— Nelson  F.  Young,  Ph.  D.,  Richmond 

2:20  P.VI. — Causes  and  Types  of  Electrolyte 
Imb.vlance — Edward  D.  Levy,  VI.D.,  Norfolk 

2:40  P.VI. — Some  Aspects  of  Electrolyte  Im- 
balance IN  VIedical  Practice — William  Par- 
son, VI.D.,  Charlottesville 

3 :00  P.VI. — Some  Aspects  of  Electrolyte  Im- 
balance IN  Surgical  Practice — Stanley  M. 
Levenson,  VI.D.,  Richmond 

3:20  P.VI. — Discussion 
General  Session — Ballroom 

3 :30  P.VI. — Discussion  on  Problems  of  Blue 
Cross-Blue  Shield 

Monday  Evening,  October  19 
8:30  P.M. 

Ballroom 

Call  to  Order — David  S.  Garner,  VI.D.,  Chairman, 
Committee  on  Arrangements 

Invocation 

Awarding  of  Certificates  to  VIembers  in  “Fifty  Year 
Club” 

Presentation  of  Thomas  H.  Hunter,  VI.D.,  Dean, 
School  of  VIedicine,  University  of  Virginia,  Char- 
lottesville 

VIemorial  Hour — William  R.  Whitman,  VI.D., 
Chairman,  VIembership  Committee 

Address  by  President — James  L.  Hamner,  VI.D., 
Vlannboro 

Presentation  of  President-Elect  of  the  American 
VIedical  Association 
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Address  by  Dr.  H.  Sherman  Oberly,  President,  Roa- 
noke College 

Tuesday  Morning,  October  20 
9:30  A.M. 

Section  A — Ballroom 

CARDIOLOGY  SYMPOSIUM 

William  B.  Porter,  M.D.,  Richmond,  Chairman 

9:30  A.M. — Rheumatic  Fever — Carolyn  M. 
McCue,  M.D.,  Richmond 

9:40  A.M. — Congenital  Heart  Disease — Lewis 
H.  Bosher,  Jr.,  M.D.,  Richmond 

9:50  A.M. — Newer  Therapeutic  Agents — 
George  B.  Craddock,  M.D.,  Lynchburg 

10:10  A.M. 

Recess  to  Visit  Exhibits 

10:30  .\.M. — Coronary  Artery  Disease — .^rmi- 
stead  Williams,  M.D.,  Clifton  Forge 

10:40  A.M. — Cardiac  Emergencies — Paul  D. 
Camp,  M.D.,  Richmond 

10:50  A.M. — Pitfalls  in  Di.agnosis — R.  Earle 
Glendy,  M.D.,  Roanoke 

11 :00  .\.M. — Guest  Speaker — Robert  L.  King,  M.D., 
Seattle,  Washington,  President  of  American 
Heart  .Association^ — Rheumatic  Fever  and 
Heart  Dise.a.se 

11:30  .A.M.  Panel  Discussion  of  Cardiac  Prob- 
lems— William  B.  Porter,  M.D.,  Chairman; 
Members:  Robert  L.  King,  M.D.,  Carolyn  M. 
McCue,  M.D.,  Lewis  H.  Bosher,  Jr.,  M.D., 
George  B.  Craddock,  M.D.,  Paul  D.  Camp,  M.D., 
.Armistead  Williams,  M.D.,  and  R.  Earle  Glendy, 
M.D. 

Section  B — Parlors  D-E-F 

OBSTETRICAL  AND  GYNECOLOGICAL 
SYMPOSIUM 

John  R.  Kight,  M.D.,  Norfolk,  Chairman 

9:30  .A.M. — Management  of  Surgical  Compli- 
cations IN  Pregnancy — Eric  C.  Schelin,  M.D., 
Richmond 

Surgical  complications  are  common  in  the  normal 
pregnant  woman.  With  an  accurate  diagnosis,  indi- 
cated surgical  corrections  should  proceed  with  dis- 
patch and  can  safely  be  carried  out. 


9:50  .A.M. — Emergencies  in  the  Newborn — 
McLemore  Birdsong,  M.D.,  and  George  Cooper, 
M.D.,  Charlottesville 

The  importance  of  early  physical  examinations  and 
symptoms  in  newborn  infants  for  early  diagnosis  of 
conditions  which  by  immediate  medical  and  surgical 
care  can  be  remedied  or  cured  and  the  infants  saved 
are  pointed  out  in  this  paper. 

10:10  A.M. 

Recess  to  Visit  Exhibits 

10:30  A.M. — Guest  Speaker — Charles  Hampton 
Mauzy,  Jr.,  M.D.,  Professor  of  Obstetrics  and 
Gynecology,  Bowman  Gray  School  of  Medicine, 
W'inston-Salem,  North  Carolina — Obstetrics 
Now  and  Twenty-Five  Years  Ago 

1 1 :00  .A.M. — P.A.NEL  Discussion 

Pruritus  Vulvae — Chester  L.  Riley,  IM.D., 
Winchester 

Cervicttls — Henry  C.  Spalding,  M.D.,  Rich- 
mond 

Retroversion  of  the  Uterus — J.  M.  Nokes, 
M.D.,  Charlottesville 

Endometriosis- — Eugene  S.  Groseclose,  AI.D., 
Lynchburg 

Report  of  Maternal  Health  Committee — 
H.  Hudnall  Ware,  M.D.,  Chairman 

Tuesday  Afternoon,  October  20 
2:00  P.M. 

Section  A — Ballroom 

REHABILITATION  SYMPOSIUM 

Roy  M.  Hoover,  M.D.,  Roanoke,  Presiding 

2:00  P.M. — Guest  Speaker — Charles  S.  Wise, 
M.D.,  Professor  of  Physical  Medicine  and  Re- 
habilitation, George  Washington  University 
School  of  Medicine,  Washington,  D.  C. — The 
Rehabilitation  Problem 

2:30  P.M. — Rehabilitation  of  Neurological 
Disorders — Walter  O.  Klingman,  M.D.,  Char- 
lottesville 

3 :00  P.M. — Emotional  Significance  of  Severe 
Trauma — Benedict  Nagler,  M.D.,  Washington, 
D.  C. 

3:20  P.M. — Disability  Control — Herbert  W. 
Park,  M.D.,  Richmond 


462 


Virginia  Medical  Monthly 


Volume  80, 


3 :35  r.M. — ^Iaintenance  and  Restoration  of 
Function  in  Severe  Trauma — George  A.  Dun- 
can, M.D.,  Norfolk 

3:50  r.M. — Panel  Discussion  on  Rehabilita- 
tion or  V.VRious  Medical  Conditions  and 
General  Problems  of  Rehabilitation 
Ray  Dawson,  M.D.,  Richmond,  Moderator 

Heart  Disi:ase — Reno  R.  Porter,  M.D.,  Rich- 
mond 

Diabetes — ^^'illiam  R.  Jordan,  M.D.,  Richmond 
Geriatrics- — John  P.  Lynch,  M.D.,  Richmond 

PuLMON.ARY — John  L.  Guerrant,  M.D.,  Char- 
lottesville 

.■\\  AiLABLE  Facilities — Guest  Speaker 

— Mr.  Corbett  Reedy,  Supervisor,  Vocational 
Rehabilitation,  State  Board  of  Education, 
Commonwealth  of  Virginia,  Richmond 

Section  B — Parlors  D-E-F 

SYMPOSIUM  ON  LYMPHOMAS  AND 
LEUKEMIAS 

Byrd  S.  Le.-well,  M.D.,  Charlottesville,  Chairman 

2:00  P.M. — Panel  Discussion  on  Treatment 
OF  Lymphoma 

Byrd  S.  Leavell,  M.D.,  Moderator 
Claude  Forkner,  IM.D.,  Guest 

Pathologic.al  Anatoviy  As  Related  to  the 
Clinic.vl  Course  of  Lyviphom.v — James  R. 
Cash,  M.D.,  Charlottesville 

Chemotherapy  of  Lymphoma — H.  St.  George 
Tucker,  M.D.,  Richmond 

Irradi.ation  Therapy  of  Lymphoma — Allen 
Barker,  M.D.,  Roanoke 

Discussion 

3 :45  P.M. — Guest  Speaker — Claude  Forkner,  M.D., 
New  York,  N.  Y. — .Advances  in  Leukemia 

4:00  P.M. 

House  of  Delegates — Parlors  D-E-F 

6:00  P.M. 

Cocktail  Party 

7:00  P.M. 

Banquet  and  Entertainment 

Installation  of  Vincent  W.  Archer,  M.D., 
as  President 


Wednesday  Morning,  October  21 
9:30  A.M. 

Section  A — Ballroom 

W.  C.  Welburn,  M.D.,  Arlington,  Presiding 

9:20  A.IM. — American  Red  Cross  Blood  Pro- 
gram— Howard  H.  IMontgomery,  M.D.,  Director, 
Blood  Program,  American  Red  Cross,  Eastern 
.\rea,  .Alexandria 

9:30  .A.M. — Heredit.ary  Tremor:  Its  Charac- 
teristics AND  Differential  Diagnosis  from 
More  Serious  Disorders — Cary  Suter,  M.D., 
Charlottesville 

Hereditary  tremor  is  a common  but  benign  disorder, 
characterized  by  trembling  of  the  hands  and  some- 
times of  the  head.  Cases  are  presented  and  the  dif- 
ferential diagnosis  from  conditions  such  as  hyper- 
thyroidism and  Parkinsonism  is  discussed. 

9:30  A.M. — Some  Skin  Manifestations  of  In- 
ternal Disorders — E.  E.  Barksdale,  AI.D., 
Washington,  D.  C.,  Commander  John  W.  Wal- 
ters, M.D.,  LhS.N.,  and  Lt.  j.g.  A.  O.  Kern, 
M.D.,  U.S.N.R.,  Bethe.sda,  Maryland 

This  is  a presentation  of  some  of  the  skin  manifes- 
tations of  internal  disorders  as  seen  by  the  general 
practitioner.  It  will  be  illustrated  by  lantern  slides. 

10:15  .A.M. — The  Heart  and  Gall  Bladder  Dis- 
ease— Julian  Beckwith,  M.D.,  Harry  Abates,  Jr., 
M.D.,  Preston  Lowrance,  M.D.,  and  J.  Edwin 
Wood,  Jr.,  AI.D.,  Charlottesville 

For  years  gall  bladder  disease  with  gall  stones  has 
been  recognized  as  an  exciting  factor  in  paroxysmal 
tachycardia,  paroxysmal  auricular  flutter,  and  par- 
oxysmal auricular  fibrillation  in  certain  individuals. 
In  addition,  the  relief  of  anginal  pain  following  the 
removal  of  gall  stones  has  been  shown  to  be  dramatic 
in  some  patients.  Surgical  risk  in  these  coronary  heart 
disease  patients  will  be  described  and  the  incidence  of 
gall  stones  in  coronary  disease  patients  compared 
with  the  incidence  of  gall  stones  in  general. 

Section  B — Parlors  D-E-F 

Snowden  C.  Hall,  M.D.,  Danville,  Presiding 

9:20  .A.M. — .A  Review  of  Recent  .Advances  in 
Radical  Pel\tc  Surgery  and  a Report  of 
Three  Cases — John  L.  Harris,  Jr.,  M.D.,  Hugh 
H.  Trout,  Jr.,  AI.D.,  Horace  .A.  .Albertson,  M.D., 
and  .Alfred  P.  Jones,  AI.D.,  Roanoke 

A review  of  the  literature  dealing  with  radical  pel- 
vic surgery  is  given.  Three  cases  are  reported  who 
have  had  radical  pelvic  surgery  at  this  hospital.  Two 
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are  quite  comfortable.  I'he  third  patient  has  urinary 
incontinence. 

9:40  A.M. — Fat  Embolism — H.  Rowland  Pear- 
sall, M.D.,  and  Edgar  N.  Weaver,  M.D.,  Roa- 
noke 

This  paper  presents  two  illustrative  cases  of  fat 
embolism,  with  a review  of  the  literature  and  discus- 
sion of  the  possible  mechanisms  of  this  condition. 

9:55  A.M. — Surgery  of  the  Biliary  Tract — 
Frank  S.  Johns,  M.D.,  Richmond 

The  essayist  is  reporting  the  results  of  1875  cases 
operated  on  for  disease  of  the  biliary  tract,  surveying 
the  recent  literature  on  Biliary  surgery  in  some  detail, 
discussing  some  of  the  pitfalls  that  may  occur  at 
operation  and  making  suggestions  how  they  may  be 
avoided. 

10:15  .A.M. — Carcinoma  of  the  Right  Colon — 


T.  Dewey  Davis,  M.D.,  and  Samuel  W.  Budd, 
Jr.,  M.D.,  Richmond 

Since  cancer  of  the  right  colon  is  most  amenable  to 
surgery,  the  authors  review  the  symptoms  of  these 
lesions  with  illustrations  from  their  own  cases  with 
the  hope  that  an  earlier  diagnosis  may  be  possible. 

11:00  A.M. 

General  Session — Ballroom 

CLINICOPATHOLOGICAL  CONFERENCE 
Kinloch  Nelson,  M.D.,  Richmond,  Moderator 

Announcements 

Adjournment 

All  papers  and  contributions  are  the  property  of  the 
Society  and  cannot  be  published  elsewhere  without  the 
consent  of  the  Publication  Committee.  (By-Laws,  Art. 
Ill,  Sec.  7.) 


Emergency ! 

Medical  Call  .Sysiems  Seen  As  Valuable  Aids  to  Iaiprove 
M.D.’s  Public  Rel.ations 

From  a public  relations  standpoint  emergenc}'  medical  call  systems  are  mighty 
important,  so  sa}'s  the  American  Medical  Association.  Adverse  publicity  in 
various  parts  of  the  country,  Virginia  included,  regarding  the  difficulty  of 
obtaining  a ph}sician  in  an  emergency  has  prompted  the  AMA  to  take  cog- 
nizance of  this  criticism  by  urging  state  and  county  medical  societies  to  take 
steps  to  correct  any  deficiencies  which  exist. 

While  it  is  readily  recognized  by  the  profession  that  so-called  emergencies 
are  not  always  emergencies  at  all,  the  hysteria  associated  therewith  liy  the 
family  involved  and  that  family’s  friends  becomes  very  real,  too  often  am- 
plified all  out  of  proportions  to  the  facts.  Physicians  sensing  these  sometimes 
needless  summonses  are  at  times  reluctant  to  make  calls. 

The  doctor,  however,  cannot  escape  censure  in  the  public  eye  by  pointing 
to  the  unreasonableness  of  the  demands  made  upon  him.  That  is  just  one  of 
the  hazards  of  the  profession.  Good  judgment  and  tact  are  called  for,  and 
even  then  there  is  alw.  ys  the  unexpected  incident,  which  can  do  a great  deal 
of  harm  from  a public  relations  point  of  view. 
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MEDICO-LEGAL  NOTES 


Consent  to  Surgical  Operation" 


Infringement  of  the  right  of  freedom  from  in- 
terference with  the  person  constitutes  the  tort  of  tres- 
pass to  the  person.  Were  it  not  for  the  element  of 
consent,  every  surgeon  would  be  liable  to  such  an 
action  for  each  operation. 

The  general  rule  of  law  is  that  when  a patient 
is  in  full  possession  of  his  faculties  and  in  such 
physical  health  that  he  is  able  to  be  consulted  about 
his  condition,  consent  is  a prerequisite.  Consent  will 
normally  be  presumed  if  there  is  voluntary  submis- 
sion to  the  operation  unless  there  has  been  a false 
misrepresentation  as  to  the  type  or  extent  of  the 
surgery. 

It  is  well  settled  that  the  op>eration  must  conform 
substantially  to  that  to  which  consent  was  given. 
However  in  emergencies,  that  is  to  say,  where  the 
patient  is  unconscious  and  incapable  of  forming  a 
valid  consent,  the  law  confers  a very  wide  discretion 
on  doctors,  probably  on  the  ground  of  public  policy. 

The  view  that  the  consent  of  the  husband  is  nec- 
essary in  operations  on  the  wife,  especially  if  they 
would  involve  her  sterility,  is  quite  erroneous. 

\\'henever  possible  the  consent  of  the  parent  or 
guardian  of  an  infant  is  necessary  unless  there  is  an 
emergency.  It  should  be  noted  however  that  failure 
of  the  parent  or  guardian  to  give  consent  may  amount 

♦Contributed  by  Dr.  Geoffrey  T.  Mann,  Chief  Medical 
Examiner,  Commonwealth  of  Virginia,  Richmond,  Va. 


to  neglect  within  the  meaning  of  the  Statute. 

Where  an  adult  patient,  conscious  and  able  to  give 
consent  refuses  to  submit  to  operation,^  no  matter 
how  serious  his  condition,  he  is  acting  within  his 
rights  and  operations  in  the  face  of  his  refusal  will 
make  the  surgeon  liable  even  though  he  effects  a 
salutary  result.  In  such  cases  the  situation  is  not 
changed  by  the  patient  becoming  comatose. 

“Blanket”  consents  so  commonly  in  use  are  to 
be  condemned.  The  consent  should  specifically  and 
unequivocally  authorize  the  surgery  which  is  to  be 
performed.  The  obtaining  of  proper  consent  is  the 
physician’s  responsibility. 

In  Bennan  v.  Parsonett  a surgeon  operating  for 
hernia  of  the  left  side  found  the  right  side  in  worse 
condition  and  operated  thereon.  Held  justified  by 
being  of  the  same  nature  as  consented  to. 

In  Rolater  v.  Strain  a young  woman  consented  to 
an  operation  on  her  toe  provided  that  no  bones  were 
removed.  The  removal  of  a sesamoid  was  held  to 
be  assault  and  battery. 

Extreme  caution  is  urged  in  operations  where 
sterility  is  likely  to  result.  Wherever  possible  the 
likelihood  of  such  a procedure  should  be  visualized 
and  the  patient’s  express  consent  should  be  obtained. 

One  should  always  recall  that  doing  “What  is 
good  for  the  patient”  may  fail  absolutely  as  a defense 
to  a legal  action. 
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MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D. 

Commissioner,  Department  Mental  Hygiene  and  Hospitals 


Inter-Agency  Relationships* 

A community  mental  hygiene  clinic  by  its  very 
name  implies  that  it  seeks  to  meet  the  needs  of  a 
community  with  its  specialized  psychiatric  service. 
It  offers  its  services  to  a community  as  a whole 
but  more  sp)ecifically  to  three  agencies:  the  social 
agencies,  the  schools,  and  the  courts.  Each  one  of 
these  agencies  performs  a very  specialized  function 
and  in  turn  each  needs  a different  type  of  service 
from  a community  clinic.  A community  mental  hy- 
giene clinic  makes  every  attempt  to  meet  the  needs 
of  the  agencies  in  practices  which  are  consistent  with 
good  psychiatric  principles. 

A community  mental  hygiene  clinic  usually  offers 
three  different  types  of  services:  diagnosis,  consulta- 
tion, and  full  treatment.  In  the  first  two  of  these, 
diagnosis  and  consultation,  the  help  is  primarily  to 
agencies  and  individuals  other  than  directly  to  the 
patient.  This  is  carried  out  when  an  agency  wants 
help  in  understanding  a child  and  his  ability,  such 
as  would  be  given  in  a pre-placement  or  a pre- 
adoption psychological  study.  Following  the  psy- 
chological examination  there  may  be  interviews  with 
the  social  worker  and  with  relatives  before  a clinic 
would  give  the  type  of  help  that  is  needed  in  formu- 
lating further  plans,  such  as  whether  or  not  a foster 
home  or  an  institution  placement  is  a better  setting 
for  a child.  In  the  latter  instance,  this  service  might 
be  considered  a consultation  service  because  of  the 
continuing  contact  between  a clinic  and  the  agency 
or  foster  parents.  In  a treatment  case,  the  service 
is  directed  primarily  to  the  individual,  who  is  usually 
seen  once  a w’eek,  though  if  the  problem  is  more 
acute  there  would  be  more  frequent  contacts.  It  is 
here  in  a community  mental  hygiene  clinic  that  the 
traditional  “team”  approach  is  carried  out.  While 
the  psychiatrist  sees  the  patient,  the  social  worker 
sees  the  other  individuals  concerned  in  the  case  at 
the  same  time  so  that  the  whole  family  situation  is 
studied  and  all  concerned  in  the  problem  are  given 
help.  The  social  worker  will  probably  make  con- 
tacts with  the  schools,  with  the  courts,  or  with  the 
employers,  if  this  seems  indicated  in  any  given 
case.  The  treatment  service  usually  means  that  a 

•Article  prepared  by  William  H.  Kelly,  M.D.,  Director, 
Memorial  Guidance  Clinic,  Richmond,  Virginia. 


case  referred  from  another  agency  is  turned  over 
entirely  to  a mental  hygiene  clinic  for  handling 
unless  there  is  some  specific  reason  why  an  agency 
remains  active,  such  as  financial  or  protective  help. 
In  making  a referral  to  a community  mental  hygiene 
clinic,  it  is  very  important  that  an  agency  seeking 
the  help  of  the  clinic  give  some  idea  of  the  type  of 
service  they  desire.  Not  infrequently,  as  the  case 
is  going  through  the  preliminary  exploration  at  a 
clinic,  it  is  found  that  it  is  necessary  to  modify  the 
type  of  service  requested  of  a clinic,  such  as  a case 
coming  in  for  diagnosis  may  be  found  to  be  in  need 
of  full  treatment.  A clinic  usually  calls  the  agency 
in  for  consultation  if  they  feel  that  a different  type 
of  service  is  indicated. 

Of  the  three  community  agencies  mentioned,  the 
Juvenile  Court  is  usually  the  one  which  has  the 
greatest  time  factor  involved.  Cases  referred  from 
the  Court  usually  have  a date  set  for  a hearing  and 
all  possible  reports  should  be  before  the  Judge  at  the 
time  of  the  hearing.  Emergency  requests  are  usually 
granted,  but  because  of  the  limited  time  for  study,  the 
reports  are  necessarily  limited  in  scope.  Child 
placement  and  adoption  agencies  have  considerably 
more  time  and  can  give  a clinic  an  opportunity  to 
give  adequate  study  to  any  given  situation.  Adoptive 
cases  usually  have  a year  during  which  the  child 
stays  with  the  foster  parents  before  any  decision  is 
finally  reached.  Child  placement  agencies  again  can 
usually  give  a clinic  an  adequate  period  of  time  for 
study  before  any  report  is  made,  though  quite  fre- 
quently there  is  considerable  urgency  in  child  place- 
ment and  the  study  may  be  deferred  until  after  the 
placement  is  made.  The  schools,  if  they  have  any 
understanding  of  clinic  function,  usually  are  able 
to  go  along  with  a clinic  at  a rate  which  is  con- 
sistent with  good  psychiatric  practice. 

A clinic  in  any  community  must  carry  out  a con- 
tinuous program  of  interpretation  of  its  services.  In- 
corporated in  this  program  of  interpretation  must 
also  be  the  interpretation  of  the  limitation  of  a com- 
munity mental  hygiene  clinic.  There  is  frequently 
the  mistaken  idea  that  a mental  hygiene  clinic  has 
the  answer  to  every  problem  presented  to  it  and  that 
it  can  satisfactorily  treat  every  situation  referred  to 


466 


Virginia  Medical  Monthly 


Volume  80, 


it.  Medical  science  does  not  have  the  answer  to  all 
medical  questions.  This  applies  in  psychiatry  as 
well  as  general  medicine.  There  are  those  cases 
which  are  untreatahle  and  certainly  many  which  are 
untreatable  within  the  framework  of  a mental  hy- 
giene clinic.  Clinics  are  not  substitutes  for  mental 
hospitals,  homes  for  the  aged,  detention  homes  or 
jails.  Parents,  relatives  and  agency  workers  often 
expect  a clinic  to  act  as  a sul)stitute  for  one  or  many 
of  these  mentioned.  clinic  cannot  be  expected  to 
assume  the  responsilhlity  for  dealing  with  psychotic 
or  near-psychotic  patients.  The  neurotic  character 
or  so-called  “ji.sychopathic  personality’’  is  another 
category  where  psychiatric  treatment  on  an  outjiatient 
basis  has  little  to  offer.  I'hese  patients  usually  re- 
quire some  t}'pe  of  controlled  environment.  The 
child  of  limited  intelligence  is  frequently  referred 
to  a clinic  and  jiarties  concerned  expect  a treatment 
program  to  be  instituted  because  he  cannot  go  on  in 
school.  Here,  a diagnosis  with  recommendations  is 
the  best  that  a clinic  has  to  offer.  These  cases  are 
primarily  educational  and  vocational  problems. 
Many  organic  problems,  such  as  birth  injuries,  in- 
fantile paralysis,  or  heart  cases  have  minor  emo- 
tional problems  which  are  a i)art  of  the  disorder  it- 
self and,  hence,  do  not  lend  themselves  too  well  to 
psychiatric  treatment.  This  is  ju.st  a partial  list 
of  the  many  tipes  of  cases  that  come  to  a clinic  for 
treatment  where  a clinic,  at  best,  can  only  give  diag- 
nostic or  consultation  services. 

A clinic  makes  every  possible  attempt  to  give  ade- 
quate reports  to  the  sources  of  referral  concerning  the 
work  that  is  being  done.  It  is  of  great  importance 
for  agencies  to  remember  that  these  reports  are  all 
privileged  communications  and  technically  can  only 
be  given  with  the  jiermission  of  the  patient  or  the 
parent.  Reports  can  be  made  by  telephone,  but 
there  is  always  the  danger  that  parts  of  such  reports 


may  be  omitted  or  misinterpreted.  It  is  best  to  report 
as  little  as  possilde  by  telephone  and  then  always 
follow  the  telephone  report  by  a letter.  Written  re- 
ports can  often  lie  misused,  esjiecially  by  inex])eri- 
enced  workers,  and  information  not  intended  for 
parents  or  patients  is  given  to  them  by  the  direct 
handing  over  of  a written  rejiort.  The  most  abused 
of  all  reports  is  the  result  of  the  psychological  tests, 
especially  when  it  is  given  to  a parent,  a teacher, 
or  directly  to  a patient.  Experience  has  shown  that 
a conference  with  all  interested  jiarties  is  the  best 
possible  type  of  report.  At  first  sight  this  seems  to 
l)e  a waste  of  time  of  many  busy  people,  but  in  the 
end  it  makes  for  the  best  jio.'^sible  use  of  the  results 
of  a clinic’s  study  or  the  result  of  clinic  treatment. 
Presentation  of  cases  at  staff  conferences  where  all 
interested  workers  are  present  is  also  a good  method 
of  reporting  and  especially  of  interpreting  clinic 
o])eration  and  clinic  function. 

In  summari',  a community  mental  hygiene  clinic 
makes  every  possible  effort  to  meet  the  psychiatric 
needs  of  a community.  It  can  best  meet  the  needs, 
particularly  of  agencies,  if  the  agencies  indicate  the 
type  of  service  they  are  seeking.  A community  clinic 
cannot  treat  all  cases  that  come  to  its  attention  for 
the  simple  reason  that  there  are  some  cases  classified 
as  untreatable.  A clinic,  by  reason  of  its  extra- 
mural treatment  ])rogram,  is  limited  in  the  types  of 
])sychiatric  treatment  that  it  can  give.  The  indi- 
viduals in  a community  mental  hygiene  clinic  are 
constantly  interpreting  the  work  of  the  clinic  to  the 
community  by  means  of  lectures,  institutes  or  dis- 
cussion groups.  The  staffs  of  clinics  are  usual!}' 
available  for  such  educational  programs  and  are 
willing  to  provide  speakers  for  agency  staffs,  school 
groups,  or  for  individual  meetings  of  communitv 
groups. 
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PUBLIC  HEALTH 

Mack  I.  Shanholtz,  M.D. 
Slate  Health  Commissioner  of  Virginia 


Infectious  Hepatitis 

The  fact  that  infectious  hejiatitis  is  endemic  in 
Virginia  is  undeniable.  There  are  certain  parts  of 
the  state  from  which  reports  of  this  disease  are  reg- 
ularly being  made  and  in  sufficient  numbers  to  war- 
rant attention.  Usually  it  is  divided  about  ecjually 
between  urban  and  rural  sections,  but  in  Virginia  it 
is  most  frequently  reiiorted  from  rural  or  semi-urban 
areas. 

The  cause  of  the  disease  is  a filteral)le  virus  which 
is  resistant  to  heat  and  to  chlorination.  'I'he  natural 
transmission  is  through  the  fecal-oral  route.  The 
incubation  period  is  from  15  to  40  da)S,  averaging 
about  25  days.  It  is  most  common  among  children 
and  young  adults  and  the  incidence  declines  with 
advancing  } ears.  The  seasonal  incidence  is  highest 
in  the  autumn  and  in  early  winter.  It  may  be  divided 
into  three  stages,  the  prodromal  or  pre-icteric,  the 
icteric,  and  the  convalescent.  The  onset  may  be 
gradual  or  sudden.  There  is  an  elevation  of  tem- 
perature, anorexia,  nausea  with  or  without  vomiting, 
fatigue,  general  malaise,  headache,  abdominal  dis- 
comfort especially  in  the  right  upper  quadrant  where 
there  may  be  percussion  tenderness,  post-cervical 
adenopathy  and  splenomegaly.  There  is  general!)' 
leucopenia  with  relative  hmphocytosis.  In  a few 
days  the  fever  subsides  and  bile  may  be  detected  in 
the  urine  and  jaundice  may  be  recognizable.  There 
are  subclinical  cases  in  which  jaundice  never  ap- 
pears. Occasionally  chronic  impairment  of  liver 
function  results.  The  period  of  convalescence  ma}' 
be  prolonged  and  relapses  may  occur  if  the  patient 
does  not  avoid  fatigue  and  take  sufficient  rest.  The 
period  of  communicability  is  unknown;  the  virus 
may  be  present  in  the  blood  before  the  onset  of  the 
disease  is  clinically  recognized.  It  is  advisable  to 
regard  the  stools  as  potentially  infectious  for  at  least 
one’month  after  onset. 

To  prevent  the  spread  of  the  disease  good  com- 
munity sanitation  and  personal  hygiene  should  be 
observed,  with  particular  emphasis  on  sanitary  dis- 
posal of  respiratory  discharges  and  feces.  Procedures 
that  tend  to  interrupt  the  fecal-oral  route  should  be 


carried  out.  Measures  directed  to  fly  abatement 
should  be  undertaken.  Food  receptacles  should  be 
sterilized,  infected  food  handlers  should  be  elim- 
inated and  every  jirecaution  should  be  taken  to  pre- 
vent the  contamination  of  food,  water  and  milk 
suj)plies.  To  jirevent  the  development  of  hepatitis 
in  close  contacts,  gamma  globulin  should  be  given; 
as  little  as  0.01  cc  per  pound  of  body  weight  has 
been  found  to  be  effective.  A maximum  dose  of 
2cc  of  gamma  globulin  is  considered  to  be  sufficient. 

Serum  hepatitis  is  caused  by  a virus  which  is 
distinct  from  tliat  causing  infectious  hepatitis.  One 
attack  of  infectious  hepatitis  apparently  confers  im- 
munity but  does  not  protect  the  patient  from  con- 
tracting serum  hepatitis.  The  incubation  period  of 
serum  hepatitis  is  long  and  the  virus  is  present  in 
the  circulating  blood  during  this  stage  as  well  as 
in  the  active  stage  of  the  disease.  It  is  difficult  to 
distingui.sh  serum  hejiatitis  from  infectious  hepatitis. 
•A.  history  of  having  received  a blood  transfusion  2 
to  6 months  previously  is  suggestive.  A group  of 
cases  among  patients  in  a clinic  where  parenteral 
therapy  is  employed  would  definitely  arouse  sus- 
picion. The  use  of  gamma  globulin  does  not  pre- 
vent the  development  of  serum  hepatitis. 

In  both  infectious  and  serum  hejiatitis  proper 
technique  should  be  used  to  prevent  possible  trans- 
mission through  the  administration  of  blood  or  blood 
products  from  an  infected  donor.  It  is  an  official 
requirement  by  the  Laboratory  of  Biologic  Control  of 
the  Public  Health  Service  that  all  human  plasma 
and  serum  intended  for  use  in  human  beings  be 
suitably  exposed  to  ultra-violet  light  radiation  to 
insure  the  destruction  of  the  virus.  All  needles  and 
hypodermic  syringes  and  stylets  for  finger  puncture 
should  lie  rinsed  and  cleaned  carefully  prior  to  ster- 
ilizing between  patients  by  boiling  or  autoclaving 
for  15  minutes. 

\Miile  gamma  gloliulin  is  available  for  the  pro- 
tection of  contacts  of  cases  of  infectious  hepatitis, 
the  supply  for  this  purpose  is  included  in  the  allot- 
ment for  protection  against  measles  or  for  modifica- 
tion of  this  disease,  and  the  total  amount  granted 
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for  these  purposes  has  been  reduced  this  year  by 
approximately  50%.  Physicians  are  therefore  urged 
to  use  no  more  than  they  actually  need. 
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125 

Poliomyelitis  

._  17 

9 

36 

20 

Rocky  Mountain  Spotted  Fe^ 

er  14 

13 

22 

22 

Scarlet  Fever 

20 

64 

600 

516 

Tularemia 

0 

2 

15 

28 

Typhoid  and  Paratyphoid  __ 

3 

13 

25 

34 

Rabies  in  Animals 

28 

39 

262 

310 

BOOKS 


The  Epidemiology  of  Health.  A New  York  Academy 
of  Medicine  Book.  lAGO  GALDSTON,  M.D.,  Editor. 
Health  Education  Council,  New  York.  1953.  ix-197 
pages.  Cloth.  Price  $4.00. 

The  Psychology  and  Psychotherapy  of  Otto  Rank.  An 
Historical  and  Comparative  Introduction.  By  FAY 
B.  KARPF,  Ph.D.  Philosophical  Library,  New  York. 
1953.  x-129  pages.  Cloth.  Price  $3.00. 

Children  of  Divorce.  By  J.  LOUISE  DESPERT,  M.D. 
Doubleday  and  Company,  Inc.,  New  York.  1953. 
282  pages.  Cloth.  Price  $3.50. 

Therapeutics  In  Internal  Medicine.  By  Eighty-Four 
Authorities.  Edited  by  Franklin  A.  Kyser,  M.D., 
F.A.C.P.,  Assistant  Professor  of  Medicine,  North- 
western University  Medical  School,  Chicago;  At- 
tending Physician,  Evanston  Hospital,  Evanston, 
Illinois.  Second  Edition.  Completely  Revised  and 
Reset.  Paul  B.  Hoeber,  Inc.,  New  York.  1953. 
xxi-830  pages.  Cloth.  Price  $15.00. 

Synovial  Fluid  Changes  in  Joint  Disease,  by  MARIAN 
W.  ROPES,  M.D.,  Associate  Physician,  Massa- 
chusetts General  Hospital,  Assistant  Clinical  Pro- 
fessor of  Medicine,  Harvard  Medical  School;  And 
WALTER  BAUER,  M.D.,  Chief  of  Medical  Services, 
Massachusetts  General  Hospital,  Jackson  Professor 
of  Clinical  Medicine  and  Director  of  Robert  W. 
Lovett  Memorial  Foundation  for  the  Study  of  Crip- 
pling Diseases,  Harvard  Medical  School.  Published 
for  the  Commonwealth  Fund  by  Harvard  Uni- 
versity Press,  Cambridge,  Massachusetts.  1953. 
xvi-150  pages.  Illustrated.  Cloth.  Price  $4.00. 

This  monograph  deals  with  the  normal  and  ab- 
normal contents  of  the  synovial  cavities.  The  study 


is  based  upon  twenty  years  of  observations  on  syno- 
vial fluid.  The  book  should  be  in  the  library  of  all 
orthopedists  and  physicians  dealing  with  the  dis- 
eases of  joint. 

F.M.H. 

From  A Doctor’s  Heart.  By  EUGENE  F.  SNYDER, 
M.D.  With  a Foreword  by  Paul  Dudley  White,  M.D. 
Philosophical  Library,  New  York,  xvii-251  pages. 
Price  $3.75. 

From  a Doctor’s  Heart  is  written  primarily  for 
the  layman,  but  the  physician  will  find  it  interesting 
because  of  the  reflections  upon  illness,  hospitals, 
doctors,  specialists  as  seen  by  the  patient.  Virtually 
all  technical  terminology  is  adequately  simplified  for 
understanding  of  medical  concepts  by  the  layman. 
Much  more  than  a discussion  of  heart  disease  is 
woven  into  the  content  of  the  book.  This  mixture 
of  subject  matter  involving  the  author’s  illness,  poli- 
tics, social  problems,  international  problems,  etc., 
imparts  a rambling  character  to  the  discussion,  but 
the  transitions  are  not  distracting,  and  the  reader  is 
rewarded  in  finding  numerous  worthwhile  pointers 
on  the  philosophy  of  life  and  of  living.  Perhaps  it 
is  this  wandering  conversationalist  style,  in  part, 
which  makes  the  book  engaging.  The  reader  feels 
he  has  enjoyed  a friendly  and  instructive  chat  with 
one  who  speaks  with  first-hand  knowledge  about 
adjustment  to  bodily  illness  and  to  social,  political, 
religious,  and  ideological  intolerances.  Layman  and 
physician  alike  may  enrich  his  own  philosophy  of 
life  by  pondering  the  words  of  one  whose  closeness 
with  death  stimulated  introspection  on  the  meaning 
of  living. 

H.E.E. 

Pheochromocytoma  and  the  General  Practitioner.  By 
JOSEPH  L.  DeCOURCY,  M.D.,  and  CORNELIUS 
B.  DeCOURCY,  M.D.  DeCourcy  Clinic,  Cincinnati, 
Ohio.  1952.  Cloth. 

This  book  of  165  pages  stresses  the  need  to  rule 
out  the  possibility  of  pheochromocytoma  in  every  per- 
son with  hypertension  of  either  the  persistent  or  in- 
termittent type.  The  need  to  do  so  is  great,  since 
pheochromocytoma  is  one  of  the  causes  of  hyperten- 
sion which  can  be  treated  with  success  through  sur- 
gery. 

Included  in  the  book  are  the  symptoms  and  signs, 
recent  diagnostic  tests,  pathophysiology,  surgical  con- 
siderations and  a bibliography  of  361  references. 
The  pages  are  read  with  ease. 

F.M. 
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EDITORIAL 

George  Alexander  Otis  (1830-1881) 

For  years  1 have  admired  the  lovely  portrait  of  a lioyish  head  that  hung  high  up 
on  the  east  wall  of  the  reading  room  of  the  Army  Medical  Library.  When  waiting 
for  books  or  for  an  inspiration,  my  gaze  would  unconsciously  wander  to  the  beautiful 
face.  Col.  Harold  Wellington  Jones  (Ann.  M.  Hist.  1937,  n.s.,  IX,  517.)  writes  that 
the  portrait  was  painted  by  Thomas  Sully  when  Otis  was  twelve  years  old.  How  it 
came  into  the  possession  of  the  Library  or  how  it  came  to  be  i)ainted  Col.  Jones  was 
unable  to  find  out. 

George  Ale.xander  Otis  was  born  in  Boston  November  12,  1830  and  died  in  Wash- 
ington February  23,  1881.  He  was  descended  fiom  a cultured  New  England  family. 
His  great  grandfather,  Ephraim  Otis,  practiced  medicine  at  Scituate,  Massachusetts. 
His  grandfather,  George  Alexander  Otis,  lived  in  Boston,  retiied  early  from  com- 
mercial pursuits  and  devoted  himself  entirely  to  books,  translating  Botta’s  Guerra 
dell'  indipendenza  americana.  His  father,  also  named  George  Alexander,  was  a 


George  Alexander  Otis,  M.D. 
Courtesy  of  Col.  Harold  W.  Jones 
In  Annals  of  Medical  History 
Nm^ember  1937 


graduate  of  Harvard  and  a lawyer.  On  February  9,  1830  he  married  Anna  Maria 
Hickman,  daughter  of  Harris  Hickman  of  Newton,  Massachusetts,  who  was  born  in 
Front  Royal,  Virginia.  We  know  nothing  of  the  appearance  of  .\nna  Maria  but,  after 
seeing  the  Sully  portrait  of  her  only  child,  w'e  can  readily  believe  that  she  shared  the 
well-known  pulchritude  of  the  VaBey-of-Virginia  Hickmans. 
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Young  Otis  was  a delicate  child.  In  less  than  a year  his  father  died  of  consumption 
and  his  up-bringing  devolved  entirely  upon  his  mother.  He  was  educated  at  the  Boston 
Latin  School  and  at  the  Fairfax  Institute  in  Alexandria,  Virginia.  In  1846  he  entered 
the  sophomore  class  at  Princeton  and  graduated  A.B.  in  1849.  At  Princeton  he  was 
a quiet,  reserved  student,  much  given  to  literature  and  poetry  and  especially  to  French 
literature.  He  wrote  the  graduation  poem  for  his  class. 

Having  determined  upon  medicine,  he  began  his  studies  in  the  office  of  Dr.  F.  H. 
Deane  in  Richmond,  the  city  in  which  his  mother  was  then  living.  In  the  fall  of  1849 
he  matriculated  in  the  Medical  Department  of  the  University  of  Pennsylvania  and  he 
graduated  with  the  M.D.  degree  in  1851.  The  following  autumn  and  winter  he  spent 
in  Paris  and  devoted  much  of  his  time  to  the  clinical  teachings  of  the  great  French 
masters  and  to  watching  the  ojierations  of  Nelaton,  Alalgaigne,  Jobert  de  Lambelle, 
Roux  and  Velpeau.  The  fighting  across  the  barricades  in  the  coup  d’etat  of  ’51 
afforded  Otis  some  practical  lessons  in  military  surgery.  He  also  took  a great  interest 
in  the  stirring  French  politics  and  wrote  a series  of  letters  on  the  suliject  for  the 
Boston  Evening  Transcript. 

When  he  returned  to  America  in  the  spring  of  1852,  Princeton  conferred  upon  him 
the  Master  of  Arts  degree.  He  began  the  practice  of  his  profession  in  Richmond  and 
in  1853  we  find  him  reporting  a successful  extirpation  of  an  enlargement  of  the  isthmus 
of  the  thyroid,  the  first  of  such  operations  to  be  reported  in  Virginia.  The  medical 
profession  was  being  reorganized  and  Otis  took  an  active  part.  He  represented  The 
IMedical  Society  of  Virginia  at  the  1852  and  1853  meetings  of  the  American  Medical 
Association.  He  also  started  the  publication  of  a medical  magazine,  the  Virginia 
Medical  and  Surgical  Journal,  the  first  number  of  which  appeared  in  April  1853.  The 
Stethoscope  and  Virginia  Medical  Gazette,  owned  and  edited  by  Dr.  Philip  Claiborne 
Gooch,  had  been  running  since  January  1851.  Patronage  was  of  necessity  limited 
and  competition  was  keen  and  bitter.  The  IMedical  Society  of  Virginia  purchased  Dr. 
Gooch’s  Journal  for  its  official  organ,  but  sold  it  at  auction  in  1855.  The  two  journals 
were  then  amalgamated  undec  the  title  of  the  Virginia  Medical  Journal  and  the  first 
number  with  the  new  title  appeared  in  January  1856. 

Dr.  Otis’  journal  had  also  undergone  some  changes.  At  first  the  entire  financial 
responsibility  was  his.  Dr.  H.  L.  Thomas  was  associate  editor  but  had  no  financial 
interest  in  the  Journal.  He  resigned  within  a year  and  his  place  was  taken  by  Dr. 
James  B.  McCaw  who  also  became  part  owner.  In  IMay  1854  Dr.  J.  F.  Peebles  of 
Petersburg  became  an  editor  with  Dr.  McCaw,  and  Dr.  Otis  retired  from  active  par- 
ticipation in  its  direction,  becoming  corresponding  editor.  In  the  summer  of  1854, 
Dr.  Otis  moved  to  Sj)ringfield,  ISIassachusetts  and  began  again  the  practice  of  medi- 
cine. He  kept  his  position  with  the  Journal  until  it  stopped  publication.  The  outbreak 
of  the  Civil  War  put  an  end  to  the  Virginia  Medical  Journal  and  also  to  Otis’  private 
practice. 

He  received  the  appointment  of  surgeon  to  the  27th  Regiment  of  Massachusetts 
Volunteers  and  was  mustered  into  service  September  14,  1861.  He  was  with  his  Regi- 
ment on  Roanoke  Island  and  at  the  battle  of  Newbern.  In  September  1862  he  went 
as  medical  officer  in  charge  of  the  steamer  “Afar  of  the  South”  with  sick  and  wounded, 
from  Newbern,  N.  C.  to  New  York.  In  1863  he  served  on  detached  duty  in  the  Depart- 
ment of  the  South.  This  proved  to  be  important  to  Otis  for  it  brought  him  in  contact 
for  the  first  time  with  the  high  command  in  medicine.  Y’hile  on  this  service  he 
attracted  the  attention  of  the  Medical  Director,  Surgeon  Charles  H.  Crane,  U.S.  Army. 
In  1864  he  was  again  detached  and  ordered  to  Yorktown  to  assume  the  duties  of 
surgeon-in-chief  of  General  Wistar’s  command  and  later  to  a similar  position  with 
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General  Heckman’s  division  near  Portsmoutli.  In  May  he  received  a sick  leave  for 
fifteen  days  and  this  was  extended  for  thirty  days.  At  the  end  of  his  sick  leave,  he 
resigned  as  surgeon  of  the  27th  regiment  and  received  an  appointment  as  .\ssistant 
Surgeon  U.S.  Volunteers. 

Gpon  the  recommendation  of  Surgeon  Crane,  who  was  then  on  duty  in  the  Surgeon- 
General’s  Office,  Otis  was  assigned  as  an  assistant  to  Surgeon  John  H.  Brinton  who 
was  engaged  in  collecting  materials  for  the  Surgical  History  of  the  War  of  the  Re- 
bellion. In  .August  1864,  Otis  was  promoted  to  the  rank  of  Surgeon  of  Volunteers  and 
was  ordered  to  relieve  Surgeon  Brinton  of  the  various  duties.  He  inaugurated  a system 
of  record  liooks  which  proved  of  great  service  in  securing  the  accurate  and  complete 
record  of  individual  cases  for  use  in  the  Surgical  History.  He  also  expended  much 
time  on  the  surgical  collection  of  the  Arm}'  Medical  Museum.  In  order  to  secure 
appropriation  for  the  publication  of  “Medical  and  Surgical  History  of  the  War”,  the 
Surgeon-General  directed  Otis  and  \^’oodward,  who  had  charge  of  the  medical  aspects 
of  the  history,  to  make  reports  on  the  extent  and  nature  of  the  materials  they  had 
collected.  These  appeared  in  November  1,  1865  as  “Circular  No.  6,  a ejuarto  volume 
166  pages  with  a number  of  illustrations.”  It  was  widely  distributed  and  excited  ad- 
miration of  military  surgeons  in  Europe  as  well  as  in  .America.  This  was  the  begin- 
ning of  the  great  “Aledical  and  Surgical  History  of  the  War  of  the  Rebellion”  which 
appeared  volume  after  volume  from  1870  to  1888.  Otis  wrote  the  first  two  surgical 
volumes  and  was  at  work  on  the  third  when  he  died.  The  third  volume  was  completed 
by  D.  L.  Huntington  in  1883. 

Otis  had  been  promoted  to  surgeon  in  the  .Army  with  the  rank  of  major  in  1880. 
He  was  foreign  member  of  the  Aledical  Society  of  Norway  (1870),  corresponding 
member  of  the  Surgical  Society  of  Paris  (1875),  and  a honorary-  life  member  of  the 
^Massachusetts  Medical  Society  (1877).  He  was  also  a member  of  the  Philosophical 
Society  of  Washington,  and  of  the  Academy  of  Natural  Sciences  of  Philadelphia.  His 
fondness  for  polite  literature  continued  throughout  life,  and  he  had  considerable  taste 
for  music  and  the  fine  arts.  These  qualities  made  his  companionship  charming  to 
those  who  enjoyed  his  intimacy.  In  ordinary  conversation  w’ith  strangers  he  appeared 
embarrassed  unless  the  conversation  were  connected  with  his  work. 


Medicolegal  Notes 

In  this  issue  appears  the  first  of  a series  of  articles  on  medicolegal  topics  of  current 
interest.  The  material  will  be  presented  in  a concise  manner  and  is  being  prepared 
by  Dr.  Geoffrey  Mann  and  his  assistants  at  the  office  of  the  Medical  Examiner  and  by 
Dr.  AMiitmore  of  the  University  of  Virginia.  Readers  of  the  Monthly-  are  urged  to 
write  in  to  the  editor  or  to  Dr.  Mann,  404  North  12th  Street,  Richmond,  and  suggest 
topics  which  they  would  like  discussed. 
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NEWS 


Our  Annual  Meeting. 

The  106th  Annual  Meeting  of  The  Medical  So- 
ciety of  Virginia  will  be  held  in  Roanoke  from  Oc- 
tober 18-21.  Headquarters  will  be  the  Hotel  Roa- 
noke. 

Once  again,  a most  complete  scientific  program 
has  been  arranged  with  papers  on  many  subjects 
and  ])anel  discussions  of  unusual  interest.  You  will 
want  to  study  carefully  the  preliminary  program  ap- 
pearing in  this  issue. 

The  e.xhibits,  both  scientific  and  technical,  will  be 
one  of  the  real  features  of  this  meeting.  .^11  ex- 
hibits will  be  located  in  the  exhibit  hall  (just  off 
the  main  garage),  and  physicians  are  urged  to  spend 
as  much  time  as  possible  with  them.  Valuable  reg- 
istration prizes  are  an  additional  inducement. 

The  cocktail  party  and  banquet  on  Tuesday  even- 
ing will  once  again  highlight  the  meeting's  social 
activities.  Something  different  and  unique  in  the 
way  of  entertainment  has  been  planned,  and  you  are 
advised  to  make  definite  plans  right  now  to  attend. 

Unfortunately,  the  Hotel  Roanoke  is  unable  to  ac- 
commodate all  who  will  attend.  However,  the  Pat- 
rick Henry  and  the  Ponce  de  Leon  are  both  e.xcellent 
hotels  and  within  a few  blocks  of  the  Roanoke.  For 
those  who  prefer  inns  and  motel  courts,  there  is  a 
nice  selection  from  which  to  choose. 

Make  your  plans  now — OctoI)er  18-21.  It  is  your 
meeting ! 

Wise  County  Medical  Society. 

The  June  meeting  was  held  on  the  10th,  follow- 
ing a social  and  get-together  hour.  Dr.  R.  N.  Shelley 
of  Norton  presided  and  Dr.  Joseph  A.  Ledogar  of 
Norton  acted  for  Dr.  Tudor  as  secretary.  Dr. 
Delmas  B.  Jones  and  Dr.  John  H.  Dellinger,  both 
of  Norton,  were  received  as  members,  following 
which  the  guest  speakers  were  introduced.  These 
were  Drs.  Richard  Sexton,  John  Casterson  and 
Martin  Davis,  all  of  Kno.xville,  Tenn.,  who  spoke 
on  Psychosomatic  Medicine  as  it  pertained  to  va- 
rious specialties.  Following  these  was  further  dis- 
cussion of  the  Tumor  Clinic  possibly  to  be  located 
in  Norton.  Several  members  of  the  committee  being 
absent,  no  action  was  taken.  Adjournment  followed. 

Montgomery  Medical  Society. 

St.  Albans  Sanatorium,  Radford,  was  host  to  this 
Society  at  its  regular  spring  meeting  on  .\pril  29. 


The  physicians  of  Pulaski  County  were  also  invited. 

Dr.  Ford  Lucas  of  Blacksburg,  the  President  of 
the  Society,  presided  at  the  business  meeting.  The 
following  officers  were  elected  for  the  coming  year: 
Dr.  R.  H.  Grubbs,  Christiansburg,  President;  Dr.  H. 
R.  Hartwell,  Radford,  Vice-President;  and  Dr.  D. 
D.  Chiles,  Radford,  Secretary-Treasurer,  re-elected. 
Dr.  .A.  M.  Showalter  of  Christiansburg  was  elected 
to  honorary  membership  in  recognition  of  his  many 
years  of  service  to  the  Society.  Mr.  John  Walker, 
.\ttorney  of  Roanoke,  Virginia,  gave  a very  timely  and 
informative  talk  about  certain  legal  problems  in  med- 
icine. 

News  from  the  Medical  College  of  Virginia, 

Richmond, 

The  one  hundred  sixteenth  Commencement  was 
held  on  June  2,  1953  with  334  in  the  graduating 
classes:  100  in  medicine,  50  in  dentistry,  56  in 
pharmacy,  57  in  nursing,  39  in  physical  therapy, 
7 in  hospital  administration,  19  in  medical  tech- 
nolog}^  and  6 master  of  science  degrees:  4 in  bio- 
chemistry, 1 in  biolog}’  and  1 in  legal  medicine,  .^t 
this  time  honorary  degrees  of  Master  of  Humane 
Letters  to  Dr.  Jack  Walter  Witten,  Doctor  of  Laws 
to  Colonel  Richard  Henry  Eanes,  and  Doctor  of 
Science  to  Dr.  Richard  Hugh  Wood  were  awarded. 

Gifts  and  grants  from  July  1,  1952  to  July  1,  1953 
total  $872,383. 81. 

The  Wood  Memorial  Dental  Building,  now  under 
construction,  is  scheduled  for  completion  in  .August. 
On  March  30  at  ten  o’clock  in  the  morning  the  corner 
stone  for  the  new  building  was  laid  with  simple 
ceremonies. 

Dr.  Isaac  Bigger,  professor  of  surgery,  was 
made  President  of  the  Southern  Surgical  .Associa- 
tion. 

Dr.  Lynn  D.  .Abbott,  Jr.,  associate  professor  of 
biochemistry,  has  been  invited  to  act  as  chairman 
of  the  session  on  Detoxication  and  Related  Topics 
at  the  spring  meeting  of  the  .American  Society  of 
Biological  Chemists  in  Chicago. 

Dr.  George  W.  Thorn,  Hersey  Professor  of  the 
Theory  and  Practice  of  Physic,  Harv'ard  University 
Medical  School,  delivered  the  sixth  annual  Stone- 
burner  lecture  on  March  6. 
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Dr.  H.  Hudnall  Ware,  Jr.,  professor  of  obstetrics 
and  gynecology,  was  elected  president  of  the  South 
Atlantic  Association  of  Obstetrics  and  Gynecology 
at  its  meeting  in  Havana,  Cuba.  Doctor  Ware  has 
been  made  chairman  of  the  section  of  g\  necology  of 
the  Southern  Medical  Association. 

Dr.  Allan  Forbes,  who  was  graduated  from  the 
school  of  medicine  this  year,  was  recognized  for 
his  outstanding  record  by  being  awarded  the  A.  D. 
Williams  Scholarship  prize  and  al.^o  the  William 
Branch  Porter  prize. 

Dr.  Ebbe  Curtis  Hoff,  professor  in  neurological 
science  and  lecturer  in  physiology,  was  awarded  a 
degree  of  doctor  of  medicine  from  O.xford  Univer- 
sity in  recognition  of  his  outstanding  medical  re- 
search. 

Dr.  George  Zur  Williams,  director  of  cancer  re- 
search at  MCV,  has  been  granted  a leave  of  absence 
for  one  year  to  organize  a department  of  clinical 
pathology  for  the  National  Institutes  of  Health  at 
Bethesda,  Maryland.  During  the  year  he  will  con- 
tinue his  fundamental  studies  in  cancer  as  an  as- 
sociate in  the  National  Cancer  Institute.  Dr.  Louis 
A.  Leone  will  act  as  head  of  the  department  in  Doc- 
tor Williams’  absence. 

The  Virginia  State  Board  of  Medical  Ex- 
aminers, 

At  its  semi-annual  meeting  in  Richmond,  June 
17,  re-elected  Dr.  C.  L.  Riley  of  Winchester  as  pres- 
ident; Dr.  G.  B.  Setzler  of  Pennington  Gap  as  vice- 
president;  and  Dr.  K.  D.  Grav'es  of  Roanoke  as  sec- 
retary-treasurer. 

Dr.  L.  B.  Hudson, 

Who  has  been  with  the  State  Health  Department 
since  May  1,  1953,  was  assigned  as  Director  of  the 
Henr}’-Martinsville-Franklin  Health  District  on 
July  1.  Offices  are  at  Martinsville  and  at  Rocky 
Mount  with  Martinsville  as  headquarters. 

American  College  of  Chest  Physicians. 

The  meeting  of  the  association  in  New  York  City, 
May  28-31  surpassed  all  previous  records  of  the 
College  for  attendance,  there  being  approximately 
1,500  to  register,  including  1,200  members  and  guest 
physicians  and  300  non-physician  guests.  Dr.  Alvis 
E.  Greer  of  Houston,  Texas,  succeeded  to  the  presi- 
dency, and  Dr.  William  A.  Hudson  of  Detroit  was 
named  president-elect.  The  next  annual  meeting 


is  to  be  in  San  Francisco,  June  17-20,  1954. 

Dr.  C.  Lydon  Harrell  of  Norfolk  was  re-elected 
Governor  of  the  Virginia  branch  of  the  College. 

Dr.  Armistead  D.  Williams 

And  family  of  Richmond  left  the  end  of  June  for 
their  new  home  in  Clifton  Forge,  where  Dr.  Williams 
succeeded  Dr.  J.  R.  Beckwith  as  chief  of  the  Med- 
ical Department  of  the  Chesapeake  and  Ohio  Hos- 
pital. 

International  College  of  Surgeons. 

The  United  States  and  Canadian  Sections  of  the 
the  College  will  open  at  the  Waldorf-Astoria  in  New 
York  on  Sunday  evening,  September  13.  This  ses- 
sion will  be  open  to  the  public  and  Dr.  Richard  H. 
Shryock,  Director  of  the  Institute  of  the  History  of 
Medicine  of  Johns  Hopkins  University,  Baltimore, 
will  speak  on  “I'ame  in  Surgery”.  The  scientific 
program  will  open  on  Monday  morning,  September 
14,  and  from  that  time  to  the  closing  session  on 
Thursday  evening,  will  include  a discussion  of 
many  interesting  subjects. 

Dr.  William  R.  Lovelace  of  Albuquerque,  New 
Mexico  is  president  of  the  United  States  Section  and 
Dr.  Douglas  U.  McGregor  of  Hamilton,  Ontario,  is 
president  of  the  Canadian  Section. 

Dr.  Benedict  Nagler, 

Assistant  jirofessor  of  neuropsychiatry  at  the  Med- 
ical College  of  Virginia  and  chief  of  the  neuropsy- 
chiatric service  at  the  Veterans  .'Administration  hos- 
pital in  Richmond,  Virginia,  has  accepted  a new 
appointment  in  \\\  Central  Office  at  Washington, 
D.  C.  He  Ijecame  chief  of  the  neurology  section  of  the 
psychiatry  and  neurology  division,  Department  of 
Medicine  and  Surgery,  effective  July  19,  1953. 

Dr.  Nagler  has  been  chief  of  the  Neuropsychiatric 
Service  at  McGuire  VA  Hospital,  Richmond  since 
May  1,  1946. 

Dr.  Hood  Transferred. 

Veterans  .'Adinistration  announces  the  appointment 
of  Dr.  John  G.  Hood,  recently  of  Richmond,  as 
manager  of  the  VA  Hospital  in  the  Bronx,  New  York 
City.  Dr.  Hood,  who  has  been  manager  of  the  VA 
Hospital  in  Richmond  since  January,  1951,  succeeds 
Dr.  Ralph  G.  Devoe  (retired)  as  manager  at  the 
Bronx. 

The  American  Congress  of  Physical  Med- 
icine and  Rehabilitation 

Will  hold  its  annual  scientific  and  clinical  session 
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on  August  3 l-September  4,  1953  inclusive,  at  the 
Palmer  House,  Chicago,  111.  Scientific  and  clinical 
sessions  will  he  given  on  the  days  of  August  31  and 
September  1,  2 and  3.  All  sessions  will  he  open  to 
members  of  the  medical  profession  in  good  standing 
with  the  American  Medical  .Association. 

In  addition  to  the  scientific  sessions,  annual  in- 
struction seminars  will  be  held.  These  lectures  will 
he  open  to  physicians  as  well  as  to  therapists,  who 
are  registered  with  the  American  Registry  of  Ph\sical 
Therapists  or  the  .American  Occupational  Therap}' 
.Association. 

Full  information  may  be  obtained  by  writing  to 
the  e.xecutive  offices,  .American  Congress  of  Physical 
Aledicine  and  Rehabilitation,  30  North  Alichigan 
.Avenue,  Chicago  2,  Illinois. 

The  Pan  American  Medical  Women’s  Al- 
liance 

\\hll  hold  its  fourth  Congress  at  Beekman  Towers 
Hotel,  First  .Avenue  and  49th  Street,  New  A'ork, 
from  September  24  through  October  1,  1953.  The 
morning  hours  will  be  given  over  to  a scientific  pro- 
gram of  general  interest.  There  will  be  round-table 
luncheon  discussions  with  leaders  speaking  Sjianish 
and  English.  Through  the  sponsorship  of  leading 
New  A'ork  medical  women  those  interested  in  a 
special  field  will  have  opjiortunities  to  attend  clinics 
of  their  choice.  The  Aledical  Women’s  .Association 
of  New  A’ork  is  serving  as  hostess  and  planning  a 
most  delightful  program,  including  tours  of  the  New 
A'ork  Hospital-Cornell  Aledical  Center  and  Colum- 
bia-Presbyterian  Aledical  Center,  a boat  trip  around 
Manhattan  Island,  tour  and  luncheon  at  the  United 
Nations,  visits  to  Radio  City  and  the  Empire  State 
Building,  and  a drive  to  Hyde  Park.  Hotel  reser- 
vations should  be  made  direct  with  the  hotel. 

Further  information  may  be  obtained  from  the 
Registration  Chairman,  Dr.  Ina  .A.  Alarsh,  140 
Linwood  .Ave.,  Buffalo  9,  New  A’ork.  Registration 
fee  is  ,^10.00. 

Drs.  Boyd  and  Harris. 

Dr.  John  O.  Boyd,  Jr.,  announces  the  association 
of  Dr.  John  L.  Harris,  Jr.,  in  the  general  practice 
of  medicine  and  surgery,  with  offices  at  920  South 
Jefferson  Street,  Roanoke,  A’irginia. 

Dr.  Martin  Markowitz 

.Announces  the  opening  of  his  office  for  the  ])rac- 
tice  of  general  surgery  in  the  Lee  Aledical  Building. 
Richmond,  A’irginia. 


American  College  of  Surgeons. 

Alore  than  1 1 ,000  surgeons,  other  physicians  and 
guests  are  expected  to  attend  the  39th  annual  Clinical 
Congress  of  the  .American  College  of  Surgeons,  to 
be  held  in  Chicago,  October  5 through  9,  1953.  The 
program  will  include  formal  scientific  papers,  panel 
discussions,  symposia,  postgraduate  courses,  surgical 
forums,  medical  motion  pictures,  cine  clinics,  color 
television  and  exhibits.  Headquarters  will  be  The 
Conrad  Hilton  Hotel. 

Dr.  Harold  L.  Foss,  })resident  of  the  .American 
College  of  Surgeons  for  1953,  will  preside  at  the 
opening  evening  session  at  which  Dr.  Fred  W.  Ran- 
kin, Lexington,  Kentucky,  will  be  installed  as  presi- 
dent for  the  year  1954.  Dr.  Evarts  .A.  Graham,  St. 
Louis,  chairman  of  the  Board  of  Regents,  will  in- 
troduce sjiecial  guests  and  Sir  James  Paterson  Ross, 
London,  England,  will  give  the  Eighth  Alartin  Me- 
morial Lecture,  entitled  “Science  and  Surgery.”  Dr. 
Paul  R.  Hawley  of  Chicago  is  The  Director  of  the 
.American  College  of  Surgeons. 

Dr.  Challis  H.  Dawson  Honored. 

The  .American  Physicians’  .Art  Association,  at  its 
recent  meeting  in  New  A’ork  City,  elected  Dr.  Challis 
H.  Dawson  of  Suffolk  as  president.  He  is  the  first 
president  outside  the  large  cities  and  also  the  first 
from  the  South.  The  association  counts  some  15,000 
physicians  as  members,  and  holds  its  annual  exhi- 
Intions  in  conjunction  with  the  meetings  of  the  .Amer- 
ican Medical  .Association. 

Dr.  Dawson  received  the  Aledal  of  Alerit  for  his 
“Oustanding  .Accomplishment  in  .Art,’’  as  also  many 
prizes  and  awards.  He  is  entirely  self  taught,  never 
having  had  a lesson  of  any  kind  and,  while  he  works 
in  all  media  except  oils,  he  is  primarily  a water 
colorist.  He  has  had  pictures  accepted  and  shown 
at  a number  of  shows. 

Dr.  J.  Stuart  Staley 

Returned  to  his  former  home  in  Alarion  in  Alay, 
to  resume  his  practice  after  living  and  working  in 
India  for  the  past  seven  years. 

Dr.  Leonard  D.  Policoff, 

Richmond,  has  been  awarded  a United  States  Pub- 
lic Health  fellowship  for  a two-year  period  of  re- 
search and  training  at  Baruch  Center  of  Physical 
Aledicine  and  Rehabilitation  at  the  Aledical  College 
of  A’irginia,  Richmond.  This  is  the  first  selection  of 
AICA’  for  such  training  and  Dr.  Policoff  is  the  first 
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local  recipient  of  such  a grant.  Dr.  Policoff  has 
lieen  practicing  general  medicine  in  Richmond  for 
several  years  and  has  also  been  an  instructor  in 
medicine  on  the  MCV  faculty. 

The  Halifax  Community  Hospital 

\\’as  dedicated  on  June  24,  with  Dr.  T.  Sanger, 
president  of  the  Medical  College  of  Virginia,  as 
the  principal  speaker.  It  was  estimated  that  there 
was  a crowd  of  2,500  attending  the  ceremonies  be- 
fore the  new  50-l)ed  building.  Dr.  J.  D.  Hagood, 
chief  of  the  new  hospital’s  medical  staff,  described 
the  new  building  as  “a  monument  to  the  people  of 
Halifax  County”.  The  new  hospital  was  to  begin 
taking  in  patients  about  July  1. 

Tobaccorama — 1953. 

For  the  past  four  years,  Richmonders  and  their 
guests  have  enjoyed  the  annual  Tobacco  Festival, 
which  not  only  focuses  attention  upon  Richmond  as 
the  cigarette  capitol  of  the  world,  but  also  promotes 
other  Mrginia  cities  which  are  well  known  tobacco 
markets. 

One  of  the  most  interesting  of  the  Toliacco  Fes- 
tival events  is  the  Tobaccorama,  a musical  show 
which  tells  the  story  of  tobacco  in  song  and  dance, 
using  a cast  of  500,  an  orchestra  and  a ballet.  For 
the  first  time,  the  sale  of  tickets  to  Tobaccorama  is 
being  sponsored  by  the  Florence  Nightingale  Circle 
of  the  Sheltering  Arms  Hospital — the  onh'  free  hos- 
pital in  the  State  of  Virginia. 

Tobaccorama  will  be  presented  at  Parker  Field 
in  Richmond  cn  September  16th  and  17th  at  8:30 
p.m.  Tickets  range  in  price  from  $2.00  in  the  boxes 
to  $1.00  in  the  upper  section  of  the  grandstand.  For 
tickets,  contact  Mrs.  George  D.  Vaughan,  Jr.,  Ticket 
Chairman  for  the  Florence  Nightingale  Circle — 
Glenbrooke  Hills — Richmond  88-2097. 


Proctologic  Research  Fellowship. 

The  International  Academy  of  Proctology  an- 
nounces the  establishment  and  award  of  a one  year 
Proctologic  Research  Fellowship  in  the  amount  of 
$1200.00.  This  Research  Fellowship  grant  has  been 
awarded  to  the  Jersey  City  Medical  Center,  New 
Jersey,  to  be  administered  under  the  direction  of 
Dr.  Earl  J.  Halligan,  Surgical  Director  of  the  Med- 
ical Center.  Dr.  Halligan  is  a former  International 
President  of  the  Academy. 

The  Board  of  Trustees  of  the  International  Acade- 
my of  Proctology  will  vote  another  Fellowship  grant 
of  a similar  amount  at  the  time  of  the  next  .Annual 
Meeting  of  the  .\cadem}-.  Thus,  there  will  be  at 
least  two  Research  Fellowship  studies  in  progress, 
in  different  institutions,  under  the  auspices  of  the 
International  Academy  of  Proctolog}'. 

Urology  Award. 

The  American  Urological  Association  offers  an 
annual  award  of  $1000.00  (first  prize  of  $500.00, 
second  prize  $300.00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some  clinical  or  laboratory  re- 
search in  F'rology.  Competition  shall  be  limited  to 
urologists  who  have  been  in  such  specific  practice 
for  not  more  than  ten  }ears,  and  to  men  in  training 
to  become  urologists. 

For  full  particulars  write  the  Executive  Secretary, 
William  P.  Didusch,  1120  North  Charles  Street,  Bal- 
timore, Maryland.  Essa}  s must  be  in  his  hands  be- 
fore February  1,  1954. 

Internist, 

Aged  37,  draft  priority  TV,  graduate  of  the  Uni- 
versity of  Virginia,  with  university  hospital  training 
and  boards  completed,  would  like  to  become  asso- 
ciated with  individual  physician  or  group  for  prac- 
tice. .Address  “Internist"  care  this  journal,  1105 
West  Franklin  Street,  Richmond  20,  Virginia.  (.IJz^.) 


OBITUARIES 


Resolution  Upon  the  Death  of  Dr,  Cohen. 

Dr.  Franklin  Harry  Cohen  was  born  in  Norfolk,  Vir- 
ginia, on  December  19,  1909,  and  died  of  cerebral  hemor- 
rhage on  June  12,  1953. 

Dr.  Cohen  received  his  early  education  in  the  primary 
and  secondary  schools  of  this  city,  and  in  1928  entered 
the  University  of  Virginia  where  he  received  his  degree 
in  medicine  in  1934. 

He  completed  his  internship  at  the  Beth  Israel  Hospital 
of  Newark  in  1935,  and  the  Essex  County  Hospital  for 
Contagious  Diseases  in  1936.  He  entered  the  private 


practice  of  general  medicine  in  this  city  in  1936  and  be- 
came a member  of  the  Norfolk  County  Medical  Society, 
The  Medical  Society  of  Virginia,  and  the  American  Medi- 
cal Association.  Until  1941,  when  he  entered  the  armed 
forces,  he  acted  as  assistant  on  the  medical  service  at  St. 
Vincent's  Hospital  and  Norfolk  General  Hospital. 

Dr.  Cohen  accepted  an  appointment  as  First  Lieutenant 
in  the  Officers  Reserve  Medical  Corps  on  September  4, 
1935.  He  was  ordered  to  active  military  service  with 
the  37th  Infantry  Division  on  January  1,  1941.  His  over- 
seas duty  was  entirely  in  the  Southwest  Pacific  area  with 
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the  famed  32nd  Division  which  fought,  in  654  days  of 
actual  combat,  through  the  swamps  of  New  Guinea,  the 
drenching  rains  of  Leyte,  to  the  high  mountainous  terrain 
of  Luzon.  For  meritorious  achievement  in  connection  with 
military  operation  against  the  enemy  in  New  Guinea  and 
the  Philippine  Islands,  Dr.  Cohen  was  awarded  the  Medi- 
cal Combat  Badge,  the  Bronze  Star  Medal,  and  was 
recommended  for  the  Legion  of  Merit.  With  the  32nd 
Infantry  Division  he  served  first  as  Battalion  Surgeon, 
then  Regimental  Surgeon  of  the  128th  Infantry,  and  final- 
ly as  the  32nd  Division  Medical  Inspector. 

Following  his  separation  from  the  military  service.  Dr. 
Cohen  returned  to  Norfolk  and  in  early  1946  re-entered 
private  practice  of  general  medicine,  and  later  resumed 
his  affiliations  with  Norfolk  General  Hospital  and  the 
new  De  Paul  Hospital. 

Despite  a progressively  increasing  degree  of  hyper- 
tension which  first  became  manifest  at  least  six  years  ago. 
Dr.  Cohen  spared  himself  no  effort,  denied  no  patient 
medical  care,  continued  to  give  of  himself  unselfishly  to 
his  practice  and  clinic  work. 

At  one  o’clock  in  the  afternoon  of  June  12,  1953,  Dr. 
Franklin  Harry  Cohen  suffered  a massive  cerebral 
hemorrhage  while  caring  for  patients  in  his  office,  and 
expired  that  evening. 

With  a deep  sense  of  appreciation  for  the  contributions 
which  Dr.  Cohen  made  to  this  community  and  to  his 
country,  and  reflecting  the  admiration,  respect,  and  affec- 
tion of  his  colleagues,  it  is  recommended  that  this  reso- 
lution be  incorporated  into  the  minutes  of  this  Society  and 
that  a copy  be  presented  to  Mrs.  Lena  L.  Cohen,  mother, 
and  Mrs.  Evelyn  Pierce  Cohen,  wife,  of  our  late  Dr. 
Franklin  Harry  Cohen. 

(Signed  Bernard  Lid.man,  M.D.,  Chairman 
Milton  Salasky,  M.D. 

Alfred  L.  Kruger,  M.D. 
Committee. 

Dr,  Richard  Henry  Woolling, 

Pulaski,  a Life  Member  of  The  Medical  Society 
of  Virginia,  died  June  17  after  a long  illness.  He 
was  81  years  of  age  and  a graduate  in  medicine  from 
the  former  University  College  of  Medicine,  Rich- 
mond, in  1896.  He  located  in  Pulaski  as  a com- 
pany doctor  for  the  Virginia  Iron,  Coal  and  Coke 
Company  and  had  taken  a prominent  part  in  civic 
affairs  of  that  community.  He  was  an  assistant 
surgeon  for  the  Norfolk  and  Western  Railway  Com- 
pany, a member  of  the  Rotary  Club,  the  Pulaski 
Science  Club,  Elks,  a steward  in  the  Methodist 
Church,  and  a director  of  the  Pulaski  National  Bank 
for  a number  of  years. 

Dr.  George  T.  Myers, 

Prominent  physician  of  Norfolk,  died  July  8 at 
the  age  of  75.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  1901  and  had  spent  prac- 


tically all  his  life  in  Norfolk  except  for  time  he  saw 
service  in  New  York  City  hospitals.  About  1907 
he  was  chosen  as  city  doctor  for  Norfolk,  which  po- 
sition he  served  until  his  retirement  in  1937.  He 
was  a member  of  various  medical  organizations,  in- 
cluding The  Medical  Society  of  Virginia  of  which 
he  was  a Life  Member.  Surviving  are  his  wife 
and  a son  and  daughter. 

Dr.  William  Alfred  Pinkerton, 

Retired  physician  of  North  Garden,  died  July 
8 in  a Charlottesville  hosjiital.  He  was  seventy-six 
years  of  age  and  had  graduated  in  medicine  from 
the  University  of  Virginia  in  1900.  His  wife  and 
four  children  survive  him.  Dr.  Pinkerton  was  a 
Life  Member  of  The  Medical  Society  of  Virginia. 

Dr.  B.  R.  Caldwell, 

Formerly  of  -Alexandria  but  more  recently  of  Coral 
Gables,  Florida,  died  March  22,  death  resulting 
from  a coronary  condition.  He  was  seventy-five 
years  of  age  and  a graduate  of  the  University  of  The 
South,  Sewanee,  Tenn.  in  1901.  He  served  twenty- 
two  years  on  the  Board  of  Veterans  Appeals.  He 
had  been  a member  of  The  Medical  Society  of  Vir- 
ginia since  1902. 

Dr.  John  C.  Wallace, 

Who  had  practiced  in  Arlington  for  twenty  years, 
died  June  28,  at  the  age  of  76.  He  graduated  in 
medicine  from  Tulane  University,  New  Orleans,  in 
1899  and  practiced  for  sometime  in  Mississippi 
before  locating  in  Arlington. 

Dr.  N.  Thomas  Ennett, 

Of  Beaufort,  N.  C.,  died  June  23,  at  the  age  of 
seventy-six.  He  graduated  from  the  Medical  Col- 
lege of  Virginia  in  1907  and  lived  in  Richmond, 
Va.,  for  a number  of  years,  having  been  medical 
director  of  Richmond  Public  Schools  for  twenty- 
seven  years.  After  leaving  Richmond,  he  served 
as  health  officer  in  several  places  in  North  Carolina. 
His  wife  survives  him. 

Dr.  Frank  H.  Lahey, 

Internationally  famous  surgeon  and  founder  and 
director  of  the  Lahey  Clinic  in  Boston  which  bears 
his  name,  died  June  27,  at  the  age  of  73,  in  the  New 
England  Baptist  Hospital,  which  he  had  entered 
a few  days  previously  for  a check-up  and  rest.  He 
was  the  second  noted  Boston  surgeon  to  die  within 
a few  days.  Dr.  Marius  N.  Smith-Petersen  having 
died  on  June  18. 
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From  where  I sit 
Joe  Marsh 


It’s  Fine  to  Be  Fooled 
— Sometimes 

Handy  Peters  entertained  for  the 
ladies  of  the  Auxiliary  the  other  night 
— and  had  all  the  ladies  believing  for  a 
while  that  he’s  the  best  marksman  in 
the  county. 

Handy  put  on  a great  act.  He  set  up 
a whole  bunch  of  balloons  on  a muslin 
backdrop  and  then  took  out  his  pea- 
shooter. He  shot  blindfolded,  standing 
on  his  head,  every  which  way — and 
broke  a balloon  every  time. 

No  wonder  Handy  made  a big  impres- 
sion on  the  ladies.  What  they  didn’t 
know — till  the  show’s  end — was  that 
Buck  Mulligan  was  hiding  behind  the 
backdrop  improving  on  Handy’s  aim 
with  a hatpin. 

From  where  I sit,  we  all  get  things 
‘'put  over”  on  us  now  and  again. 
When  it’s  good-natured — fine!  But, 
some  folks  would  fool  us  into  believing 
it’s  wrong  to  enjoy  a glass  of  beer. 
Others  would  tell  their  neighbor  how 
to  practice  his  profession.  For  real 
American  tolerance  and  neighborliness 
these  people  are  simply  “off  target.” 
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GUEST  EDITORIAL 


Progress  in  the  Measurement  of  Pulmonary  Function 

WITHIN  the  last  decade  we  have  gained  some  new  knowledge  of  pulmonary  func- 
tion and  have  clarified  a good  deal  of  the  knowledge  which  we  already  had. 
Much  of  the  recent  activity  in  this  field  has  been  inspired  by  the  needs  of  the  military 
for  more  precise  information  on  which  to  base  the  design  of  such  equipment  as  aircraft 
oxygen  systems  and  resuscitators.  Progress  has  been  facilitated  by  great  improvements 
in  measurement  techniques  within  the  last  few  years.  Now  it  has  become  possible 
to  measure  rather  precisely  certain  properties  and  functions  of  the  lung  which  could 
not  be  measured  well  before.  Normal  limits  have  been  established  for  these  measure- 
ments and  they  are  being  applied  to  the  study  of  patients  with  pulmonary  disease. 

These  studies  can  be  useful  in  at  least  two  ways.  They  can  provide  a much  clearer 
understanding  of  the  different  kinds  of  functional  impairment  produced  by  lung 
disease  of  different  sorts.  In  turn  this  can  lead  to  better  clinical  and  even  etiologic 
differentiation  of  lung  disorders  than  we  can  achieve  at  present.  There  is  a real  need 
for  such  improvement.  Secondly,  good  measurements  of  function  furnish  a good  means 
of  assessing  the  results  of  therapeutic  efforts.  Potentially  effective  therapeutic  agents 
and  procedures  are  appearing  with  increasing  frequency;  the  better  the  means  of 
evaluation,  the  more  rapid  and  certain  our  therapeutic  progress  will  be. 

Because  of  the  potential  significance  of  these  developments  to  the  field  of  pulmonary 
disease,  as  well  as  the  interest  inherent  in  any  biologic  advance,  it  is  proposed  to  give 
a brief  account  of  some  of  the  new  measurement  techniques  and  their  results. 

It  is  almost  axiomatic  that  lung  disease  produces  changes  in  the  elasticity  and  mo- 
bility of  the  lungs.  The  voluminous,  non-elastic  lungs  of  emphysema,  the  blocked 
airw’ays  of  asthma,  and  the  rigid  lungs  of  chronic  pulmonary  fibrosis  are  all  familiar 
examples.  Physical  changes  of  this  kind  are  the  commonest  cause  of  dyspnea  asso- 
ciated with  lung  disease.  In  spite  of  the  familiarity  of  these  changes,  we  have  had  no 
exact  and  easy  means  of  measuring  them  until  very  recently.  For  such  means  we  are 
indebted  to  the  work  of  Fenn  and  his  colleagues^  at  the  University  of  Rochester 
and  to  subsequent  investigators  in  the  field.  The  elasticity  of  the  lungs  is  measured 
much  as  one  could  measure  the  elasticity  of  a balloon,  by  relating  volume  change  to 
pressure  change.  In  the  case  of  the  lungs,  one  relates  the  volume  of  a breath,  or  tidal 
volume,  to  the  accompanying  change  in  intrapleural  pressure^-®.  Normal  lungs 
of  average  size  will  have  a volume  change  of  about  0.2  liters  for  a change  in  intra- 
pleural pressure  of  1 cm.  of  water^-'*.  The  relation  is  nearly  linear  in  the  ordinary 
ranges  of  tidal  volume.  The  volume  change  per  centimeter  of  water  pressure  change 
is  termed  the  “compliance”  of  the  lungs.  In  practice,  fluctuations  in  intra-esophageal 
pressure,  transmitted  by  way  of  a swallowed  balloon,  are  measured  instead  of  intra- 
pleural pressure  and  are  recorded  continuously.  If  the  ventilation  rate  is  simultaneously 
recorded  by  having  the  subject  breathe  through  a suitable  flow-meter,  it  is  possible 
to  measure  off  the  volume  of  each  breath  and  relate  this  to  the  change  in  intra-cso- 
phageal  pressure.  For  the  estimation  of  compliance  it  should  be  noted  that  measure- 
ments of  pressure  and  volume  are  made  under  static  conditions,  just  at  the  height  of 
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inspiration  and  at  the  depth  of  expiration,  when  no  air  is  moving  in  or  out  of  the 
chest.  Otherwise,  one  measures  not  only  the  pressure  required  to  overcome  the  elastic 
force  of  the  lung,  but  also  that  required  to  maintain  air  flow.  The  pressure  required 
to  maintain  air  flow  is  a measure  of  the  pulmonary  “resistance”^'®4,5.6  This  is 
usually  expressed  as  the  pressure  in  centimeters  of  water  needed  to  produce  a flow 
rate  of  one  liter  per  second.  The  normal  value  is  in  the  neighborhood  of  1.7  cm.  of 
water'*.  This  is  measured,  at  the  standard  flow  rate,  by  correcting  the  observed 
intra-esophageal  pressure  by  the  amount  necessary  to  balance  the  elastic  force  of  the 
lung  at  the  existing  volume.  The  remainder  is  the  pressure  due  to  resistance. 

Studies  of  emphysema  by  these  means  show  that  the  compliance,  though  variable, 
is  generally  within  normal  limits^-".  This  apparent  elasticity,  however,  is  main- 
tained only  at  the  expense  of  a great  increase  in  the  resting  volume  of  the  lung.  It 
has  been  pointed  out  that  the  normal  resting  or  “relaxation”  volume  of  the  lungs  is 
determined  by  a balance  between  the  elastic  forces  tending  to  cause  contraction  of  the 
lung  and  those  tending  to  cause  expansion  of  the  thoracic  cage.  The  increase  of 
thoracic  volume  in  emphysema  appears  to  result  in  part  from  a loss  of  the  contractile 
force  of  the  lung  at  its  ordinary  volume,  leaving  the  normal  elastic  forces  of  the  chest 
wall  free  to  expand  the  thoracic  cage*.  The  pulmonary  resistance  is  very  greatly 
increased  in  emphysema  and  is  greater  during  expiration  than  inspiration^’*.  Dur- 
ing forced  expiration  the  resistance  increases  tremendously,  so  that  large  increments 
in  pressure  wdll  produce  little  or  no  increment  in  flow  rate.  This  is  apparently  because 
air  is  trapped  within  the  lung  by  collapse  or  closure  of  respiratory  passageways  under 
increased  intra-pulmonary  pressure.  This  mechanism  explains  the  classical  failure 
of  the  emphysematous  patient  to  blow  out  the  candles  on  his  birthday  cake.  It  also 
explains  his  failure  easih-  to  cough  up  bronchial  secretions  and  his  consequent  vul- 
nerability to  pulmonary  infections.  Whether  such  mechanisms  may  play  a part  in 
the  actual  causation  of  pulmonary  emphysema  is  still  undetermined. 

Some  observations  have  been  made  on  the  effects  of  pulmonary  vascular  congestion 
on  compliance  and  resistance*’*.  In  patients  with  mitral  stenosis,  compliance  is 
decreased  and  resistance  is  increased.  The  changes  are  still  more  marked  when  the 
subjects  are  in  failure.  Preliminary  evidence  indicates  that  light  exercise  will  cause 
a substantial  further  decrease  in  the  compliance  of  patients  with  well-established  mitral 
stenosis,  but  not  that  of  normal  persons.  Presumably,  this  is  related  to  the  increase 
in  pulmonary  vascular  pressure  which  occurs  during  exercise  in  patients  with  mitral 
stenosis.  If  so,  such  measurements  may  prove  to  be  a useful  means  of  evaluating 
therapeutic  procedures  directed  toward  the  relief  of  pulmonary  vascular  congestion. 

The  details  of  pulmonary  gas  exchange  have  also  been  the  subject  of  considerable 
recent  investigation.  Since  it  is  the  function  of  the  lung  to  carry  on  gas  exchange 
betw'een  blood  and  air,  it  would  be  logical  to  assess  lung  function  by  the  closeness 
with  which  blood  in  the  pulmonary  capillaries  comes  into  gaseous  equilibrium  with 
the  alveolar  air.  Arterial  blood  can  easily  be  obtained  for  examination,  but  it  is 
difficult  or  impossible  to  obtain  a reliable  sample  of  alveolar  air  from  a person  with 
pulmonary  disease.  Even  if  the  alveolar  air  could  be  characterized  adequately,  there 
would  remain  uncertainty  as  to  the  cause  for  failure  to  attain  equilibrium  between 
blood  and  air  in  a given  subject.  For  example,  cyanosis  might  be  due  to  actual  blood 
shunts  which  by-pass  the  functioning  lung,  as  in  congenital  heart  di.sease,  or  atelec- 
tasis; or  it  might  be  due  to  poor  ventilation  of  large  areas  which  were  richly  perfused 
with  blood;  or  it  might  be  due  to  disease  of  the  alveolar  “membrane”,  tending  to 
impede  the  passage  of  oxygen  from  alveolus  to  blood;  or  to  combinations  of  these  factors. 
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These  formidable  problems  are  now  being  solved.  This  is  partly  owing  to  the  pioneer 
work  of  the  group  at  Rochester^-^*^,  but  primarily  to  the  investigations  of  Riley, 
Cournand,  Lilienthal,  and  their  associatesi^42.i3.i4  Some  of  the  basic  concepts 
which  have  permitted  progress  in  the  field  are  very  interesting.  The  problem  of  char- 
acterizing alveolar  air  has  been  approached  by  combining  two  ideas.  In  general,  the 
ratio  between  oxygen  and  carbon  dioxide  partial  pressures  in  alveolar  air  can  be 
expressed  by  the  so-called  “alveolar  equation”,  in  terms  of  the  composition  of  the 
inspired  air  and  the  respiratory  quotient,  both  of  which  are  easily  determined.  On 
the  other  hand,  the  average  alveolar  carbon  dioxide  pressure  can  quite  fairly  be  taken 
as  equivalent  to  the  carbon  dioxide  pressure  of  the  arterial  blood,  which  is  easily 
measured.  This  is  because  the  great  diffusibility  of  carbon  dioxide  across  the  alveolar 
membrane  allows  good  equilibrium  to  be  achieved  for  this  gas,  although  the  same 
need  not  be  true  for  oxygen.  Since  the  ratio  between  alveolar  pressures  of  oxygen 
and  carbon  dioxide  is  known,  and  the  actual  pressure  of  the  latter  is  also  known, 
the  alveolar  oxygen  pressure  is  easily  calculated.  The  difference  between  this  and  the 
arterial  oxygen  tension,  the  so-called  alveolar-arterial  oxygen  gradient,  is  a measure  of 
the  degree  to  which  equilibrium  between  gas  and  blood  is  achieved.  This  gradient  nor- 
mally amounts  to  only  4 or  5 mm.  Hg,  but  it  may  be  greatly  increased  in  disease.  It 
is  possible  to  carry  the  analysis  still  further,  using  data  collected  while  the  patient 
is  breathing  different  oxygen  mixtures,  and  ultimately  to  determine  how  much  of 
the  defect  in  oxygenation  of  the  blood  results  from  alveolar  membrane  disorder  and 
how  much  from  shunts  or  unequal  distribution  of  blood  and  air  through  the  lung. 
Actually,  the  diffusing  capacity  of  the  lung  for  oxygen  can  be  measured  in  this  way. 
The  diffusing  capacity  is  defined  as  the  volume  of  o.xygen  which  can  pass  from  alveoli 
to  blood  per  minute  for  each  millimeter  of  mercury  difference  in  oxygen  pressure 
between  alveoli  and  blood.  This  sort  of  detailed  analysis  should  be  of  great  help 
to  our  understanding  of  pulmonar}-  disease. 

It  is  interesting  that  estimates  of  the  diffusing  capacity  of  the  lung  for  carbon 
monoxide  w'ere  made  by  Marie  Krogh  nearly  forty  years  ago,  taking  advantage  of  the 
special  properties  of  this  gas.  A new  carbon  monoxide  method  with  many  refinements 
has  recently  been  developed^^  and  is  in  use.  From  the  diffusing  capacity  for  carbon 
monoxide  one  can  estimate  the  diffusing  capacity  for  oxygen.  Determinations  of 
oxygen  diffusing  capacity  by  this  means  agree  reasonably  well  with  those  made  by  the 
technique  described  above. 

Some  studies  have  appeared  lately  on  the  distribution  of  inspired  air  throughout 
the  lung.  It  appears  that  the  alveolar  distribution  of  inspired  air  is  far  from  uniform, 
even  in  normal  persons^®.  The  ratio  of  alveolar  ventilation  to  blood  perfusion 
also  varies  considerably  in  different  parts  of  the  lung  and  is  altered  by  a change  in 
body  position’^’^.  In  the  upright  position  the  upper  lobes  have  much  less  blood 
flow  for  a given  amount  of  ventilation  than  do  the  lower  lobes;  in  the  recumbent 
position,  the  relation  is  reversed.  Serial  observations  on  the  rate  at  which  nitrogen 
is  washed  out  of  the  lung  during  oxygen  breathing  have  been  made  by  Robertson  and 
colleagues  using  a mass  spectrometer^®.  These  observations  also  indicate  unequal 
and  variable  ventilation  of  different  lung  regions  in  normal  subjects.  Similar  results 
can  be  obtained  with  simpler  analytic  equipment,  using  helium.  i\j)plication  of  these 
methods  to  patients  with  emphysema  yields  some  striking  results.  Very  large  portions 
of  the  lung  volume  may  receive  only  a very  small  fraction  of  the  minute  ventilation. 

This  progress  report  on  normal  and  pathologic  pulmonary  physiology  is  not  in- 
tended to  be  complete  but  only  to  indicate  certain  of  the  principal  lines  of  activity. 
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In  some  instances  the  bearing  on  clinical  medicine  is  still  very  remote.  It  is  quite 
probable,  however,  that  most  of  this  work  eventually  will  affect  significantly,  even 
though  indirectly,  the  diagnosis  and  treatment  of  pulmonary  disease. 

John  B.  Hickam,  M.D. 

Dr.  Hickam  is  Associate  Professor  of  Medicine  in  the  Department  of  Medicine,  Duke  University 
School  of  Medicine,  Durham,  North  Carolina. 

References 

1.  Fenn,  W.  O.  Mechanics  of  respiration.  Am.  J.  Med.  10:  77,  1951. 

2.  Stead,  W.  W.,  Fry,  D.  L.,  and  Ebert,  R.  V.  The  elastic  properties  of  the  lung  in  normal  men 

and  in  patients  with  chronic  pulmonary  emphysema.  J.  Lab.  and  Clin.  Med.  40:  674,  1952. 

3.  Mead,  J.  A comparison  of  methods  for  measuring  pulmonary  resistance.  Federation  Pro- 

ceedings. 11  (No.  1.):  105,  1952. 

+.  Mead,  J.,  Frank,  N.  R.,  Lindgren,  I.,  Gaensler,  E.  A.,  and  Whittenberger,  J.  A technique  for 
the  measurement  of  pulmonary  compliance  and  resistance:  its  application  to  normal  pa- 
tients and  patients  with  mitral  stenosis.  Proceedings,  National  Meeting,  American  Fed- 
eration for  Clinical  Research,  1953. 

5.  Fry,  D.  L.  and  Ebert,  R.  V.  The  mechanics  of  pulmonary  ventilation  in  emphysema.  J.  Clin. 

Invest.  32:  570,  1953. 

6.  Mead,  J.  and  Whittenberger,  J.  L.  Clinical  measurement  of  resistive  and  elastic  properties 

of  the  lungs.  J.  Clin.  Invest.  32:  588,  1953. 

7.  Lindgren,  L,  Mead,  J.,  Gaensler,  E.  A.,  and  Whittenberger,  J.  Pulmonary  mechanics  in 

emphysema.  Proceedings,  National  Meeting,  American  Federation  for  Clinical  Research, 
1953. 

8.  Whittenberger,  J.  L.  and  Affeldt,  J.  E.  Physical  properties  of  lungs  in  experimental  pul- 

monary edema.  Federation  Proceedings.  11  (No.  1):  172,  1952. 

9.  Fenn,  W.  O.,  Rahn,  H.,  and  Otis,  A.  B.  A theoretical  study  of  the  composition  of  the  alveolar 

air  at  altitude.  Am.  J.  Physiol.  146:  637,  1946. 

10.  Rahn,  H.  A concept  of  mean  alveolar  air  and  the  ventilation-blood  flow  relationships  during 

pulmonary  gas  exchange.  Am.  J.  Physiol.  58:  21,  1949. 

11.  Lilienthal,  J.  L.,  Jr.,  Riley,  R.  L.,  Proemmel,  D.  D.  and  Franke,  R.  E.  An  experimental 

analysis  in  man  of  the  oxygen  pressure  gradient  from  alveolar  air  to  arterial  blood  during 
rest  and  exercise  at  sea  level  and  at  altitude.  Am.  J.  Physiol.  147:  199,  1946. 

12.  Riley,  R.  L.  and  Cournand,  A.  ‘Ideal’  alveolar  air  and  the  analysis  of  ventilation-perfusion 

relationships  in  the  lungs.  J.  Applied  Physiol.  1 : 825,  1949. 

13.  Riley,  R.  L.  and  Cournand,  A.  Analysis  of  factors  affecting  partial  pressures  of  oxygen  and 

carbon  dioxide  in  gas  and  blood  of  lungs:  theory.  J.  Applied  Physiol.  4:  77,  1951. 

14.  Donald,  K.  W.,  Renzetti,  A.,  Riley,  R.  L.,  and  Cournand,  A.  Analysis  of  factors  affecting 

concentrations  of  oxygen  and  carbon  dioxide  in  gas  and  blood  of  lungs:  results.  J.  Applied 
Physiol.  4:  497,  1952. 

15.  Forster,  R.  E.,.  II,  and  Fowler,  W.  S.  Observations  on  carbon  monoxide  pulmonary  diffusing 

capacity.  Federation  Proceedings.  11  (No.  1):  47,  1952. 

16.  Fowler,  W.  S.  and  Forster,  R.  E.  A method  for  producing  uniform  distribution  of  inspired 

gas.  Federation  Proceedings.  11  (No.  1):  48,  1952. 

17.  Martin,  C.  J.,  Cline,  F.,  Jr.,  and  Marshall,  H.  Lobar  alveolar  gas  concentrations:  effect  of 

body  position.  J.  Clin.  Invest.  32:  617,  1953. 

18.  Ro'bertson,  J.  S.,  Siri,  W.  E.,  and  Jones,  H.  B.  Lung  ventilation  patterns  determined  by 

analysis  of  nitrogen  elimination  rates;  use  of  the  mass  spectrometer  as  a continuous  gas 
analyzer.  J.  Clin.  Invest.  29:  577,  1950. 


September,  1953 


Virginia  Medical  Monthly 


481 


DUODENAL  ULCER* 

H.  H.  Bradshaw,  M.D., 

Professor  of  Surgery,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina 


Mr.  Chairman,  Ladies  and  Gentlemen:  It  is  a dis- 
tinct honor  and  privilege  to  be  invited  to  give  the 
Horsley  Memorial  Lecture.  This  is  true  not  only 
because  of  the  influence  Dr.  J.  Shelton  Horsley  ex- 
erted on  Southern  and  American  Surgery  but  also 
because  of  the  distinguished  men  who  have  appeared 
on  this  platform  in  his  honor  and  because  of  your 
presence  here  tonight.  It  is  perhaps  not  appropriate 
for  an  outsider  to  attempt  to  bring  to  you  a detailed 
account  of  all  of  Dr.  Horsley’s  accomplishments. 
The  topic  is  too  vast  and  many  of  you  are  already 
familiar  with  it.  However,  a brief  recounting  of 
some  of  his  accomplishments  might  be  appreciated 
by  the  younger  members  present. 

Dr.  J.  Shelton  Horsley  w’as  born  in  1870  and 
lived  vigorously  for  76  years.  As  a boy  he  had  an 
inquiring  mind  as  evidenced  by  his  exploration  of 
the  insides  of  various  snakes,  frogs,  etc.,  on  his 
father’s  farm.  Rumor  has  it  that  he  borrowed  $50.00 
to  buy  a horse  when  he  started  in  practice  and  then 
went  back  and  got  $5.00  more  from  the  same  source 
to  finance  his  first  bit  of  medical  research.  Shortly 
after  the  turn  of  the  century  when  Dr.  Horsley  settled 
in  Richmond,  surgery  in  general  was  of  the  fast, 
rough  and  bloody  variety.  He  introduced  an  era  of 
carefulness  and  gentleness  based  on  a knowledge 
of  anatomy  and  an  understanding  of  physiology  and 
pathological  physiology.  At  his  own  expense  he  built 
and  equipped  an  experimental  dog  house  here  on 
13th  Street.  And  it  was  here  that  the  ground-work 
for  the  vascular  and  intestinal  surgery  was  done  that 
later  gained  him  world  fame. 

The  influence  Dr.  Halsted  of  Baltimore  had  on 
the  training  of  young  surgeons  is  well  known  and 
almost  legendary.  He  started  20  years  earlier  and 
has  more  students  in  teaching  capacities  than  Dr. 
Horsley.  But  I believe  it  can  be  truthfully  said  that 
Dr.  Horsley  has  more  outstanding  pupils  in  surgery 
than  Halsted  ever  had.  Perhaps  Dr.  Horsley  in- 
culcated two  principles  above  everything  else  in  his 
assistants  and  associates.  First,  the  investigative 
spirit.  His  interest  extended  to  all  phases  of  medi- 

•Presented  as  the  Seventh  Annual  J.  Shelton  Horsley 
Memorial  Lecture  at  the  Richmond  Academy  of  Medicine, 
April  28,  1953. 


cine.  Nothing  that  was  unusual  or  unexplained 
failed  to  interest  him.  Second,  honesty — a desire 
to  face  facts  rather  than  the  practice  of  self  decep- 
tion. He  was  a man  of  strong  convictions  who  spoke 
freely  and  frankly  on  any  subject  under  discussion. 
He  believed  that  words  should  reveal  and  not  con- 
ceal the  speaker’s  thoughts,  and  his  listeners  were 
never  left  in  doubt  about  his  stand  on  any  question. 

Limitations  of  time  prevent  the  enumeration  of  the 
many  offices  held  by  Dr.  Horsley  in  local,  state, 
regional,  and  national  medical  societies.  More  med- 
ical honors  came  to  him  than  have  been  received 
by  any  other  Virginian.  He  was  the  author  of  six 
books  on  surgical  subjects,  and  he  wrote  more  than 
250  articles  on  surgical  topics.  He  built  and  ran 
a hospital;  he  donated  his  own  money  to  stimulate 
original  thinking  in  recent  medical  graduates,  and 
no  less  than  fourteen  operative  procedures  or  tech- 
nical aids  were  devised  by  him.  The  two  that  are 
more  closely  associated  with  his  name  are  pyloro- 
plasty and  a modification  of  the  Billroth  operation 
for  treatment  of  ulcers. 

You  will  note  that  I have  not  included  the  profes- 
sorship of  the  Principles  of  Surgery  among  his  many 
honors.  To  some  present  incumbents  of  such  posi- 
tions in  other  medical  schools,  it  might  seem  doubt- 
ful that  they  should  be  included. 

As  one  reviews  Dr.  Horsley’s  life  and  work  there 
can  be  no  doubt  but  that  he  achieved  greatness 
through  honesty  and  hard  work,  the  two  attributes 
that  are  often  mistaken  for  genius.  In  these  times 
of  easy  money  and  the  expectation  of  receiving  some- 
thing we  didn’t  earn,  more  of  us  might  attempt  to 
emulate  the  attributes  of  the  life  of  Dr.  J.  Shelton 
Horsley. 

Ulcer  of  the  stomach  was  apparently  mentioned 
by  Galen,  and  methods  of  treatment  were  given  by 
Celsus;  the  first  clear  reference  to  ulcer  is  that  of 
Donatus  who,  in  1586,  published  a description  of 
a gastric  ulcer  near  the  pylorus  with  obstruction. 
In  1799  Baillie  of  London  presented  a drawing 
demonstrating  a duodenal  ulcer  in  association  with 
multiple  gastric  ulcers.  He,  as  well  as  most  of  his 
contemporaries  and  immediate  successors,  paid  most 


482 


Virginia  Medical  Monthly 


Volume  80, 


attention  to  lesions  on  the  gastric  side  of  the  pylorus. 
Occasional  reports  of  duodenal  ulcers,  generally 
acutely  perforated,  were  made  in  1688,  1772,  and 
1872.  Broussais,  in  1825,  was  probably  the  first 
to  describe  an  ulcer  of  the  duodenum. 

Gastric  physiology  had  its  birth  before  the  end  of 
the  eighteenth  century  with  the  discovery  by  Spal- 
lanzani in  1775  that  the  process  of  digestion  is 
principally  one  of  chemical  changes. 

It  is  difficult  to  evaluate  the  absence  of  much  ref- 
erence to  duodenal  ulcer  in  view  of  the  great  pre- 
ponderance numerically  as  compared  to  gastric  ulcer 
in  our  day.  It  is  noteworthy  that  Cruveilhier  failed 
even  to  mention  this  lesion  in  the  two  memoirs  he 
presented  in  1856  to  the  Academy  of  Science  in  Paris, 
summarizing  the  clinical  and  anatomic  observations 
he  had  made  for  thirty  years.  Similarly,  Brinton,  in 
1857,  in  reporting  his  analysis  of  1200  postmortem 
examinations,  scarcely  mentions  duodenal  ulcer,  and 
in  all  of  his  writings  Virchow  makes  no  mention  of 
duodenal  ulcer  but  wrote  considerably  about  gastric 
ulcer. 

It  is  interesting  that  those  symptoms  which  now 
are  known  and  are  considered  to  be  definitely  char- 
acteristic of  ulcer  were  first  recognized  as  far  back 
as  1828.  At  that  time  John  Abercrombie  wrote,  “The 
leading  peculiarity  of  disease  of  the  duodenum,  so 
far  as  we  are  at  present  acquainted  with  it,  seems  to 
be  that  food  is  taken  with  relish  and  the  first  state 
of  digestion  is  not  impeded,  but  the  pain  begins  about 
the  time  when  food  is  passing  out  of  the  stomach, 
or  two  to  four  hours  after  a meal.”  He  recognized 
that  the  pain  was  often  directly  referred  to  a par- 
ticular spot  and  observed  that  “we  should  not  be 
deceived  either  by  the  pain  having  remarkable  re- 
missions and  the  patient  enjoying  long  intervals  of 
perfect  health,  or  by  remarkable  attenuation  of  the 
symptoms  taking  place  under  a careful  regulation 
of  diet.”  I doubt  that  any  of  us  can  be  more  accurate 
today. 

In  1865,  Krauss  reported  the  first  comprehensive 
study  of  duodenal  ulcer,  and  gathered  statistics  in 
regard  to  eighty  cases,  about  90  per  cent  of  which 
were  men.  In  the  United  States,  up  to  the  beginning 
of  the  twentieth  century,  very  little  attention  was 
paid  to  duodenal  ulcer.  O'Hara,  in  1875,  presented 
the  details  of  the  first  case  of  penetrating  duodenal 
ulcer  to  be  reported,  before  the  Philadelphia  Patho- 
logical Society.  As  late  as  1889,  Pepper  said  “All 
are  agreed  as  to  the  rarity  of  duodenal  ulcer;  it  is 


doubtful  if  more  than  70  authenticated  cases  are  on 
record.” 

Of  diagnostic  aids,  analysis  of  gastric  content  was 
by  all  odds  of  greatest  importance  during  the  latter 
half  of  the  nineteenth  century.  The  growth  of  its 
use  was  tremendous.  In  fact,  at  the  time  it  over- 
shadowed interest  in  other  fields.  With  postmortem, 
and  subsequently  surgical  studies,  the  opportunit}- 
was  presented  for  correlation  of  data.  This  was  really 
the  first  serious,  widespread  attempt  at  correlation 
of  physiologic  and  anatomic  changes,  so  far  as  dis- 
eases of  the  stomach  and  duodenum  were  concerned, 
and  it  is  the  correlation  of  such  data  which  has  fash- 
ioned the  fabric  of  knowledge  of  digestive  diseases. 

Gastric  surgery  did  not  really  begin  until  1881. 
The  first  partial  gastrectomy  was  performed  in  1879 
but  it  was  unsuccessful.  Two  years  later  Billroth 
performed  the  first  successful  partial  gastrectomy  in 
a case  of  carcinoma  of  the  stomach.  And  in  the 
same  year  the  first  gastroenterostomy  was  performed, 
and  five  years  later,  the  first  local  operation  on  the 
pylorus,  pyloroplasty,  was  done.  Thus,  within  a 
short  period  of  time  were  described  three  of  the  prin- 
ciple types  of  operations  for  duodenal  ulcer,  two 
of  which  are  in  use  today.  So  much  for  a brief 
historical  background. 

No  one  denies  the  great  economic  importance  of 
peptic  ulcer.  Certainly,  it  is  the  most  frequent  cause 
for  chronic  and  recurrent  dyspeptic  symptoms.  Pep- 
tic ulcer  is  either  becoming  more  common  or  a larger 
proportion  of  cases  are  being  recognized  and  reported. 
A study  of  available  statistics  dealing  with  the  inci- 
dence of  ulcer,  both  gastric  and  duodenal,  indicates 
that  well  over  10  per  cent  of  all  adults  of  the  male 
sex  have  or  have  had  an  ulcer.  A marked  increase 
was  noted  after  World  War  I.  Some  gastro-enter- 
ologists  observed  large  numbers  of  acute  gastric 
ulcers  in  young  soldiers  during  and  after  World 
War  II,  a condition  not  frequently  seen  under  or- 
dinary circumstances.  For  both  economic  and  hu- 
manitarian reasons  peptic  ulcer  is  a real  challenge 
to  the  medical  profession.  It  commonly  afflicts  the 
male  citizen  in  the  ratio  of  4 males  to  1 female,  who 
has  more  than  the  ordinary  amount  of  drive  and 
energy,  and  it  strikes  him  during  his  most  productive 
years.  The  average  age  of  onset  of  symptoms  in 
patients  with  duodenal  ulcer  is  between  thirty  and 
thirty-five  years. 

No  single  etiologic  factor  satisfactorily  explains 
the  development  of  every  case  of  ulcer.  An  inter- 
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play  between  tissues  destroying  factors  and  tissue 
resisting  influences  in  the  duodenal  region  is  gener- 
ally recognized,  but  just  what  these  factors  all  are 
has  never  been  clarified.  A requirement  for  the 
development  of  chronic  ulcer  is  hydrochloric  acid 
and  pepsin  to  bring  about  rapid  proteolysis  of  the 
devitalized  tissue,  and  no  doubt  a great  number  of 
extragastric  constitutional  factors  are  significant  not 
only  in  the  initial  development  of  the  lesion,  but  in 
its  characteristic  tendency  to  recur.  .Among  intra- 
gastric  factors  abnormalities  in  blood  supply,  injury 
to  the  wall  of  the  duodenum  from  duodenitis,  infec- 
tion, allergy  and  syphilis  could  be  considered  in- 
fluences capable  of  devitalizing  tissue.  Hydrochloric- 
acid  and  pepsin  are  aggressive,  proteolytic  intragas- 
tric  influences.  There  are  a multitude  of  extragastric 
factors  which  may  be  important  in  ulcer  production. 
It  is  a disease  of  man;  lower  animals  are  not  sus- 
ceptible, and  it  occurs  in  man  only  after  he  has  been 
subjected  to  the  influences  of  civilization.  Lesions 
of  the  mid-brain,  interbrain  and  cerelmal  cortex  are 
often  associated  with  acute  ulcers  of  the  esophagus, 
stomach,  and  duodenum.  Vagal  stimulation  produces 
marked  secretory  changes.  'rh}  roto.\icosis  is  a dis- 
ease primarily  of  females  with  sympathetic  excita- 
bility and  gastric  secretory  deficiency.  Ulcers  are 
rare  in  such  patients.  Endocrine  influences  probably 
have  some  bearing  because  ulcers  occur  most  often  in 
males  and  are  infrequent  during  pregnancy.  .Also, 
there  is  no  striking  difference  in  the  incidence  of 
ulcer  in  males  and  females  before  puberty.  .And, 
finally,  psychic  influences  are  without  doubt  impor- 
tant. It  is  common  to  see  jiatients  with  reactivated 
ulcers  after  an  accident  or  death  in  the  family,  or 
after  severe  stress  and  strain  of  one  kind  or  another. 

Taking  into  consideration  all  the  factors  that  may 
have  importance  in  ulcer  production,  there  is  no 
proof  that  ulcer  ever  develops  unless  the  site  of  the 
ulcer  has  been  subjected  to  the  influence  of  hydro- 
chloric acid  and  pepsin.  If  gastric  juice  is  not  essen- 
tial, why  does  this  ulcer  develop  in  certain  intestinal 
segments  only  when  the  surgeon  exposes  these  areas 
to  the  action  of  hydrochloric  acid  and  pepsin  b)’ 
anastomotic  operations?  In  a serie.s  of  2200  pnned 
ca.ses  of  gastric  and  duodenal  ulcers  Palmer  could 
not  find  a single  patient  showing  complete  and  [rer- 
sistent  histamine  refractory  achylia.  However,  re- 
ports have  appeared  recording  the  appearance  of 
gastric  and  duodenal  ulcers  in  patients  with  achlor- 
hydria. Ulcer  is  almost  unheard  of  in  patients  with 


pernicious  anemia,  a disease  associated  with  defi- 
cient gastric  secretion.  It  is  true  that  the  average 
mean  volume  and  acidity  of  gastric  juice  is  less  in 
patients  with  gastric  ulcer  as  compared  with  those 
having  duodenal  ulcer. 

How  important  is  gastric  mucus?  It  normally 
protects  the  mucosa  of  the  gastro-intestinal  tract  and 
ma\'  be  concerned  to  some  extent  with  ulcer  preven- 
tion. It  has  been  suggested  that  there  is  an  inverse 
ratio  between  the  amount  of  acid  and  mucus  elab- 
orated by  the  gastric  mucosa.  Experiments  have 
shown  that  juice  obtained  by  vagal  stimulation  con- 
tains both  acid  and  dissolved  mucin  in  high  concen- 
tration. Mucin  has  only  slight  acid-combining 
power,  but  it  does  inhibit  peptic  activity. 

In  1932,  Ryle,  an  Englishman,  stated  “.All  sur- 
geons and  physicians,  who  undertake  the  treatment 
of  this  troublesome  disease,  must  endeavor  to  pre- 
serve the  studious  attitude  not  lightly  accepting  opin- 
ions or  sul)mitting  to  the  bias  of  their  craft,  and 
remembering  always  that  they  are  not,  in  fact, 
concerned  with  duodenal  ulcer,  the  lesion,  but  with 
duodenal  ulcer,  the  disease,  as  it  occurs  and  as  it 
varies  in  individuals  of  special  t}pes  and  temper 
and  differing  daily  circumstances.  In  each  case, 
judgments  must  be  based  not  upon  the  presence  of 
an  ulcer,  but  upon  a proper  understanding  of  the 
whole  patient  and  tlie  whole  disease.  Duodenal 
ulcer  has  general  effects  on  the  body  and  the  mind 
as  well  as  general  causes  in  them,  and  no  effect  or 
cause  can  be  neglected.  It  is,  I believe,  a just  criti- 
cism of  surgery  and  medicine  in  the  present  era, 
that  they  have  concentrated  on  j)arts  to  the  e.xclu- 
sion  of  the  whole,  and  on  technic  to  the  exclusion 
of  philosophy.  In  duodenal  ulcer  no  less  than  in 
many  other  maladies,  we  have  come  to  rely  upon  too 
narrow  a patholog) . In  our  therapeutic  quest,  we 
have  been  tcx)  little  observant  of  physiological  prin- 
ciples. We  are  all  compelled  by  the  magnitude  of 
our  subject  to  be  something  of  specialists,  but  this 
should  not  necessitate  an  abandonment  of  that  na- 
turalistic outlcKik  which  marked  the  achievement 
of  our  old  precej)tors  from  Hipix)crates  to  Hunter." 

•Adequate  management  for  ]-)eptic  ulcer  must  not 
be  based  upon  a sketchy  history,  a gastric  analysis 
and  a routine  roentgenoscopic  study.  Review  of  all 
of  the  etiological  factors  which  may  enter  into  its 
dev’elopment  and  chronicity  is  the  best  preparation 
for  approaching  the  problem  of  ulcer  therapy.  The 
adequately  managed  ulcer  patient  will  receix'e  treat- 
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inent  not  only  for  the  particular  ulcer  and  the  symp- 
toms which  it  has  produced,  but  will  be  followed 
intelligently,  everc  effort  being  made  to  prevent  a 
recurrence  or  reactivity  of  the  lesion.  Adequate  treat- 
ment for  simple  ulcer  is  the  best  prophylaxis  against 
the  serious  complications  of  hemorrhage,  perforation 
and  obstruction  which  take  a tremendous  toll  of  lives 
each  year. 

-As  surgeons,  I fear,  that  manv  of  us  have  been 
too  hasty  in  recommending  discontinuance  of  med- 
ical therapy  and  advising  operation.  On  the  other 
hand,  many  internists  and  general  practitioners  have 
been  rather  slow  in  suggesting  surgery.  If  we  could 
all  learn  more  about  the  patient  and  the  natural 
history  of  ulcer,  there  should  rarely  be  too  much 
difference  of  o])inion  about  a given  patient.  Except 
for  the  well  known  complications  about  which  there 
is  general  agreement,  it  is  my  belief  that  every 
ulcer  patient  should  have  prolonged  and  adequately 
supervi.sed  medical  advice.  When  this  has  failed, 
or  has  been  temporarily  successful  and  then  repeat- 
edly failed,  surgery  should  be  done.  Such  patients 
may  lose  several  weeks  from  productive  work  each 
year  and  spend  several  hundred  dollars  for  various 
medicines  and  laboratory  studies.  If  surgical  re- 
sults were  more  nearly  perfect,  we  could  afford  to 
insist  on  surgery  earlier  in  the  course  of  symptoms. 

The  course  of  manv  peptic  ulcers  seems  to  be 
predestined  regardless  of  the  type  of  therapy  em- 
ployed or  even  in  the  absence  of  treatment.  This 
characteristic  life  history,  passing  through  successive 
stages  of  tissue  destruction  and  digestion  with  ul- 
ceration followed  by  repair  within  several  weeks,  is 
noted  particular!)-  in  cases  of  duodenal  ulcer  oc- 
curring in  the  young  adult  male.  One' should  not 
be  satisfied  with  a program  embracing  only  the 
minimal  requirements  for  relieving  the  symptoms  of 
the  immediate  attack. 

It  is  proper  for  both  internist  and  surgeon  to  ask, 
what  the  therapeutic  requisites  for  the  rapid  and 
efficient  healing  of  a chronic  j)eptic  ulcer  are.  The 
first  is  one  that  most  surgeons  have  insisted'  Upon 
for  all  healing  processes,  namely  rest.'  This  'em- 
braces a reduction  in  both  the  motor  and  secretory 
activity"  of  the  stomach.  Motor  rest  is  largely  a 
matte'r  of  proper  diet  and  the  avoidance  of  johysical 
activit)-  to  curtail  ajqietite  and  hunger  contractions. 
I’he  secretory  activity  of  the  stomach  may ' be  re- 
duced by  a diet  of  bland  non-irritating  food,  in- 
capable of  markedly  stimulating  the  chemical  and 


hormonal  phases  of  gastric  secretion.  Both  motor 
and  secretory  activity  may  be  reduced  by  the  use 
of  vagus  depressants  and  central  nervous  system 
sedatives  in  addition  to  treatment  of  the  nervous 
system  as  a whole.  If  one  adds  antacids  to  the 
above,  then  the  therapeutic  requisites  will  have  been 
met.  It  should  be  re-emphasized  that  rest  of  the  body 
and  of  the  mind  are  essential  to  a maximum  degree 
of  gastric  inactivity. 

lii'  most  cases  of  uncomplicated  ulcer  in  young 
[jeople,  healing  will  begin  with  the  onset  of  therap)- 
and  be  complete  in  six  or  eight  weeks.  The  preven- 
tion of  recurrence  is  then  one  of  the  most  important 
phases  of  ulcer  management.  Patients  should  be 
carefully  supervised  from  six  months  to  a )ear  after 
their  symptoms  have  disappeared.  Unless  special 
care  is  taken  at  least  50  per  cent  of  ulcer  patients 
will  develop  recurrences  previous  to  five  years  from 
the  beginning  of  treatment.  These  are  the  patients 
who  have  been  unable  to  make  the  necessar)-  ad- 
justments in  their  method  of  living,  or  have  pre- 
maturely discarded  any  semblance  of  an  ulcer  regi- 
men. Unfortunately,  these  are  the  patients  who 
after,  usuall)',  several  recurrences,  fall  to  the  lot 
of  the  surgeon.  The  decision  as  to  whether  surgery 
should  or  should  not  be  done  in  a given  patient, 
excluding  those  with  complications,  is  not  an  easy 
one.  It  is  not  good  reasoning  in  my  opinion  to  ac- 
cept a patient  for  surgery  because  he  has  been 
unwilling  or  unable  to  follow  a good  medical  pro- 
gram. Patients  who  have  surgery  should  follow 
a rather  strict  ulcer  regimen  for  months  or  years 
after  the  operation.  If  they  refuse  proper  treatment 
before  operation,  the  surgical  results  are  apt  to  be 
jeopardized.  It  is  true  that  gastric  resection  is  a 
fairly  strong  incentive  for  regulated  living  and  I 
have  so  used  it  on  rare  occasions  l)ut  the  results 
have  not  been  too  happy  sometimes. 

We  can  all  agree,  I believe,  that  ever)-  patient 
with  an  uncomplicated  ulcer  is  primarily  a medical 
problem.  Indications  for  surgery  should  be  based 
on  the  patholog)-  of  the  ulcer  and  the  clinical  status 
of  the  patient,  with  the  ulcer.  Uncomplicated  ulcer 
is  not  any  more  quick!)-  healed  by  surgical  than  by 
medical  means.  The  patient  with  a marked  x-ra)- 
deformity  of  the  p)lorus  needs  an  operation,  prob- 
ably partial  resection.  Permanent  cure  by  medical 
management  rarely  occurs.  The  patient  with  a his- 
tory and  roentgen  demonstration  of  a perforated 
walled  off  ulcer  needs  surgery,  again  probably  par- 


SKiriEMIiER,  195.3 


Virginia  Medical  Monthly 


485 


tial  resection.  The  patient  with  continuous  inter- 
digestive hypersecretion  and  a high  grade  hyjjerchlor- 
hydria  presents  one  of  the  most  difficult  problems  in 
I ulcer  management.  Repeated  recurrences  develop 

in  spite  of  adequate  medical  therapy.  Marginal  and 
j jejunal  ulcers  are  frequent  after  gastro-enterostomy 

i but  less  so  after  i)artial  gastrectomy.  Such  a patient 

* probably  needs  partial  gastrectomy  and  vagotomy. 

I And,  finally,  the  patient  with  ulcer  not  associated 

f with  hypersecretion  occasionally  will  fail  to  respond 

' satisfactorily  to  an  adequate  medical  regimen.  This 

I patient  needs  partial  gastrectomy.  From  10  to  15 

f per  cent  of  all  sufferers  from  duodenal  ulcer  will 

require  operation  because  of  the  disease  as  outlined 

1 above  or  for  hemorrhage,  perforation  or  obstruction. 

Every  surgeon  who  has  had  any  real  experience 
with  ulcers  can  point  to  failures,  which  is  not  sur- 
jirising  since  these  patients  in  the  main  rejiresent 
failures  after  medical  therapy.  It  is  true,  however, 
r that  the  operative  mortality  is  low,  around  2 per 

Scent  and  the  per  cent  of  really  good  results,  is  high, 

approximately  85  per  cent,  and  some  of  the  remaining 

^ 13  per  cent  are  greatlv  benefited. 

^ ' ' 

; description  of  the  various  operative  procedures 

S which  have  been  devised  in  the  surgical  treatment 
of  ulcer  is  out  of  j)lace  here.  But  Dr.  Horsley  was 

^ a well  recognized  pioneer  in  his  efforts  to  improve 

£ 

■V  the  surgical  results  of  operative  procedures.  Effitil 

* some  25  years  ago,  continental  European  surgeons 

were  the  principal  advocates  of  radical  ulcer  surgery, 
the  surgeons  in  the  English-sjjeaking  countries  pre- 
ferring the  more  conservative  procedures.  Gradually, 
most  surgeons  have  utilized  the  more  radical  opera- 
r tions.  In  this  country  particular  stress  has  been  put 
> on  the  operation  or  operations  which  are  followed  by 
3 the  highest  incidence  of  achlorhydria. 

It  has  long  been  recognized  that  there  is  a nervous 
or  vagal,  a gastric  and  an  intestinal  phase  of  gastric 
» secretion.  These  terms  refer  to  the  fact  that  a secre- 
tion of  gastric  juice  may  be  stimulated  by  impulses 
: in  the  vagus  nerve  aroused  reflexly  by  the  sight,  odor 

or  taste  of  food,  and  also  by  the  presence  of  food  in  the 
stomach  or  intestines.  From  experiments  done  main- 
ly on  dogs  by  various  workers,  notably  Dragstedt  of 
I Chicago,  it  appears  that  approximately  45  per  cent 
of  the  secretion  in  the  stomach  is  under  the  influence 
of  the  vagus;  another  45  per  cent  arises  from  stim- 
ulation of  the  antral  mucosa  in  the  stomach;  and  a 
, final  10  per  cent  results  from  the  presence  of  food 

I 


in  the  intestines.  Indirect  data  obtained  from  pa- 
tients who  have  been  operated  upon,  and  from  nor- 
mal individuals  suggest  that  the  experimental  data 
apply  to  humans.  It,  therefore,  seems  likely  that 
some  of  our  poor  results  can  be  explained  on  the 
basis  of  the  operation  not  having  been  the  correct 
one  for  the  particular  patient.  Does  it  not  seem 
probable  that  the  importance  of  this  or  that  phase 
of  gastric  secretion  will  vary  from  individual  to 
individual?  It  may  be  possible  after  prolonged 
experience  with  a battery  of  secretory  function  tests 
done  before  and  after  operation,  to  more  correctly 
pick  the  operation  that  will  more  certainly  reduce  the 
secretory  activity  in  the  stomach  of  a given  patient. 

The  advocates  of  partial  gastrectomy  base  their 
claims  for  superiority  of  this  procedure  upon:  (1) 
removal  of  the  ulcer-bearing  area  (perhaps  not  too 
important  in  the  duodenum),  (2)  reduction  in  or 
complete  disappearance  of  gastric  hydrochloric  acid, 

(3)  reduced  incidence  of  marginal  and  jejunal  ulcers, 

(4)  fewer  recurrences,  and  (5)  possibly  the  removal 
of  diseased  “gastritic”  mucous  membrane  in  some 
cases. 

Proponents  of  vagotomy  with  gastro-enterostom\' 
claim  as  much  protection  against  recurrent  ulcera- 
tion as  a three-fourths  gastric  resection.  They  also 
claim  vagotomy  with  gastro-enterostomy  to  be  safer 
and  free  from  side  effects  when  the  procedures  are 
properly  done.  And  failures  are  still  correctible  by 
gastric  resection.  Approximately  3 per  cent  will 
require  gastric  resection  for  marginal  ulcer.  They 
report  a mortality  of  less  than  one  per  cent  as  op- 
posed to  a mortality  of  1 to  5 per  cent  with  resec- 
tions. Good  results  are  claimed  in  90  per  cent  of 
patients  followed  from  two  to  five  years  after  vago- 
tomy with  gastro-enterostomy.  I believe  that  all 
older  surgeons  accustomed  to  doing  resections  will 
admit  that  these  results  are  as  good  or  perhaps 
slightly  better  than  we  are  able  to  attain  with  resec- 
tions. 

If  the  final  results  are  so  nearly  the  same,  and 
several  studies  indicate  that  they  are,  just  what 
procedure  should  we  use?  There  can  be  no  doubt 
that  Dragstedt  and  others  have  taught  us  a great 
deal  about  vagal  stimulation  and  gastric  secretion. 
We  have  not  learned  all  of  the  effects  of  separating 
other  abdominal  organs  from  vagus  control.  It  is. 
therefore,  the  belief  in  our  clinic  that  for  the  present 
we  should  more  carefully  evaluate  gastric  secretory 
tests  prior  to  surgery,  and  attempt  to  do  the  par- 
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ticular  operation  on  the  particular  patient  that  is 
calculated  to  do  the  most  good.  Practically  it  means 
partial  resection  alone  in  most  instances,  or  partial 
resection  and  sub-diaphragmatic  vagotomy  for  cer- 
tain t)"pes  of  patients,  especially  those  we  estimate 
to  have  more  than  average  psychological  difficulties 
and  response  to  their  disease,  and  a marked  response 
to  vagal  stimulation.  It  also  means  vagotomy  and 


gastro-enterostomy  in  patients  that  have  an  inflamed, 
adherent  posterior  wall  ulcer,  in  whom  common  duct 
injury,  pancreatic  damage  and  duodenal  fistula  are 
real  hazards. 

Perhaps  no  group  of  patients  are  more  grateful 
than  the  ulcer  group  who  have  had  the  proper  in- 
dications for  surgery  and  have  had  the  correct 
procedure  done  for  their  particular  disease. 


The  Public  Relations  Committee  of  The  Medical  Society  of  Virginia  has  long  urged 
component  societies  to  work  toward  a better  press-radio  relationship. 

In  this  connection,  the  Committee  was  quite  impressed  with  a recent  Public  Relations 
Bulletin  of  the  West  Virginia  State  Medical  Association  which  is  reproduced  for  your  in- 
formation. 

THE  DOCTOR  AND  THE  PRESS 

Doctors  and  Representatives  of  the  Press  May  Differ; 

The  doctor  searches  cautiously  for  the  exact  truth. 

The  press  representative  is  interested  in  the  exact  truth. 

IMMEDIATELY. 

The  doctor  is  technical:  “a  compound  comminuted  fracture  of  the  tibia  and  fibula.” 
The  press  representative  prefers  simple  words:  “a  broken  leg.” 

Doctors  and  Representatives  of  the  Press  Are  Alike,  Too! 

Neither  likes  to  be  inferior  to  ANYONE. 

Both  will  fight  against  odds;  one  to  help  his  patient, 

one  to  supply  news  to  the  public. 

Both  prefer  facts  to  rumor. 

Both  like  help  on  the  difficult  and  unpleasant  cases  (as  well  as  the  easy  ones). 

In  Working  With  Representatives  of  the  Press  Also  Keep  In  Mind: 

Do  not  ask  for  favors. 

Do  not  resent  articles. 

Do  not  deny  minor  errors. 

Do  not  forget  to  say  “thank  you.” 
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THE  TREATMENT  OF  COARCTATION  OF  THE  AORTA 
WITH  HOMOLOGOUS  GRAFT— 

Report  of  Case* 

Lewis  H.  Bosher,  Jr.,  M.D., 

Richmond,  Virginia 


Case  Report.  On  February  6,  1952,  a 20-year- 
old  white  male  was  admitted  to  the  Division  of 
Thoracic  and  Cardiovascular  Surgery,  Medical  Col- 
lege of  Virginia  Hospital. 

Hypertension  in  the  upper  extremities  was  first 
detected  during  an  examination  for  employment. 
Several  months  prior  to  this  the  patient  had  suffered 
slight  headaches.  He  had  noted  a pulsating,  throb- 
bing area  in  the  right  side  of  the  neck  during  most 
of  his  life.  He  denied  any  other  symptoms. 

On  physical  examination  the  blood  pressure  in 
both  arms  ranged  from  160/110  to  180/110  at  rest. 
On  severe  exercise  the  blood  pressure  rose  to 
200/120.  Blood  pressures  could  not  be  obtained 
in  either  leg. 

The  patient  was  well -developed  and  well-nour- 
ished with  muscular  shoulders,  but  the  lower  ex- 
tremities were  somewhat  less  developed.  A strong 
bounding  pulsation  was  easily  visible  in  the  su- 
prasternal notch.  The  radial  pulses  were  forceful, 
but  the  femoral  and  dorsalis  pedis  pulses  could 
not  be  palpated.  Collateral  channels  were  palpable 
in  the  axilla  and  along  the  medial  border  of  both 
scapulae;  at  the  latter  sites  pulsations  were  visible 
and  a bruit  was  audible.  A systolic  murmur  was 
heard  over  most  of  the  precordium  and  also  in  the 
interscapular  region.  The  aortic  second  sound  was 
accentuated  and  louder  than  the  pulmonic  second 
sound.  The  lung  fields  were  clear. 

Laboratory  examination  was  non-contributory. 
X-ray  and  fluoroscopic  examination  revealed  no  sig- 
nificant cardiac  enlargement.  The  aortic  knob  was 
inconspicuous.  A pulsatile  prominence  along  the  left 
border  of  the  superior  mediastinum  was  thought  to 
represent  the  left  subclavian  artery.  Notching  of 
the  ribs  was  apparent  bilaterally  from  the  third  rib 
downward.  The  electrocardiogram  was  normal. 

On  February  18,  1952,  the  coarctation  together 
with  adjacent  narrowed  vessel  was  completely  re- 
sected (Fig.  1).  A patent  ductus  with  a very  tiny 
lumen  was  present.  The  coarctation  was  found  to 
l)e  complete.  An  end  to  end  anastomosis  was  at- 

*From the  Division  of  Thoracic  and  Cardiovascular 
Surgery,  Department  of  Surgery,  Medical  College  of  Vir- 
ginia, Richmond,  Va. 


tempted  initially  and  the  posterior  layer  completed. 
However,  it  was  apparent  that  the  suture  line  was 
unsatisfactory  because  of  extreme  tension  and  the 
anastomosis  was  therefore  taken  down.  The  gap  was 
bridged  with  a five  centimeter  aortic  homograft  which 
was  slightly  larger  in  diameter  than  the  recipient 
aorta  (Fig.  2).  The  aortic  homograft  had  been 
obtained  five  days  previously  from  a 29-year-old  white 
male  within  four  hours  after  death.  It  had  been 
preserved  at  seven  degrees  Centigrade  in  Ringer’s 
solution  and  10  per  cent  homologous  serum,  to  which 
both  penicillin  and  streptomycin  had  been  added. 

Immediately  postoperatively  the  femoral  and  dor- 
salis pedis  pulses  were  easily  palpable  and  these 
remained  strong  throughout  the  hospital  stay.  The 
blood  pressure,  however,  did  not  fall  immediately  to 
normal  levels  but  fluctuated  between  135/90  and 
165/110.  At  all  times  the  pressure  in  the  lower 
extremities  exceeded  that  in  the  upper.  Four  weeks 
following  surgery  the  blood  pressure  in  the  arms 
during  rest  was  obtained  at  120/80  with  the  pres- 
sure in  the  legs  approximately  10  to  20  millimeters 
higher  than  that  in  the  upper  extremities.  One  year 
after  surgery  the  following  values  were  obtained : 
110/60  in  the  arms  and  130/80  in  the  legs  (Fig.  3). 
A Bucky  chest  film  revealed  no  evidence  of  calcifica- 
tion in  the  region  of  the  aortic  graft. 

Vascular  transplantation  with  homologous  artery 
grafts  was  first  used  in  the  treatment  of  coarctation 
of  the  aorta  by  Gross^.  This  clinical  application  was 
preceded  by  laborious  experimental  studies  which 
demonstrated  the  comparative  safety  of  the  technic^. 

Resection  of  the  coarcted  site  with  end  to  end 
anastomosis  is  accepted  as  the  most  desirable  surgical 
technic,  provided  an  adequate  lumen  can  be  achieved. 
End  to  end  anastomosis  without  adequate  resection 
of  the  narrowed  segment  will  be  followed  by  in- 
complete relief  of  hypertension.  An  alternative 
method  which  may  be  used  when  end  to  end  anas- 
tomosis cannot  be  accomplished  employs  the  proximal 
divided  left  subclavian  artery,  which,  is  usually 
greatly  enlarged.  Good  results  have  been  reported, 
especially  when  the  coarcted  site  is  divided  or  re- 
sected, and  the  subclavian  artery  turned  downward 
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for  end  to  end  anastomosis.  Failure  to  avoid  kinking  ends  of  the  aorta  in  some  adult  patients  where  there 
or  the  use  of  a small  subclavian  vessel  has  led  to  is  loss  of  elasticity;  (3)  the  presence  of  an  aneurysm 
unsatisfactory  results  in  a significant  number  of  in  tlie  aorta  just  distal  to  the  coarctation  or  in  one 
cases.  of  the  adjacent  intercostal  arteries,  necessitating  re- 

Three  situations  may  be  encountered  in  which  the  section  of  additional  aorta.  A moderately  long  constric- 


a,  piuvc  ucMiauic.  \i ) Liic  iiiiuiiig  iiuii  iiitijk  cuinijiiic  lubs  oi  cidbiiciiy  in  dn  aciuit 

of  a long  constricted  segment,  the  resection  of  which  patient  to  render  end  to  end  anastomosis  impossible, 
creates  a gap  too  wide  to  permit  end  to  end  anas-  as  in  our  own  case. 

tomosis;  (2)  difficulty  in  appro.ximating  the  divided  .Although  homologous  grafting  provides  an  expe- 


iiSiiiffliii' 


Fig.  2.  Homologous  aortic  graft  inserted. 
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dient  method  for  dealing  with  certain  special  prob- 
lems in  the  treatment  of  coarctation  of  the  aorta,  the 
principle  of  introducing  an  homologous  graft  into 
the  human  aorta  cannot  be  accepted  lightly.  The 
theoretical  hazards  of  this  method  are  not  to  be 
minimized.  Experimental  studies  by  many  indi- 
viduals have  indicated  that  such  grafts  are  rapidly 
replaced  by  fibrous  tissue  derived  from  the  host^-‘‘. 
The  lumen  becomes  lined  by  endothelium  or  by  flat- 
tened fibrocytes;  the  muscle  cells  are  almost  com- 
pletely replaced  by  fibrous  tissue  and  the  adven- 
titia is  re-enforced  by  scar.  The  original  elastic 


factory  since  they  often  undergo  even  more  rapid 
and  complete  degenerative  changes,  and  the  incidence 
of  thrombosis,  rupture  and  aneur>’smal  dilatation  is 
high.  Fresh,  viable  heterologous  grafts  are  less 
satisfactory  than  preserved  or  dead  heterologous 
grafts.  It  is  possible  that  technics  may  be  found 
for  reducing  the  biologic  incompatibilities  of  het- 
erologous vessel  grafts,  thus  providing  us  with  an 
excellent  source  of  vascular  transplants.  .Autogenous 
arterial  grafts  retain  their  normal  histologic  appear- 
ance, but  this  fact  has  no  practical  importance  since 
grafts  of  this  type  are  not  available  for  the  human 


Fig.  3.  Chart  showing  course  of  blood  pressure  during  early  and  late 
postoperative  periods. 


tissue,  although  somewhat  fragmented  and  com- 
pressed, survives  for  an  indeterminate  period.  This 
persistence  of  elastic  tissue  is  of  considerable  im- 
portance in  preserving  the  integrity  of  the  vessel 
wall  in  the  face  of  serious  degenerative  changes. 
Calcium  may  be  deposited  not  only  in  the  wall  of 
the  graft  but  along  the  internal  surface.  Gross 
mentioned  one  patient  in  whom  considerable  cal- 
cium developed  at  the  site  of  the  graft  as  observed 
on  the  roentgenogram.  These  degenerative  changes 
are  alarming  since  they  could  lead  to  aneuiA'smal 
dilatation,  dissection  or  mural  thrombosis.  Only 
a long  period  of  observation  will  determine  the  ul- 
timate safet}'  of  homologous  aortic  grafts. 

Much  experimental  work  has  been  undertaken  in 
an  effort  to  shed  light  on  these  and  other  problems 
related  to  aortic  transplantation.  The  various  meth- 
ods of  preserving  vascular  grafts  will  not  be  dis- 
cussed. Heterologous  grafts  are  sorriewhat  unsatis- 


aorta.  A laborious  technic  has  been  described  for 
creating  an  autogenous  patchwork  tube  of  adequate 
size  frorn  the  splenic  artery  after  sacrifice  of  the 
spleen^.  This  method,  however,  is  not  likely  to  be 
generally  accepted  as  practical. 

Autogenous  vein  grafts  are  more  readily  available 
and  segments  sufficient!}-  large  for  aortic  replace- 
ment might  be  obtained  from  the  left  innominate  or 
left  internal  jugular  vein  without  .seriously  impair- 
ing venous  circulation.  .Autogenous  vein  grafts  like 
autogenous  arterial  grafts  remain  viable,  and  in- 
deed thicken  considerably  in  response  to  increased 
pressure.  Unfortunately.,  experimental  studies  in- 
dicate a high  incidence  of  delayed  aneurysmal  dila- 
tation of  the  graft  and  true  aneurysm  formation  where 
substitution  into  the  thoracic  aorta  is  attempted®-". 
Fascial  or  dermal  wrapping  may  serve  to  prevent  or 
delay  this  complication; 

Gross  has  pointed  out  that  the  j-iercentage  of  cases 
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requiring  grafts  is  much  higher  among  adult  patients. 
Early  aging  of  the  vessels  leads  to  loss  of  elasticity. 
Advice  is  often  given  to  delay  surgical  treatment 
of  coarctation  until  the  patient  has  reached  adoles- 
cence. It  is  hoped  thus  to  avoid  the  subsequent 
formation  of  a second  coarctation  which  might  occur 
if  resection  and  anastomosis  were  performed  during 
childhood  and  the  anastomotic  lumen  failed  to  keep 
pace  with  the  enlarging  aorta.  This  advice  requires 
close  examination. 

From  a technical  standpoint  these  patients  can 
best  be  operated  on  during  early  childhood,  when 
the  aorta  possesses  maximum  elasticity,  the  blood 
pressure  is  not  excessively  high  and  the  aorta  is 
small.  Is  retardation  of  growth  at  the  anastomotic 
lumen  significant? 

Several  investigators  have  shown  that  a serious 
restriction  of  growth  of  the  anastomosis  occurs  when 
a continuous  everting  mattress  suture  of  non-ab- 
sorbable  material  (silk)  is  used*-®-^®.  The  contin- 
uous everting  suture  forms  a tight  constricting  band 
with  very  little  more  length  than  the  actual  circum- 
ference of  the  vessel.  In  our  own  previously  un- 
published studies*,  carried  out  in  young  puppies,  an 
average  diameter  stenosis  (reduction  in  expected 
diameter)  of  36  per  cent  and  an  area  stenosis  of  59 
per  cent  occurred  after  completion  of  growth  (Fig. 
4).  Thus  we  feel  that  this  type  of  vascular  suture 
should  not  be  employed  for  end  to  end  anastomosis 
in  a growing  vessel. 

Somewhat  better  results  have  been  reported  when 
an  over  and  over  (Carrell)  type  suture  of  silk  is 
employed  since  the  loops  of  silk  provide  a much 
greater  length  before  a constricting  band  is  formed 
as  the  suture  is  straightened  out  during  growth.  Our 
results  in  growing  puppies,  however,  -do  not  suggest 
that  this  suture  is  as  favorable  as  Johnson  and 
Kirby  and  Sauvage  and  Harkins  have  reported  in 
investigations  on  growing  pigs.  We  found  an  aver- 
age reduction  of  diameter  of  32  per  cent  and  reduc- 
tion of  area  of  52  per  cent  at  the  time  of  sacrifice, 
whereas  these  authors  had  reported  essentially  no 
restriction  of  growth  in  pigs.  Whether  a specific 
species  difference,  whether  the  more  rapid  growth 
and  greater  absolute  enlargement  of  the  pig  as  com- 
pared to  the  dog,  or  whether  a technical  consideration 
is  the  more  important  factor  in  explaining  these 

‘These  experiments  performed  under  sponsorship  ^ of 
Dr.  Thomas  Burford,  Washington  University  School  of 
Medicine  and  Barnes  Hospital,  St.  Louis,  Mo. 


contradictory  findings,  we  are  unable  to  state.  Our 
studies  were  technically  satisfactory  and  to  us  at 
least  convincing. 


Likewise,  our  results  with  interrupted  silk  sutures 
were  somewhat  at  variance  with  published  reports  of 


Ki^r.  4.  Effect  of  j^powth  on  vascular  anastomosis.  Continuous 
mattress  suture  of  silk.  .Anastomosis  performed  on  thoracic 
aorta  of  young  puppies. 

a.  Above:  Excised  segment  inffated  to  115  mm.  Hg. 

Diameter  stenosis:  36  per  cent. 

Area  stenosis:  59  per  cent. 

b.  Below:  Retrograde  aortogram. 

studies  in  which  growing  ])ig.s  were  u.sed.  Several 
investigators  have  rcjjorted  no  restriction  of  growth 
in  young  ]jigs  when  interrupted  sutures  are  used. 
In  dogs  we  found  a 26  per  cent  diameter  stenosis 
and  a 45  per  cent  area  stenosis  (Fig.  5).  If  non- 
absorbable material  is  used,  interrupted  sutures  will 
cause  the  least  constriction. 

We  are  impressed  with  the  results  obtained  by 
several  inve.stigators  with  the  use  of  catgut  for  vas- 
cular anastomoses.  Chromic  catgut  employed  as  a 
vascular  suture  in  growing  ])igs  is  completely- 
absorbed  and  apparently  causes  no  restriction  of 
growth.  These  resuHs  seem  quite  valid  although 
the  experiments  need  to  be  repeated  in  other  species. 
We  have  confirmed  the  feasibility  of  using  fine 
chromic  catgut  as  a vascular  .suture  for  large  vessels 
and  feel  that  it  is  probably  the  technic  of  choice 
when  performing  end  to  end  anastomosis  of  the  aorta 
in  young  children  or  infants. 

Rarely  surgery  for  coarctation  may  be  required 
during  infancy  because  of  cardiac  failure.  If  the 
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iliagnosis  of  coarctation  of  the  aorta  is  made  during 
( hildhood,  it  is  probably  best  to  proceed  with  surgery 
.it  an  early  age.  By  following  this  policy  the  great- 
e.st  number  of  patients  should  be  benefited.  Only 
infrequently  will  end  to  end  anastomosis  be  im- 
possible. Occasionally  a long  coarcted  segment  will 
be  found  and  the  surgeon  is  then  faced  with  a serious 


Figr.  5.  Effect  of  growth  on  vascular  anastomosis.  Interrupted 
sutures  of  silk.  Anastomosis  pei  formed  on  thoracic  aorta 
of  young  puppies. 

a.  Above:  Excised  segment  inflated  to  115  mm.  Hg. 

Diameter  stenosis  : 26  per  cent. 

Area  stenosis  : 45  pc'*  cent. 

b.  Below  : Int  avenous  aortogram. 

problem  if  the  patient  is  a young  child  or  infant. 
Although  Sauvage  and  Harkins  have  recently  claimed 
a significant  degree  of  enlargement  of  homologous 
grafts  inserted  into  growing  pigs  (littermates) , this 
enlargement  is  inconstant  and  incomplete  and,  fur- 
thermore, may  not  obtain  in  the  more  slowly  growing 
mammaP^.  In  our  e.xperience  homologous  grafts  ob- 
tained from  adult  dogs  failed  to  show  any  growth 
when  transplanted  into  young  puppies  (Fig.  6).  The 
coarctation  occurring  in  the  recipient  animal  and 
resulting  from  failure  of  the  hrmograft  to  grow  led 
to  hypertension. 

It  would  seem  advisable,  therefore,  to  rely  on  the 
subclavian  artery  to  bridge  a long  stricture  in  the 
young  child  if  this  can  be  appropriately  used.  Schu- 
maker  has  described  a technic  whereby  the  subclavian 
artery  may  sometimes  be  enlarged  and  more  accu- 
rately fitted  to  the  distal  aorta. 
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Introduction  and  History 

Among  all  men  dying  of  cancer,  it  has  been  found 
that  the  occurrence  rate  of  carcinoma  of  the  prostate  is 
exceeded  only  by  carcinoma  of  the  stomach  and  bowel. 
It  follows  that  with  the  life  expectancy  of  the  pop- 
ulation in  general  increasing,  treatment  for  advanced 
carcinoma  of  the  prostate  assumes  an  ever  increasing 
importance.  M the  present  time,  90  to  95%  of  all 
cases  of  carcinoma  of  the  prostate  are  said  to  be  too 
far  advanced  at  the  time  of  first  examination  for 
surgical  curative  measures.  Jewett,  in  1949,  in  a 
survey  of  all  cases  of  prostatic  cancer  admitted  to 
the  Brady  Urological  Institute,  found  that  radical 
prostatectomy  as  a definitive  operation  was  appli- 
cable in  only  11.2%  of  the  cases.  Bumpus,  in  1926, 
reviewed  1,000  cases  of  prostatic  cancer  in  the  Mayo 
Clinic  and  found  that  of  the  patients  with  metastases 
at  the  time  of  first  examination  two-thirds  died  in 
9 months  time.  It  is  evident  then  that  with  present 
diagnostic  methods  treatment  of  prostatic  cancer, 
in  a majority  of  cases,  resolves  into  palliative  relief 
of  symptoms  rather  than  definitive  therapy  of  the 
primar)’  disease. 

Until  1941,  the  treatment  of  advanced  prostatic 
carcinoma  was  limited  to  transurethral  resection  and 
suprapubic  cystotomy  to  relieve  urinary  obstruction, 
and  opiates  and  cordotomy  to  relieve  pain.  In  that 
year.  Dr.  Charles  Huggins  and  his  collaborators  pre- 
sented a series  of  cases  in  which  it  was  shown  that 
orchiectomy  was  of  considerable  palliative  value  in 
the  treatment  of  metastatic  cancer  of  the  prostate. 
Herbst  in  the  same  year  demonstrated  estrogens  had 
a similar  effect  upon  the  same  disease. 

Improvement  on  such  regimens  is  attributed  to  the 
removal,  neutralization,  or  destruction  of  androgens. 
No  actual  cures  have  been  reported,  although  the 
longevity  and  comfort  of  patients  treated  under  such 
a program  have  been  found  to  far  surpass  control 
series  of  untreated  cases. 

Published  with  permission  of  the  Chief  Medical  Direc- 
tor, Dept,  of  Medicine  and  Surgery,  Veterans  Administra- 
tion, who  assumes  no  responsibility  for  the  opinions 
expressed  or  conclusions  drawn  by  authors. 

•Read  before  the  Richmond  Academy  of  Medicine, 
Richmond,  Va. 


Despite  such  initial  improvement  on  antiandro- 
genic  measures,  the  patient  with  advanced  prostatic 
carcinoma  almost  inevitably  has  returned  with  re- 
currence or  extension  of  the  malignant  process.  In 
1946,  Plumb  reported  the  5 year  survival  of  patients 
with  metastatic  disease  treated  with  estrogens  to  be 
only  slightly  better  than  the  untreated  cases.  Hug- 
gins reported  55%  of  cases  treated  by  orchiectomy 
failed  to  survive  2 years.  It  behooves  us  then  to 
carefully  scrutinize  each  new  development  in  treat- 
ment of  prostatic  cancer. 

Since  the  adrenal  glands  are  known  to  produce 
androgen  in  considerable  quantities,  Huggins  and 
Scott  in  1945,  working  on  the  premise  that  prostatic 
carcinoma  could  be  benefited  by  further  elimination 
of  androgenic  hormone,  performed  bilateral  total 
adrenalectomy  on  4 patients  with  far  advanced  met- 
astatic carcinoma  of  the  prostate.  At  that  time,  of 
course,  cortisone  replacement  therapy  was  not  avail- 
able and  whole  adrenal  cortical  extract  and  desoxy- 
corticosterone  (DCA)  were  used  in  substitution  ther- 
apy. The  first  3 patients  failed  to  survive  the 
immediate  postoperative  period,  dying  in  adrenal 
cortical  insufficiency.  The  fourth  patient  lived  116 
days  and  died  with  symptoms  of  Addison’s  disease. 
However,  there  was  some  regression  of  the  prostatic 
carcinoma  noted  in  this  case. 

Since  cortisone  has  been  made  available  for  sub- 
stitution therapy,  bilateral  adrenalectomy  has  been 
successfully  performed  in  a number  of  conditions, 
both  in  the  experimental  animal  and  in  man.  Ingle 
has  been  able  to  retard  the  growth  of  the  notorious 
Walker  256  inoculable  carcinoma  in  rats,  botli 
through  adrenalectomy  and  the  administration  of 
large  doses  of  cortisone.  Similar  results  have  been 
reported  with  other  sarcomas  and  chondromas  in 
laboratory  animals.  Unfortunately,  carcinoma  of  the 
prostate  is  a rarity  in  laboratory  animals  and  has 
never  been  experimentally  reproduced  in  any  an- 
imal. It  has  been  found  as  a rare  autopsy  finding 
in  only  dogs  and  monkeys  but  has  never  been  recog- 
nized in  a living  laboratory  animal.  It  is,  therefore, 
unfortunate  that  no  comparison  can  be  drawn  be- 
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tween  the  adrenalectomizecl  humans  and  animals  with 
carcinoma  of  the  prostate. 

Harrison  and  Thorn  in  Boston  have  performed 
total  bilateral  adrenalectomies  in  15  hopeless  cases 
of  malignant  hypertensive  vascular  disease.  Six  of 
the  15  cases  were  alive  over  18  months  later  with 
5 considered  to  be  improved  and  well.  Significant 
and  protracted  fall  in  blood  pressure  was  noted  in 
almost  70%  of  the  cases.  Huggins  has  reported  en- 
thusiastic results  from  total  adrenalectomy  in  recur- 
rent and  metastatic  carcinoma  of  the  breast.  He  has 
also  performed  adrenalectomy  for  a miscellaneous 
group  of  tumors,  including  chorioepithelioma,  melano- 
sarcoma  and  carcinoma  of  the  lung,  all  without  ben- 
eficial effect.  At  latest  date,  Huggins  has  performed 
over  60  bilateral  total  adrenalectomies  with  the  last 
56  cases  being  without  operative  fatality.  The  Me- 
morial Center  in  New  York  has  now  performed  22 
such  operations,  primarily  on  metastatic  carcinoma 
of  the  i)rostate  and  of  the  breast.  Other  single  case 
reports  have  also  been  published.  It  is  acknowl- 
edged by  all  investigators  to  date  that  bilateral  adre- 
nalectomy has  at  least  temporarily  benefited  a num- 
ber of  patients  with  advanced  prostatic  carcinoma. 
Why  such  improvement  results  has  not  been  fully 
explained  but  the  rationale  for  bilateral  adrenalec- 
tomy in  this  disease  may  be  summarized  rather 
briefly : 

1.  Carcinoma  of  the  prostate  is  adversely  affected 
by  androgenic  hormone  and  is  benefited  b}'  such 
anti-androgenic  measures  as  orchiectomy  and  es- 
trogen therapy. 

2.  The  adrenal  gland  secretes  rather  large  amounts 
of  androgenic  compounds.  Actual  adrenal  cortical 
hyperplasia  has  been  noted  after  intensive  estrogenic 
therapy, 

3.  Certain  adrenal  cortical  steroids  not  found  in 
the  urine  of  normal  people  have  been  demonstrated  in 
the  urine  of  patients  with  a variety  of  malignant  dis- 
eases. 

4.  Certain  experimental  animal  tumors  have  been 
inhibited  by  adrenalectomy. 

Concrete  indications  should  exist  before  total  adre- 
nalectomy in  prostatic  carcinoma  is  justified.  These 
are: 

1.  Clinical  evidence  of  advanced  metastatic  car- 
cinoma of  the  prostate  which  has  extended,  rather 
than  regressed. 

2.  Loss  of  response  to  both  estrogen  therapy  and 
orchiectomy. 


3.  Failure  of  the  patient  to  assume  a role  in  so- 
ciety either  because  of  pain  or  debility. 

We  should  like  to  rejxirt  2 cases  of  total  bilateral 
atlrenalectcmy  recentl}-  performed  by  the  Urological 
Service  at  McGuire  Hosintal,  and  to  add  our  pre- 
liminar}’  impressions. 


Rkpokt  oe  Cases 

Ciise  1. — F.  K.,  a 58  year  old  white  male,  had 
been  under  urologic  treatment  for  2 years  for  ad- 
vanced carcinoma  of  the  prostate  with  metastases  to 
the  bony  pelvis,  ribs  and  spine  (Fig.  1).  .An  or- 
chiectomy had  been  performed  in  .^ugu.st,  1951,  and 


he  had  been  ( n laige  dosage  of  estrogen  continuously 
since  .\pril,  1951.  Since  that  time,  ])rogressively 
severe  low  back  pain  and  posterior  leg  pain  had  re- 
quired ever  increasing  dosages  of  narcotics.  When 
narcotics  failed  to  relieve  his  severe  ])ain,  intramus- 
cular cobra  venum  had  been  used,  also  without  suc- 
cess. His  normal  weight  of  121  fell  to  105  jxrunds. 
A gradual  partial  paraplegia  state  with  an  T.-4  ^evel 
developed  with  bowel  incontinence  and  urinary  re- 
tention ensuing  in  August,  1952.  Along  vVith  this, 
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a sacral  decubitus  ulcer  also  had  developed  as  the 
patient  became  bedfast.  Sciatic  root  pain  became 
excruciating  and  the  motor  paresis  of  his  lower 
extremities  became  more  severe.  The  prostate  was 
hard,  nodular,  fixed,  and  extended  beyond  the  con- 
fines of  its  capsule  laterally.  It  soon  became  evident 
that  some  operative  procedure,  albeit  cordotomy,  pre- 
frontal lobotomy,  or  adrenalectomy  would  be  neces- 
sary to  control  the  excruciating  pain  which  kept  not 
only  the  patient  but  the  entire  ward  awake  each  night. 
.A  10  day  course  of  cortisone  totaling  500  mgms.  was 
administered  to  test  the  efficacy  of  a so-called  “med- 
ical adrenalectomy”  during  the  course  of  which  some 
adrenal  atrophy  might  be  expected  to  ensue.  Pain 
was  relieved  somewhat  for  2 to  3 days,  but  never 
completely.  Cortisone  was  finally  discontinued  when 
exacerbation  of  his  sciatic  root  pain  became  so  severe 
as  to  necessitate  a continuous  caudal  anesthetic.  Be- 
cause the  spine  was  so  loaded  with  metastases  and  as 
a j^artial  paraplegic  state  already  existed,  adrenalec- 
tomy was  considered  the  procedure  of  choice  over 
cordotomy.  It  was  felt  that  with  sufficient  cortisone 
therapy,  adrenal  insufficiency  would  not  prove  to  be 
an  insurmountable  obstacle  for  a later  cordotomy 
should  adrenalectomy  fail.  Consequently,  bilateral 
total  adrenalectomy  was  performed  on  September  4, 
1952,  using  endotracheal  general  anesthesia.  Opera- 
tion was  carried  out  through  bilateral  flank  incisions, 
resecting  each  twelfth  rib.  No  operative  complica- 
tions developed.  The  pathological  report  showed 
normal  adrenal  tissue.  Post  operatively,  oliguria, 
nitrogen  retention,  and  edema  was  present  for  the 
first  3 days.  This  responded  quickly  to  increased 
dosage  of  oral  cortisone.  This  patient  before  opera- 
tion had  received  800  mgms.  of  demerol  per  day  for 
more  than  a year  prior  to  operation.  He  did  not 
receive  narcotics  from  the  third  day  postoperatively 
until  iVz  months  later.  His  pain  for  the  first  3 
months  was  almost  non-existent.  He  became  am- 
bulant with  support.  Both  objective  motor  and  sen- 
sory return  was  noted.  His  weight  increased  and 
his  outlook  on  life  changed  considerably.  There  was 
almost  complete  atrophy  of  the  carcinomatous  pros- 
tate. No  new  metastases  have  been  demonstrated. 
Recent  X-rays  have  shown  some  increase  in  osteo- 
blastic activity  in  the  pre-adrenalectomy  metastases. 
As  stated  above,  there  was  almost  complete  absence 
of  pain  in  the  first  3 months  and  no  narcotics  were 
required.  Gradually  pain  in  the  lower  extremities 
similar  but  less  intensive  than  before  began  to  de- 


velop and  narcotics  were  renewed  after  3*4  months. 
Intolerance  to  pain  continued  to  develop  and  a cor- 
dotomy was  found  to  be  necessary  4 months  after 
adrenalectomy.  This  operative  procedure  was  per- 
formed at  D-2  level,  well  tolerated  by  the  patient 
but  wound  healing  was  retarded.  Additional  cor- 
tisone therapy  was  administered  during  the  pre-  and 
postoperative  period  of  stress.  No  symptoms  of 
adrenal  cortical  insufficiency  have  developed  and 
the  patient  was  relieved  of  symptoms  in  the  lower 
extremities. 

Case  2 — J.  G.,  a 53  year  old  white  male,  was  ad- 
mitted w’ith  severe  lancinating  pain  in  his  upper  ab- 
domen and  in  both  legs,  of  18  months  duration. 
There  had  been  a 20  pound  weight  loss  in  the  past 
18  months  and  he  had  been  unable  to  work  since 
March,  1952,  because  of  pain.  In  1950  a suprapubic 
prostatectomy  had  disclosed  an  occult  prostatic  car- 
cinoma. Immediate  orchiectomy  was  performed  and 
continuous  estrogen  therapy  had  been  administered. 
Six  months  after  suprapubic  prostatectomy,  no  recur- 
rence of  carcinoma  could  be  determined  by  digital 
examination.  When  first  admitted  to  McGuire  in 
July,  1952,  a huge  mass  in  the  prostatic  fossa  almost 
filled  the  rectum  and  the  patient  was  in  partial 
urinary  retention.  Osteoblastic  metastases  were 
demonstrated  in  the  bony  pelvis  and  ribs  (Fig.  2). 


Fig.  2.  J.  G.  Offteoblastic  metastases  involving  both  iliac  bones, 
the  sacral  alae  and  •'5th  lumbar  vertebra. 


A transurethral  resection  was  performed  to  relieve 
urinary  obstruction.  Because  the  patient  had  a posi- 
tive blood  serology,  ,A.rgyll-Robertson  pupils  and  other 
neurologic  findings,  several  neurologic  consultations 
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were  requested.  All  neurologic  consultants  hesitated 
to  ascribe  the  abdominal  pain  to  tabes  dorsalis. 
Barium  studies,  gastric  analyses  and  gall  bladder 
series  failed  to  disclose  primary  upper  abdominal 
disease.  It  was  the  opinion  of  the  medical  consul- 
tants that  metastatic  retroperitoneal  nodes  were  the 
probable  basis  for  his  abdominal  distress.  Cortisone 
therapy  75  mgm.  daily  over  a 12  day  period  was  in- 
stituted without  appreciable  benefit. 

.Adrenalectomy  was  performed  on  October  11, 
1952,  with  some  trepidations.  .Although  we  were 
certain  that  the  prostatic  carcinoma  was  extending 
despite  antiandrogenic  influence,  the  effect  which 
adrenalectomy  might  exert  on  the  patient’s  abdominal 
distress  could  not  be  predicted.  The  contemplated 
course  of  action  was  presented  to  the  patient  who 
stated  he  would  “do  anything  to  try  to  get  rid  of  the 
pain.”  Operation  proceeded  w’ithout  serious  com- 
plications in  a technique  similar  to  the  first  case. 
The  right  pleura  was  entered  but  was  sutured  with- 
out serious  after  effects.  .Although  the  adrenals  were 
of  normal  size  pathologic  report  stated  bilateral 
adrenal  cortical  hyperplasia  to  be  present.  Postop- 
eratively,  no  evidence  of  adrenal  insufficiency  de- 
veloped and  all  blood  chemistries  in  both  cases,  in- 
cluding serum  sodium  potassium,  chlorides,  carbon 
dioxide  combining  power,  total  eosinophil  count, 
blood  urea  nitrogen,  and  total  protein  (Fig.  3)  have 


remained  within  normal  limits.  The  acid  phospha- 
tase in  each  case  dropped  precipitously  for  the  first 
3 weeks  but  gradually  became  elevated  over  the  pre- 
operative level  (Fig.  4)  after  a period  of  3 to  4 
weeks.  The  alkaline  phosphatase,  at  first  elevated, 
gradually  declined  in  both  cases,  but  never  to  normal 
level.  The  significance  of  the  variations  in  phos- 
phatase activity  is  not  known  but  has  also  been  re- 
ported by  West  and  Hollander  in  the  Memorial  Hos- 
pital group.  Seventeen-keto  steroid  excretion  has 
not  ceased  entirely,  though  low  normal  excretion 
values  might  seem  to  indicate  that  little  androgen  is 
being  metabolized. 

Subjectively,  this  second  patient  is  markedly  im- 
proved. Narcotics  have  no  longer  been  necessary  to 
control  pain  since  the  fifth  postoperative  day.  The 
patient  has  remained  ambulant  and  was  discharged 
on  the  fourteenth  postoperative  day  to  return  at  an 
early  date  to  his  job  as  a paper-hanger.  His  weight 
has  increased.  X-rays  showed  neither  progression 
nor  regression  of  the  lesion  in  the  bony  pelvis.  Relief 
of  pain  had  continued  when  last  seen  two  months 
after  adrenalectomy.  He  has  not  returned  for  fol- 
low-up examination. 

It  is  beyond  the  scope  of  this  discussion  to  con- 
sider all  aspects  of  adrenal  physiology.  In  brief 
summary,  it  may  be  stated  that  the  secretion  of  the 
adrenal  medulla,  supplying  epinephrine,  is  not  es- 
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sential  to  life,  and  no  replacement  therapy  is  neces- 
sary, either  pre-  or  postoperatively,  following 
adrenalectomy.  The  exact  extramedullary  source  of 
adrenergic  function  is  not  known  with  certainty  since 
extramedullary  chromophil  tissue  has  few  depots  in 
the  human.  It  is  essential  that  certain  pre-  and  post- 
operative therapy  be  instituted  to  substitute  for  the 
loss  of  the  adrenal  cortex. 

The  older  concept  of  adrenal  cortex  activity  was 
that  the  gland  produced  many  various  hormones 
which  could  be  grouped  into  three  functional  types. 
Much  evidence  now  points  to  a newer  concept  which 
maintains  that  there  is  probably  only  one  hormone 
which,  in  turn,  is  altered  to  serve  three  purposes. 
Regardless  of  theory,  these  functions  may  be  divided 
into  three  main  groups : 

1.  Sugar  regulating,  or  cortisone  effect. 

2.  Electrolyte  regulating,  or  DC  A effect. 

3.  Nitrogen  regulating,  or  androgenic  effect. 

It  is  this  last  effect  which  we  are  attempting  to  elim- 
inate by  adrenalectomy. 

In  practice,  it  has  been  found  that  cortisone  alone 
is  essential  for  continuous  maintenance  therapy  in 
the  patient  adrenalectomized  for  prostatic  carcinoma. 
Initially,  it  is  necessary  also  to  supply  DCA.  Fol- 
lowing the  therapeutic  regimen  of  Huggins  DCA 
mgms.  5 is  administered  for  3 consecutive  days  be- 
ginning 1 day  before  operation.  On  the  day  of 


surgery  450  mgms.  of  cortisone  is  supplied.  'I'wo 
hundred  milligrams  of  cortisone  is  administered 
both  on  the  day  preceding  and  the  day  after  surgery. 
On  the  second  postoperative  day  100  mgms.  is  given 
alone  and  thereafter  the  patient  is  continued  on  a 
maintenance  dosage  of  50-75  mgms.  of  cortisone  a 
day. 

What  objective  evidence  is  there  to  gauge  improve- 
ment following  adrenalectomy?  Huggins  has  re- 
ported an  increase  in  serum  albumin  and  an  increase 
in  hemoglobin.  Actual  temporary  regression  of  os- 
teoblastic bony  lesions  has  been  reported  in  some  cases 
by  both  Huggins  and  West  and  Hollander  of  the 
Memorial  group  in  New  York.  One  case  also 
showed  regression  of  subcutaneous  metastases  biop- 
sied  both  pre-  and  postoperatively.  In  one  of  our 
cases  a complete  paraplegic  is  now  able  to  walk  wdth 
aid  and  objectively  has  shown  an  improvement  in 
motor  and  sensory  involvement.  We  can  explain 
this  only  as  evidence  of  regression  of  his  malignant 
disease.  Three  of  5 cases  in  the  Memorial  Hospital 
group  series  showed  a marked  temporary  decrease 
in  the  serum  acid  phosphatase.  Two  of  the  5 cases 
also  showed  sustained  increase  in  the  alkaline  phos- 
phatase values.  These  observers  are  hesitant  to 
attach  clinical  significance  to  these  variations  in 
phosphatase  activity,  as  phosphatase  values  in  other 
cases  were  paradoxical.  It  should  be  stressed  that 
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serum  acid  phosphatase  values  are  often  an  inac- 
curate index  in  the  diagnosis  of  metastatic  carcinoma 
of  the  prostate.  Although  an  elevation  in  serum 
acid  phosphatase  is  supposedly  pathognomonic  of 
spread  of  prostatic  cancer  beyond  the  confines  of  the 
gland,  a nation-wide  survey  of  Nesbit  and  Baum 
indicated  that  60%  of  1150  proven  cases  of  car- 
cinoma of  the  prostate  on  admission  had  a normal 
acid  phosphatase.  Thirty-five  per  cent  of  all  cases 
who  had  metastases  on  admission  had  a normal  acid 
phosphatase,  while  20%  without  metastases  likewise 
showed  an  elevation  in  acid  phosphatase  values. 

All  writers  on  the  subject  agree  that  all  patients 
feel  better  for  variable  lengths  of  time  following 
adrenalectomy.  In  some  cases  the  general  well-being 
is  of  a permanent  nature.  They  are  stronger  and  gain 
weight.  They  are  remarkably  free  of  pain.  We 
have  seen  this  dramatic  relief  of  j)ain  in  each  of  our 
2 cases.  It  is  quite  striking.  Of  course,  a temporary 
euphoria  often  results  following  cortisone  therapy 
for  any  reason,  and  it  is  possible  that  some  of  the 
relief  of  pain  is  attrilmted  to  the  replacement  cor- 
tisone therapy.  We  feel  that  cortisone  alone  is  not 
responsible  for  the  subjective  improvement  in  these 
patients  inasmuch  as  both  of  our  patients  received 
adequate  trial  with  cortisone  before  adrenalectomy 
with  little  or  no  improvement.  Yet,  after  adrenalec- 
tomy and  on  half  the  original  dosage  of  cortisone, 
neither  has  complained  significantly  of  pain. 

The  effect  on  longevity  in  metastatic  disease  of  the 
})rostate  cannot  be  determined  at  this  date.  Nearly 
100%  of  all  reported  cases  could  be  classified  as  ter- 
minal care  cases  at  time  of  adrenalectomy.  All  reports 
on  adrenalectcmy  for  malignant  disease  are  in  the 
nature  of  j)reliminary  reports.  Huggins  has  reported 
42  cases  of  metastatic  malignancy  of  the  breast  and 
prostate.  .A.t  least  18  of  these  cases  have  improved 
7 to  1 1 months  later  at  the  time  this  paper  was  sub- 
mitted for  publication.  The  Memorial  Hospital 
Group  has  reported  less  favorably  on  the  ultimate 
prognosis  with  the  average  survival  time  in  their 
patients  having  averaged  163  days.  No  patient  was 
followed  for  more  than  7 months,  with  25%  of  their 
cases  lieing  still  alive  at  the  time  of  report.  Definite 
instances  of  temporary  inhibition  of  tumor  growth 
were  observed. 

Our  own  cases  have  been  followed  for  too  short 
a period  to  draw  any  valid  conclusions  other  than 
that  the  patients  were  made  decidedly  more  com- 
fortable for  a period  of  several  months.  It  can  be 


stated  that  the  operation  is  technically  feasible,  that 
it  can  be  performed  with  reasonable  safety  and  that 
the  patient  can  be  maintained  on  cortisone  without 
elaborate  laboratory  control.  In  a certain  number 
of  cases  actual  temporary  regression  of  the  disease 
can  be  demonstrated  in  a period  of  the  disease  process 
when  extension  rather  than  regression  is  almost  a 
hard  and  fast  rule.  It  also  seems  established  that 
bilateral  adrenalectomy  does  not  mitigate  against 
further  operative  procedures  for  the  relief  of  pain. 

Certainly  it  cannot  be  claimed  that  total  adrenalec- 
tomy is  a panacea  or  cure  for  advanced  prostatic 
carcinoma.  It  would  seem  that  the  op>eration  does 
offer  a temporary  and  in  some  cases  a lasting  respite 
from  the  ravages  of  metastatic  disease.  It  would 
also  seem  to  hold  true  that  if  removal  of  androgenic 
elements  is  of  benefit  in  hopelessly  advanced  cases 
that  early  adrenalectomy,  as  has  early  orchiectomy, 
may  prove  of  value  in  the  Rx  of  early  cancer  of  the 
prostate  by  removal  of  androgenic  influence.  To  our 
knowledge  such  reports  have  not  yet  reached  the 
literature  and  the  exact  status  of  bilateral  adrenalec- 
tomy in  the  treatment  of  cancer  of  the  prost  te  must 
await  the  passage  of  time. 

Summary 

1.  Cancer  of  the  prostate' in  the  majority  of  cases 
is  not  diagnosed  in  the  surgically  curative  stages. 

2.  Treatment  of  cancer  of  the  prostate  is  most 
often  resolved  into  the  relief  of  symptoms  due  to 
metastases. 

3.  Orchiectomy  and  estrogens  are  antiandrogenic 
measures  proven  by  the  passage  of  time  to  have 
exerted  favorable  influences  on  metastatic  disease 
of  the  prostate. 

4.  Since  the  adrenal  glands  are  known  to  be  re- 
sponsible for  five-eighths  of  the  output  of  androgens, 
bilateral  adrenalectomy  has  been  advanced  as  a 
therapeutic  measure  to  diminish  androgen  influences. 

5.  Reports  of  2 cases  in  which  adrenalectomy  has 
been  performed  for  prostatic  cancer  are  discussed 
and  the  literature  is  reviewed. 
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Antibiotics  Proved  Beneficial  in  Treatment 
of  Dysentery, 

Three  antibiotics — terramycin,  aureomycin  and 
chloramphenicol — have  proved  beneficial  in  the 
treatment  of  sulfonamide-resistant  strains  of  acute 
bacillary  dysentery,  it  was  reported  in  a recent  Jour- 
nal of  the  American  Medical  Association. 

A study  of  1,408  cases  of  the  infectious  disease 
treated  in  a Korean  military  hospital  showed  that 
four  grams  of  any  one  of  the  three  antibiotics,  given 
in  three  doses  over  a 24-hour  period,  gave  satisfac- 
tory results.  Other  forms  of  therapy  were  tried,  but 
were  unsuccessful.  These  included  treatment  with 
various  other  antibiotics  and  drugs,  and  such  sup- 
portive therapy  as  bed  rest,  fluid  and  electrolyte 
replacement,  sedatives,  and  nutriti^'nal  supplements. 
“The  three  antibiotics,  aureomycin,  chloramphen- 


icol and  terramycin,  were  all  effective  therapeutic 
agents,  with  aureomycin  and  terramycin  slightly 
superior  to  chloramphenicol,”  the  article  stated. 

“The  rapid  reversion  from  positive  to  negative 
cultures  was  striking.  By  the  seventh  day,  all, 
as  with  terramycin,  or  almost  all,  as  with  aureomy- 
cin and  chloramphenicol,  were  culturally  negative 
and  remained  so  for  the  follow-up  period”. 

Although  bacillary  dysentery  historically  is  a dis- 
ease of  major  importance  in  such  confined  popula- 
tion groups  as  those  in  institutions  and  aboard  ship, 
acute  bacillary  dysentery  is  not  ordinarily  found  in 
general  population  groups  in  the  United  States,  the 
article  pointed  out.  However,  it  is  common  in  other 
parts  of  the  world  where  sanitation  is  poor. 

The  article  was  prepared  by  several  Army  doctors. 
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Mannboro,  Virginia 


It  is  generally  agreed  that  the  Medical  Profession 
and  the  Public  Health  services  are  primarily  inter- 
ested in  the  same  thing,  namely,  the  prevention  of 
disease  and  the  improvement  of  health.  This  being 
true,  then,  we  will  see  that  preventive  medicine  is 
not  only  closely  related  to  both  public  health  and 
private  practice,  but  that  full  cooperation  of  both 
groups  is  essential  if  a real  effective  preventive  med- 
ical program  can  be  made  worthwhile.  Certainl\- 
the  final  success  of  any  project,  in  the  public  health 
field,  depends  on  the  close  cooperation  and  integra- 
tion of  effort  of  both  public  health  leaders  and  med- 
ical practitioners. 

In  order  to  fully  understand  the  functions  of  the 
various  groups,  we  might  consider  them  individually, 
and  then  think  of  the  over-all  group  as  the  great 
medical  team  of  which  we  so  like  to  talk  and  of 
which  we  feel  so  i)roud. 

The  practice  of  medicine  is  a means  of  dispensing 
medical  care  to  people  who  need  it.  The  practitioner 
is  the  means  by  which  this  care  is  distril)uted.  The 
practicing  physician’s  role  is  not  limited  to  his  office 
or  to  the  patient’s  room.  He  is  expected  not  onh- 
to  diagnose  disease,  and  to  treat  and  cure  the  sick, 
but  to  practice  preventive  medicine  and  sanitation 
wherever  he  goes.  Although  an  independent  agent, 
he  is  an  important  cog  in  the  preventive  medicine 
machine. 

He  is  certainly  now,  and  will  continue  to  be,  a 
key  man  on  the  team  of  medical,  public  health,  and 
allied  health  and  medical  service  groups.  There  has 
been  a time  when  he  paid  little  attention  to  organ- 
ized public  health  efforts.  This  attitude,  however, 
has  changed  much  in  recent  years.  Instead  of  look- 
ing at  public  health  activities  with  disinterested  tol- 
eration, he  is  now  enthusiastically  eager  to  cooperate. 
He  has  seen  what  you  can  do  and  the  great  Ijenefits 
which  come  to  the  practitioner,  as  well  as  to  the 
public,  from  good,  well  organized  public  health  serv- 
ices. The  practitioner,  particularly  the  general  prac- 
titioner or  family  doctor,  is  a busy  man.  His  work 
is  demanding  and  takes  his  full  time.  Public  health 
is  a full  time  job  too,  so  he,  the  practitioner,  could 
not  do  a good  job  as  a practitioner  and  as  a public 

*Read  before  the  annual  Virginia  Public  Health  Con- 
ference in  Roanoke,  Virginia,  on  May  13,  1953. 


health  officer.  The  practitioner  can,  however,  see 
that  the  public  health  department  gets  his  full  co- 
operation, and  he  can  try  to  see  to  it  that  ever\- 
county  in  our  nation  is  protected  by  an  organized 
health  department  which  is  supplied  with  funds  nec- 
essary to  do  the  job  all  of  us  want.  Because  public 
health  is  a special  field,  requiring  special  training, 
the  practitioner  must  rely  on  organized  public  health 
exj>erts  to  map  out  programs  in  which  he  can  co- 
o])erate.  This  is  most  imjiortant  to  all  parties  con- 
cerned for,  with  the  full  cooperation  of  the  prac- 
titioner, many  organized  health  jirojects  may  suc- 
ceed, which  otherwise  would  most  assuredly  fail. 

That  the  medical  profession  knows  the  importance 
of  public  health  to  the  profession,  to  the  people, 
and  to  a needed  j:)reventive  medicine  j)rogram  can 
not  be  denied.  It  is  equally  true  that  the  American 
Medical  Association,  and  its  component  societies, 
have  always  worked  and  fought  for  improved  public- 
health  service. 

The  two  planks  upon  which  the  American  Med- 
ical Association  was  founded  in  1847  were  the  es- 
tablishment of  public  health  service  and  the  improve- 
ment of  medical  education.  It  would,  indeed,  be 
interesting  to  note  the  great  advances  made  in  each 
field  during  the  past  one  hundred  and  six  years. 
Certainly  the  medical  profession  has  never  ceased 
to  be  greatly  interested  in  puldic  health  during  that 
time.  It  is  a matter  of  record  that  the  medical  pro- 
fession, through  the  American  Medical  Association 
and  its  component  Societies,  has  either  instituted  or 
actively  worked  for  all  sound  puldic  health  legisla- 
tion which  has  become  law  since  that  date.  The 
most  recent  evidence  of  this  interest  is  found  in  the 
objectives  as  listed  by  Dr.  Bauer  at  the  time  of  his 
inauguration  as  President  of  the  American  Medical 
.\ssociation.  The  ‘third  objective  listed  asks  for 
extension  of  public  health  coverage  to  all  areas  lack- 
ing it.  The  medical  profession  should  be  proud  of, 
and  always  ready  to  cooperate  with,  and  support  in 
every  way  possible  this  great  l)ranch  of  the  profes- 
sion which  has  done  so  much  to  help  bring  the  best 
medical  care  and  health  in  the  world  to  our  people. 

Public  Health,  the  other  part  of  our  {)reventive 
medicine  team  as  a going  concern,  is  largely  a gov- 
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ernniental  function  which  occupies  itself  primarily 
with  the  improvement  of  the  health  of  the  community 
as  a whole.  It  may  be  defined  as  the  obligation  of 
the  community  to  protect  its  members  from  the  hazard 
of  communal  living  and  to  promote  community-wide 
health.  Winslow  defines  it  as  the  science  and  art 
of  preventing  disease,  prolonging  life  and  promoting 
physical  and  mental  health  and  efficiency  through 
organized  community  efforts  for  the  sanitation  of  the 
environment,  the  control  of  community  infections, 
the  education  of  the  individual  in  the  principles  of 
personal  hygiene,  the  organization  of  medical  and 
nursing  service  for  the  early  diagnosis  and  preven- 
tive treatment  of  disease,  and  the  development  of  the 
social  machinery  which  will  insure  to  every  indi- 
vidual in  the  community  a standard  of  living  ade- 
cjuate  for  the  maintenance  of  health,  organizing  these 
benefits  in  such  fashion  as  to  enable  every  citizen 
to  realize  his  birthright  of  health  and  longevity. 
This  is  a long  and  complete  definition  from  which 
we  must  sense  a great  challenge.  It  does  not  cover 
too  much,  and  we  must  work  for  no  less. 

We  are  familiar  with  the  great  work  which  has 
been  done  by  our  public  health  organizations  in  the 
prevention  of  disease  by  education  and  preventive 
measures.  We  must  not  inject  into  this  great  pro- 
gram, however,  the  idea  that  this  must  be  the  agency 
through  which  patients  are  treated,  except  where 
necessary  to  do  so  in  order  to  help  control  disease 
which  would  be  a menace  to  the  health  of  other 
people  in  the  community.  Then,  it  must  not  be  in 
conflict  with  the  private  practice  of  medicine.  To  do 
a good  job,  we  must  enlarge  our  program  for  public 
health  and  preventive  medicine  under  the  state  and 
county  health  departments,  and  do  it  as  far  as  pos- 
sible on  local  and  state  funds.  The  plans  must  be 
well  worked  out  by  representatives  of  the  practitioners 
and  the  organized  health  units,  ever  bearing  in  mind 
that  our  duties  are  the  same,  namely,  the  care  of  the 
sick  and  the  prevention  of  illness.  At  the  same 
time,  we  must  remember  that  the  primary  function 
of  the  practitioner  is  the  care  of  individual  sick 
people,  while  the  primary  function  of  the  public 
health  officer  is  the  prevention  of  illness  in  the  com- 
munity. There  must  be  whole-hearted  cooperation 
so  that  the  function  of  neither  group  is  usurped. 

Public  health  is  not  socialized  medicine  but  the 
strong  right  hand  of  organized  medicine.  It  takes 
a place  and  fills  a gap  not  possible  for  the  prac- 
titioner to  fill.  To  do  this  well,  there  must  be  unity 


of  effort.  Surely,  your  fine  record  of  achievement 
deserves  the  wholehearted  support  of  all  practicing 
physicians.  We  must  cooperate  in  the  field,  in  the 
home  and  in  the  office  where  records  must  be  kept 
and  proper  reports  made.  This  is  essential  if  worth- 
while statistics  are  to  be  had. 

May  I say  again  that  we  are  all  working  for  the 
same  thing?  We  have  the  same  common  goal,  name- 
ly, the  care  of  the  sick  and  the  prevention  of  disease. 
The  health  officer  has  chosen  to  enter  full  time  gov- 
ernment service,  the  practitioner  has  chosen  to  care 
for  the  individual  sick  or  injured  person  on  an  in- 
dividual or  group  basis.  He  works  with  the  patient 
to  diagnose  and  treat  disease,  while  the  public  health 
service  works  with  the  community  as  a whole  to 
prevent  disease.  The  practitioner’s  nurse,  technician 
and  all  helpers  play  their  part,  as  do  the  fine  and 
capable  people  who  serve  with  the  public  health 
service.  They  are  all  on  the  same  team  and  are  all 
working  for  that  same  goal,  namely,  good  medical 
care,  good  public  health  and  good  preventive  med- 
icine. 

We  have  discussed  the  practice  of  medicine  and 
public  health.  Let  us  now  think  of  preventive  med- 
icine as  the  field  in  which  we  can  best  coordinate 
our  efforts.  Here  we  think  of  service  rendered  the 
individual  which  prevents  him  from  having  disease 
or  the  disabling  results  of  disease.  Here  the  prac- 
titioner and  the  public  health  groups  work  together 
in  such  organized  services  as  pre-natal,  post-natal, 
immunizations,  and  w’ell  baby  clinics,  school  health 
services  and  periodic  health  examinations;  also  ve- 
neral  disease  and  tuberculosis  control  and  in  insti- 
tuting measures  for  prevention  of  cancer,  heart  dis- 
ease, diabetes  and  mental  disease,  the  treatment  and 
care  of  crippled  children  from  rheumatic  fever,  polio 
and  other  causes.  Then  comes  rehabilitation  in  its 
many  phases.  The  physician  may  make  notable  con- 
tributions to  preventive  medicine  by  providing  op- 
portunities for  good  periodic  physical  examinations; 
by  participating  in  community  programs  for  the  pre- 
vention of  accidents,  such  as  burns,  poisoning,  falls 
and  suffocation;  also  by  helping  in  sight  and  hear- 
ing preservation  activities  and  in  looking  after  the 
millions  of  people  past  65  years  of  age,  and  the 
65,000,000  or  more  who  are  too  fat. 

There  are  many  local  auxiliary  services  in  the 
health  service  available  to  the  physician  and  there 
are  many  services  in  which  his  efforts  are  essential 
to  the  success  of  the  public  health  service. 
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Public  health  and  preventive  medicine,  like  the 
practice  of  medicine,  have  seen  many  changes  since 
the  beginning  of  the  century.  Public  health  services 
dealt  almost  entirely  with  sanitation  and  communi- 
cable diseases  when  I entered  medical  college  forty 
years  ago.  The  chief  duty  of  the  public  health  officer 
at  that  time  was  largely  that  of  quarantine  officer. 
Only  a few  of  the  larger  cities  had  full  time  health 
departments  and  health  officers.  I remember  well 
Dr.  Levy,  who  was  the  outstanding  health  officer  for 
Richmond.  I think  he  was  doing  some  private  prac- 
tice at  the  same  time  he  was  serving  the  city  as 
health  officer.  How  well  I remember,  too,  that  great 
pioneer  in  public  health.  Dr.  Ennion  Williams,  who 
was  running  and  building  our  State  Health  Depart- 
ment on  just  a pittance  of  an  appropriation.  A grand 
job  was  done  by  each  of  these  men. 

Indeed,  we  have  come  a long  way  since  that  time. 
Good  public  health  administration,  well  trained  pub- 
lic health  officers  and  better  sanitation  facilities,  plus 
added  funds,  plus  vaccines,  chemotherapy  and  anti- 
biotics have  made  the  problems  of  communicable 
disease  and  environmental  sanitation  much  less  se- 
rious in  recent  years.  It  is  inevitable,  though,  that 
other  problems  will  enlist  the  interest  and  action  of 
the  community  as  well  as  the  physician. 

There  is  increasing  concern  among  the  public 
with  the  problem  of  aging  and  its  concomitant  of 
chronic  diseases ; with  the  early  detection  and  prompt 
treatment  of  cancer,  tuberculosis  and  diabetes;  with 
the  increasing  high  proportion  of  deaths  from  heart 
disease  and  accidents;  with  expanding  populations, 
migrating  populations,  and  the  critical  health  prob- 
lems of  rapidly  growing  areas.  All  of  these  create 


many  problems  for  the  physician,  and  the  health 
department.  Different  groups  have  different  ideas 
about  what  is  needed  to  be  done.  There  are  many 
sides  to  the  complex  problem.  This  may  be  well 
compared  to  communicable  diseases.  Every  group 
comes  up  with  different  ideas  as  to  needs.  In  com- 
municable disease,  like  tuberculosis,  to  the  health 
officer  the  care  might  seem  adequate  when  all  con- 
tacts are  protected  against  the  disease.  The  prac- 
ticing physician  would  consider  the  treatment  ade- 
quate when  all  signs  of  the  disease  had  been  elim- 
inated. The  social  worker  would  add  a program 
of  rehabilitation  and  the  patient  might  want  reim- 
bursement for  time  lost.  These  differences  of  ideas 
and  needs  will  prevail  in  many  chronic  conditions. 
They  must  cause  us  all  concern.  The  practicing 
physician  and  the  patient  cannot  meet  the  ever  in- 
creasing needs  of  this  rapidly  increasing  population. 
The  community  is  bound  to  make  some  effort  to 
combat  these  serious  problems.  Those  efforts  will 
be  less  clumsy,  less  misdirected,  less  oblivious  to  the 
value  of  existing  facilities,  if  the  movement  is  guided 
by  the  health  officer  with  his  trained  staff,  and  if 
in  that  guidance  he  has  the  understanding  and  sup- 
port and  wisdom  of  the  practicing  physicians  in  his 
community. 

May  I again  urge  better  understanding  and  better 
cooperation  between  organized  medicine,  represent- 
ing the  private  physician,  and  the  public  health  pro- 
fession, for  their  mutual  benefit  and,  above  all,  the 
benefit  of  the  public  at  large.  We  are  all  on  the 
same  team.  We  are  working  for  the  same  cause. 
We  must  solicit  the  aid  of  all  groups  to  our  cause 
and  we  must  all  work  together  to  win. 
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Poliomyelitis 

Cooperative  Planning  For  Total  Care 

Poliomyelitis  in  Virginia  is  running  approxi- 
mately three  to  one  in  the  number  of  cases  in  com- 
parison with  the  same  period  in  1952.  While  it  is 
impossible  at  this  writing  (the  end  of  July)  to  pre- 
dict the  overall  picture  for  this  year,  it  behooves  us 
to  plan  for  the  after  care  of  those  who  have  had  or 
will  have  this  illness.  Possibly  no  other  disease  calls 
more  urgently  for  good  cooperative  planning,  which 
should  be  thoroughly  and  efficiently  organized  and 
persistently  and  patiently  carried  through.  The  epi- 
demic in  ^^■vtheville  in  the  summer  of  1950  empha- 
sized this  fact  and  gave  strong  impetus  to  the  pro- 
gressive state  planning  which  was  already  under 
way.  .A.S  a result,  Virginia  today  is  fortunate  in  hav- 
ing a workable  and  satisfactory  method  of  caring  for 
patients  with  poliomyelitis  and  its  after  effects. 

There  is  a large  group  that  participates  in  the 
plan  and  its  success  is  the  result  of  the  coordination 
of  efforts  of  practicing  physicians,  hospitals  and 
their  specialists  in  various  fields  of  medicine,  local 
health  departments,  the  State  Bureaus  of  Com- 
municable Disease  Control  and  Crippled  Children, 
the  State  Department  of  Education,  the  National 
Foundation  for  Infantile  Paralysis,  the  American 
Red  Cross,  many  voluntary  organizations  and  inter- 
ested citizens. 

Charting  the  main  course  is  the  State  Poliomyelitis 
Planning  Group,  composed  of  members  representing 
the  following  organizations : 

The  State  Health  Department 

The  Medical  Society  of  Virginia 

The  National  Foundation  for  Infantile  Paralysis 

The  American  Red  Cross 

The  Medical  College  of  Virginia 

The  University  of  Virginia  Hospital 

The  Virginia  Hospital  Association 

The  Virginia  Graduate  Nurses'  Association 

The  State  Department  of  Education 

The  State  Department  of  Welfare  and  Institutions 

The  Virginia  National  Guard 

Early  each  spring  the  State  Health  Commissioner 

calls  together  this  group  to  renew  interest  in  the  jjart 
each  may  play  in  carrying  out  measures  to  control 
poliomyelitis  and  to  formulate  plans  for  meeting  any 


emergency  that  might  be  produced  by  this  disease 
during  the  forthcoming  season  of  prevalence. 

The  Poliomyelitis  Committee  of  The  Medical  So- 
ciety of  Virginia,  composed  of  physicians  appointed 
by  the  President  of  the  Society,  serves  as  the  con- 
sultant body  and  its  members  are  subject  to  call  at 
any  time,  either  collectively  or  individually.  The 
advice  of  this  committee  is  of  incalculable  value. 

When  a practicing  physician  diagnoses  a case  of 
poliomyelitis,  he  should  immediately  notify  the  local 
health  department  and  at  the  same  time  arrange  to 
have  the  jiatient  cared  for,  either  in  the  home  or  in 
a hospital.  If  he  believes  that  adequate  care  can 
l)e  given  in  the  home,  he  requests  public  health  nurs- 
ing sujjervision  and  other  services  from  the  health 
department.  If  he  decides  that  the  (proper  care  for 
the  patient  calls  for  hosjjitalization,  he  makes  the 
arrangements  according  to  the  financial  status  of  the 
family.  He  appeals  for  financial  aid  from  the  Na- 
tional Foundation  for  Infantile  Paralysis  if  the 
family  cannot  pay  tlie  hospital  expenses. 

As  soon  as  the  local  director  of  public  health  has 
received  notification  of  the  case  he  institutes  indicated 
public  health  measures  and  promptly  notifies  the 
State  Bureau  of  Communicable  Disease  Control. 
From  here  the  notification  is  relayed  at  once  to  the 
State  Crippled  Children’s  Bureau  and  the  National 
Foundation  for  Infantile  Paral3sis.  If  the  patient 
be  hospitalized,  in  due  time  the  diagnosis  is  sent 
to  the  physician  and  the  health  department  by  the 
hospital.  At  the  time  of  discharge  from  the  hospital, 
forms  for  the  particular  patient  are  comjdeted  and 
a letter  is  sent  to  the  referring  physician.  The  forms 
are  sent  to  the  state  office  of  the  National  Founda- 
tion for  Infantile  Paralysis  and  are  distributed  b\- 
them  to  the  Bureau  of  Crippled  Children  of  the 
State  Health  Department,  to  the  local  health  depart- 
ment responsible  for  the  follow-up  of  the  patient 
and  to  the  local  chapter.  This  simultaneous  report- 
ing means  promptness  of  action  and  permits  an  op- 
portunity for  advance  planning  for  follow-up  care 
of  the  patient. 

The  attending  physician  arranges  for  orthopedic 
follow-up  care  when  this  may  be  needed.  He  asks 
the  local  health  department  to  have  the  medicall}- 
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indigent  patient  attend  the  nearest  crippled  children’s 
clinic  where  orthopedic  care  and  aj)pliances  are  pro- 
vided. In  certain  areas  field  physical  therapists 
provide  instruction  through  the  clinic  for  parents 
and  patients.  The  clinics  arrange  whatever  further 
hospitalization  may  be  needed  for  corrective  surgery 
or  intensive  physical  therapy.  This  additional  finan- 
cial burden  is  frequently  borne  by  the  National 
Foundation  for  Infantile  Paralysis. 

The  local  health  department  assists  the  family 
in  making  application  to  the  local  school  board  for 
the  services  of  a bedside  teacher  for  those  children 
whose  paralysis  keeps  them  out  of  school.  The  local 
board  receives  financial  aid  for  these  projects  from 
the  State  Department  of  Special  Education.  If  the 
patient  still  be  physically  handicapped  on  comple- 
tion of  high  school  and  attainment  of  the  sixteenth 
birthday,  he  or  she  is  referred  to  the  State  Department 
of  Vocational  Rehabilitation  for  special  vocational 
training. 

The  problem  of  permanent  care  for  the  patient 
extensively  paralyzed  and  in  need  of  institutional 


care  or  private  nursing  facilities  for  the  rest  of  his 
life  has  not  been  fully  solved.  The  National 
Foundation  for  Infantile  Paralysis  and  certain  med- 
ical centers  are  doing  what  they  can  for  many  of 
these  patients  and  a few  very  courageous  individuals 
have  found  their  own  solution,  but  for  the  larger 
number  of  this  group  the  answer  is  still  being  sought. 

Monthly  Report  of  the  Bureau  of 
Communicable  Disease  Control 


Jan.- 

Jan.- 

July 

July 

July 

July 

1953 

1952 

1953 

1952 

Brucellosis 

2 

8 

28 

21 

Diarrhea  & Dysentery 

212 

273 

674 

1384 

Diphtheria 

2 

6 

53 

52 

Hepatitis 

198 

57 

1427 

419 

Measles 

305 

467 

4424 

15214 

Meningitis  (Meningococcic) 

__  10 

11 

138 

136 

Poliomyelitis 

157 

54 

193 

74 

Rocky  Mt.  Spotted  Fever 

17 

22 

39 

44 

Scarlet  Fever 

13 

17 

613 

533 

Tularemia 

3 

6 

18 

34 

Typhoid  & Paratyphoid 

14 

11 

39 

45 

Rabies  in  Animals 

_ 35 

17 

297 

327 

Persistent  Bone  Pain  May  Be  Indicative 
of  Bone  Tumor. 

Persistent  bone,  joint  or  muscle  pain,  especially 
when  the  involved  part  is  at  rest,  may  be  indicative 
of  primary  malignant  tumor  of  the  bone,  it  was  re- 
ported in  the  July  4,  J.A.M.A.  Such  pain  is  the 
most  significant  symptom  of  this  type  of  malignancy, 
and  usually  precedes  any  objective  evidence  of  the 
new  growth,  the  article  stated,  adding: 

“Occasionally,  when  the  lower  extremity  is  in- 
volved, a limp  will  appear  before  there  is  any  pain. 
'File  character  of  the  pain  varies  from  a recurrent, 
rheumatic  type  of  discomfort  to  a relatively  sudden, 
intense  pain.  When  it  has  become  severe  enough  to 
produce  disability,  the  patient  usually  seeks  medical 
advice.” 


As  is  the  case  with  any  type  of  malignancy,  the 
sooner  a definitive  diagnosis  is  made  and  the  earlier 
adequate  treatment  instituted,  the  more  favorable 
the  prognosis,  according  to  Drs.  G.  Edmund  Hag- 
gart  and  Joseph  W.  Copel,  Boston,  with  the  depart- 
ment of  orthopedic  surgery,  Lahey  Clinic. 

'Phey  expressed  the  opinion  that  the  majority  of 
cases  of  primarj'  malignant  bone  tumors  can  be 
diagnosed  on  the  basis  of  a careful  history,  complete 
physical  examination,  essential  laboratory  study  and 
x-rays.  Surgical  biopsy  should  be  performed  before 
a decision  is  made  regarding  the  type  of  treatment, 
they  added. 

Primary  malignant  bone  tumor  is  a comparatively 
rare  condition. 
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Regarding  the  Role  of  Psychological  Testing 

in  the  Out-Patient  Child  Guidance  Clinic.* 

In  the  fifty  or  sixty  years  in  which  psychological 
testing  has  grown  up  there  have  developed  a number 
of  assumptions  about  the  adequacy  of  such  testing 
and  about  the  use  of  psychological  tests  in  the  out- 
patient child  guidance  clinic.  There  are  many 
ways,  of  course,  in  which  tests  are  useful,  not  only 
in  clinics  but  in  educational  institutions,  business, 
industry,  and  the  like.  We  are  directing  our  re- 
marks here  alone  to  the  out-patient  child  guidance 
clinic. 

The  most  general  assumption  regarding  psycho- 
logical testing  stems  from  psychological  theory  and 
from  psycho-metric  theory,  namely,  that  any  be- 
havioral quality,  trait  or  characteristic  that  exists, 
exists  in  some  amount  and  can  therefore  be  meas- 
ured. This  assumption  has  proved  useful  in  many 
ways  but  with  the  advent  of  new  theory  and  new 
practice  and  new  insights  in  the  clinical  field,  it  is 
doubtful  if  this  general  assumption  is  any  longer  as 
tenable  as  it  was  a few  decades  ago. 

Besides  this  general  assumption  there  are  several 
specific  assumptions  which  should  be  named  regard- 
ing psychological  testing  in  the  out-patient  clinic. 
This  list  is  by  no  means  exhaustive,  but  it  would 
seem  that  the  following  are  at  least  important  mem- 
bers of  a list  of  specific  assumptions. 

1.  The  first  assumption  is  that  the  psychological 
tests  get  at  some  “basic  personality”  structure. 
It  is  as  if  the  tests  were  expected  to  clear 
away  cultural  differences,  educational  diflFer- 
ences,  ethnic  differences,  and  other  differences 
associated  with  reactive  states,  etc.,  and  some- 
how “lift  itself  by  its  own  boot  straps”  to  the 
point  where  all  attenuating  conditions  were 
either  taken  into  consideration  or  were  erased, 
or  were  partialed  out. 

2.  A second  assumption  regarding  psychological 
testing  is  that  it  gets  to  the  “deeper  layers” 
of  personality.  The  “psychic  surface”  of  life 
is  generally  disregarded  and  the  test  is  ex- 
pected, in  the  hands  of  the  skilled  clinician, 

•Article  prepared  by  E.  Lakin  Phillips,  Ph.D.,  Psycholo- 
gist, Arlington  County  Guidance  Center,  Arlington,  Vir- 
ginia. 


to  go  straightforth  to  the  deeper  layers  where 
the  real  “meat”  lies. 

3.  .A.  third  assumption  about  the  test  is  that  it 

offers  prognostications  which  are  useful  in 
managing  the  patient,  in  planning  therapy,  or 
in  planning  other  ameliorative  steps.  It  is, 
for  example,  assumed  in  this  connection  that 
whatever  the  psychometric  picture  is,  it  is  a 
“true”  account  of  the  individual  and  therefore 
has^  mucii  to  say  about  how  he  will  be  six 
months,  six  years  or  two  decades  hence.  The 
conditional  nature  of  sucli^  predictions  is 
largely  overlooked.  ^ ‘ 

4.  Assumption  four  refers,  to  the  test’s  alleged 
value  in  arriving  at  an  ‘objective’  diagnostic 
appraisal.  Here,  again,  the  test  is  expected  to 
find  the  personality  roots  and  assign  the  per- 
son to  some  one  (or  more)  of  the  prevailing 
psychiatric  pigeonholes.  The  vast  unrelia- 
bility of  any  nosological  classification  system 
is  politely  ignored  and  the  person  is  regarded 
as  an  example  of  a psychiatric  group  with  its 
own  qualitative  differences.  This  assumption 
is  glaring  enough  in  its  inadequacies  when 
practiced  on  adult  patients,  and  is  inexcusable 

" among  childhood  patients. 

The  presence  of  these  assumptions  and  many  oth- 
ers not  accounted  for  here  has  led  to  what  the  present 
writer  feels  to  be  a lack  of  judiciousness  in  using 
psychological  tests.  As  a result  of  this  lack  of 
judiciousness,  the  so-called  basic  nature  of  the  test 
results  are  over-stated  and,  correspondingly,  the 
qualifying  characteristics  are  under-stated.  Testing 
always  takes  place  in  an  interpersonal  context,  the 
test  itself  is  a function  of  particular  cultural  con- 
ditions surrounding  the  development,  validation, 
standardization  and  administration  of  the  test;  and 
the  test  is  no  more  sensitive  to  reactive  states  (and 
other  temporary  circumstances)  than  it  is  to  non- 
reactive states — this  interpretive  portion  has  to  come 
from  the  clinician,  not  from  the  test  per  se. 

Correspondingly  the  notion  of  depth  in  testing  is 
over-stressed,  and  many  of  the  features  of  person- 
ality that  are  acted  out  and  lived  out  (more  pas- 
sively) in  daily  life  are  somehow  considered  as 
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superficial;  as  a result  much  meaningful  material 
is  overlooked  or  it  is  not  assimilated  into  the  psy- 
chometric picture. 

The  prognostic  value  of  the  tests  is  considerably 
in  doubt  as  recent  studies  of  clinical  students  and  a 
number  of  smaller  studies  of  the  prognostic  ability 
of  particular  tests  are  concerned.  It  seems  on  the 
basis  of  much  of  the  research  evidence  that  the 
results  of  psychological  testing  have  to  be  somehow 
raised  to  a higher  theoretical  level  before  its  prog- 
nostic powers  are  fully  utilized,  if  indeed  testing 
is  ever  to  have  such  prognostic  powers. 

These  assumptions  might  well  be  replaced  with 
more  judicious  ones  regarding  psychological  testing, 
with  better  clinical  observations  before,  during  and 
after  testing  situations,  and  with  more  concern  for 
the  family  context  in  which  the  child’s  problem  is 
centered.  Even  the  curtailment  of  the  above  men- 
tioned assumptions  would  lead  to  less  extravagence 
in  generalizing  about  test  results. 

Many  of  our  current  practices  in  personality  test- 
ing derive  directly  from  earlier  practices  of  intelli- 
gence and  ability  testing.  It  is  not  unlikely  that 
personality  testing  must  take  a much  different  tack 
than  ability  testing.  In  a sense,  the  projective  test- 
ing movement  attests  to  this  need,  but  careful  scru- 


tiny of  the  accomplishments  of  projective  testing 
over  the  past  two  decades  leaves  its  place  in  j>sycho- 
logical  theory  much  in  doubt  and  reveals  that  pro- 
jective testing  is  trapped  somewhere  between  newer 
theoretical  strivings  and  older,  more  conventional 
psychometric  practices.  The  value  of  projective 
testing  has  not  been  clearly  ascertained. 

What,  then,  can  we  say  about  psychological  test- 
ing as  a practical  measure  in  the  out-patient  child 
guidance  clinic?  Perhaps  by  locating  clinics  which 
have  considerably  different  viewpoints  regarding  test- 
ing we  can  juxtapose  the  results  such  varied  view- 
points and  reach  more  solid  conclusions  regarding  the 
actual  use  of  psychological  testing  in  work  with 
children.  It  has  been  noticed  in  some  quarters  that 
psychological  tests  are  not  at  all  necessary,  or  at 
least  are  far  less  necessary  than  originally  thought. 
In  still  other  places,  testing,  numbering  in  hours, 
is  done  routinely  on  every  patient  entering  the  clinic ; 
in  such  cases  it  is  felt  that  the  tests  are  indispensable. 
Still  other  clinics  lie  midway  between  these  two 
extremes.  More  exchange  between  clinics,  between 
psychologists  in  different  clinics,  and  between  psy- 
chologists and  their  own  staffs  within  given  clinics, 
is  necessary  before  more  solid  ground  regarding  the 
uses  of  psychological  tests  can  be  effectively  reached. 


New  Books. 

Below  are  listed  some  of  the  newer  books  received 
at  the  Tompkins-McCaw  Library  of  the  Medical 
College  of  Virginia,  Richmond.  These  may  be  se- 
cured from  the  library  under  usual  library  rules; 
Beaumont  & Dodds — Recent  advances  in  medicine.  I3th 
ed.  1952. 

Burstein — Fundamental  considerations  in  anesthesia.  1949. 
Cameron  & Magaret — Behavior  pathology.  1951. 

Chobot — Pediatric  allergy.  1951. 

Hayt  & Hayt — Lav?  of  hospital,  physician  and  patient.  2d 
ed.  1952. 

Hetzel — Virginia  mental  health  laws  in  brief.  1949. 
Hirsch — Pathology  in  surgery.  1953. 


Horsley  & Bigger — Operative  surgery.  Vols.  1 & 2,  6th 
ed.,  1953. 

Krieg — Functional  neuroanatomy.  2d  ed.  1953. 

Kyser — Therapeutics  in  internal  medicine.  2d  ed.  1953. 

Mengert — Postgraduate  obstetrics.  1947. 

Raab — Hormonal  and  neurogenic  cardiovascular  dis- 
orders. 1953. 

Ruch  & Warren — Working  with  psychology.  3d  ed.  1948. 

Sears — The  physician  in  atomic  defense.  1953. 

Starr — Physiologic  therapy  for  obstructive  vascular 
disease.  1953. 

Sullivan — The  interpersonal  theory  of  psychiatry.  1953. 

Villiger — Atlas  of  cross  section  of  the  brain.  1951. 

Vorwald,  ed. — Pneumoconiosis.  1950. 

Wiggers — Circulatory  dynamics.  1952. 
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MEDICO-LEGAL  NOTES 


Examination 

Almost  all  physicians  during  the  course  of  their 
practice  will  be  called  upon  to  examine  alleged  vic- 
tims of  rape.  In  a great  number  of  cases  the  proof 
or  disproof  of  this  serious  charge  will  depend  pri- 
marily on  medical  evidence.  Since  conviction  may 
carry  very  severe  penalties,  an  accurate,  carefully- 
performed  physical  examination  with  all  positive 
and  negative  findings  in  writing  is  essential  if  mis- 
carriages of  justice  are  to  be  avoidetl. 

In  essence  it  is  the  duty  of  the  j)hysician  to  decide 
as  far  as  possible  from  his  examination  whether 
sexual  intercourse  has  occurred  or  was  attempted  at 
the  approximate  time  indicated.  It  should  be  noted 
however  that  the  law  does  not  require  full  penetra- 
tion of  the  male  organ  into  the  vagina;  “the  least 
[lenetration  is  sufficient.”  The  latter  is  usually  a 
legal  question  although  its  ultimate  determination 
may  depend  on  the  extent  of  the  findings  of  the 
medical  examiner. 

'I'he  examiner  should  always  note  the  date,  the 
time  and  the  place  of  the  examination.  The  names 
of  all  persons  present  should  be  noted. 

One  should  always  obtain  written  consent  for  the 
examination  if  the  victim  is  of  legal  age,  or  from  the 
parent  or  legal  guardian  if  one  is  dealing  with  a 
minor.  The  request  of  police  or  interested  agencies 
is  not  sufficient. 

The  following  should  be  carefully  noted: 

(1)  Condition  of  clothing — disarranged,  torn, 
stains,  (blood,  semen,  grass,  dirt,  grease,  etc.). 

(2)  General  condition  of  victim — nervous,  crying, 
calm,  etc. 

(3)  Marks  of  violence  about  body — scratches, 
bruises,  abrasions,  stains,  etc. 

(4)  Pelvic  Examination — 

(a)  External — seminal  fluid  on  or  about  gen- 
italia or  thighs,  marks  of  violence,  con- 
dition of  labia  and  introitus  (reddened, 
abrasions,  lacerations,  fluid  or  dis- 
charge, tenderness,  edema). 

(b)  Internal  (with  speculum) — presence  or 
absence  of  hymen.  Condition  of  hymen 
or  its  remnants — thickness  and  texture  of 
hymen — diameter  (in  inches) — signs  of 
trauma  or  forced  intercourse.  Condition 

*Contributed  by:  Geoffrey  T.  Mann,  M.D.,  LL.B.  and 
Harold  L.  Beddoe,  M.D. 

Chief  Medical  Examiner’s  Office,  Richmond,  Virginia. 


for  Rape* 

of  vaginal  mucosa,  inflammation,  etc., 
fluid  in  vagina.  Condition  of  cervix — 
nulliparous  or  parous,  evidence  of  men- 
struation or  cervical  discharge. 

(5)  Laboratory  procedures — ■ 

(a)  Preservation  of  foreign  materials  found 
on  body  or  genitals — grass,  leaves,  dirt, 
hairs,  etc. 

(b)  Stains  on  clothing — semen,  blood,  etc. 

(c)  Wet  and  dry  smears  of  fluid  from  vagina : 
Keep  swab  for  subsequent  acid  phospha- 
tase test. 

(d)  Culture  of  purulent  material  for  Gono- 
cocci. 

(6)  Make  record  of  all  physical  findings  and  re- 
sults of  laboratory  procedures. 

(7)  Examination  of  Children — 

(a)  One  may  not  find  marks  of  violence 
about  the  body  since  the  child  may  be 
too  small  to  resist  forcibly  or  may  not 
understand  the  significance  of  the  inci- 
dent. 

(b)  The  vestibule  and  introitus  of  children 
are  not  uncommonly  reddened  normally 
and  they  may  or  may  not  have  some  thick 
white  mucoid  secretion. 

(c)  There  may  be  marks  of  violence  about 
the  anal  orifice,  perineum  or  on  the 
thighs. 

(d)  The  condition  of  the  hymen  is  especially 
important  in  children  and  it  is  often 
very  helpful  to  make  a rough  sketch 
showing  the  type  of  hymen  and  the  loca- 
tion of  lacerations  if  any. 

(e)  Measurements  are  particularly  important 
in  children  and  one  should  always  meas- 
ure the  anterior  posterior  diameter  of 
the  pelvis  of  the  child  and  the  relative 
size  of  the  vaginal  orifice  should  be 
measured  in  inches.  This  can  be  meas- 
ured by  fingers  but  the  fingers  then  must 
be  measured  as  the  size  of  fingers  vary 
and  one  examiner  may  use  an  index 
finger  and  another  may  use  the  little 
finger. 

(f)  If  any  redness  is  present  it  must  be  de- 
termined if  this  is  due  to  inflammatorv 
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conditions  or  violence.  One  should  be 
especially  careful  to  look  for  parasites, 
urinary  infections,  poor  hygience,  etc. 

Finally,  one  must  recall  that  there  is  considerable 
variation  in  the  size,  shape  and  structure  of  the  hy- 
men. A hymen  may  admit  one  or  more  fingers  with 
ease  and  yet  be  virginal.  Moreover  old  ruptures  of 
the  hymen  do  not  of  necessity  indicate  previous 


se.xual  intercourse. 

It  must  always  be  borne  in  mind  that  presence  or 
absence  of  any  of  the  above  does  not  necessarily  prove 
or  disprove  an  allegation  of  rape.  The  whole  pic- 
ture must  be  carefully  evaluated.  Remember,  “Rape 
is  an  allegation  easily  made,  hard  to  prove  and 
harder  to  disprove  by  one  accused  no  matter  how 
innocent”. 


BOOKS 


Operative  Gynecology.  By  RICHARD  W.  TE  LINDE, 
Professor  of  Gynecology,  Johns  Hopkins  Univer- 
sity and  Chief  Gynecologist,  Johns  Hopkins  Hos- 
pital. Second  Edition.  J.  B.  Lippincott  Company, 
Philadelphia.  1953.  xxiv-902  pages.  409  figures  and 
7 color  plates.  Cloth.  Price  $20.00. 

The  first  edition  of  this  text  was  published  in  1 946 
and  with  justification  was  well  received.  The  pres- 
ent edition  brings  the  work  up  to  date.  Old  chapters 
have  been  revised  and  new  chapters  have  been  added 
on  the  use  of  pessaries,  the  surgery  of  the  double 
uterus,  culdoscopy,  carcinoma  of  the  cervix-in-situ, 
and  sarcoma  of  the  uterus.  This  book  contains  far 
more  than  just  descriptions  of  operative  technics. 
For  example,  there  is  discussion  of  symptomatolog}' 
(as  in  the  chapter  on  retrodisplacement  of  the  uterus), 
of  laboratory  diagnosis)  as  in  the  case  of  cytology  in 
the  chapter  on  carcinoma  of  the  cervix),  of  histo- 
genesis (as  in  the  chapter  on  endometriosis),  and 
of  pathology.  .Also  discussed  are  pre-  and  post-op- 
erative care,  the  indications  for  and  limitations  of 
\arious  operative  procedures,  and  other  subjects. 

There  are  included  descriptions  of  conditions  and 
procedures  which  technically  are  not  strictly  g}'ne- 
cologic,  but  which  should  be  familiar  to  all  persons 
doing  gynecologic  surgery.  These  are  presented  on 
the  rightful  basis  that  gynecology  is  surgery,  though 
it  is  more  than  just  surgery,  and  that  the  gynecologic 
surgeon  may  encounter  during  an  operation  non- 
gynecologic  conditions  w'hich  require  correction  at 
the  time. 


The  book  is  recommended  for  gynecologists,  gen- 
eral surgeons,  and  house-staff  officers.  r.h.h. 

Modern  Treatment.  A Guide  for  General  Practice. 
By  Fifty-three  authors.  Edited  by  Austin  Smith, 
M.D.,  Editor  of  the  Journal  of  the  American 
Medical  Association;  and  Paul  L.  Wermer,  M.D., 
Secretary,  Committee  on  Research,  American  Med- 
ical Association.  Paul  B.  Hoeber,  Inc.,  New  York. 
1953.  xv-1146  pages.  Cloth.  Price  $20.00. 

This  is  an  up-to-the-minute  book  designed  pri- 
maril}'  for  general  practitioners  with  the  view  of  pro- 
viding a practical,  useful  and  sound  guide  in  deal- 
ing with  clinical  problems  of  therap}'.  It  has  been 
compiled  by  some  54  outstanding  authorities.  In 
addition  to  the  discussions  on  the  therapy  of  specific 
diseases  there  are  e.xcellent  background  chapters  bear- 
ing on  patient-physician  relationship;  pharmacologic 
principles  in  treatment;  principles  of  clinical  im- 
munology; sulfonamides  and  antibiotics;  general 
princi])le  of  infection.  There  are  also  several  chap- 
ters on  diagnostic  technics.  Finally,  and  of  great 
and  growing  importance,  there  is  one  chapter  on 
toxicologic  problems  and  one  on  poisoning  from 
pesticides. 

Despite  the  fact  that  many  authors  are  involved, 
there  is  a minimum  of  overlapping  and  no  discon- 
certing differences  in  literary  style.  I'he  book  is 
very  readable  and  well  indexed.  The  reviewer  rec- 
ommends this  book  most  highly  to  every  jihysician. 
but  particularly  to  those  in  general  practice. 

ii.n.H. 
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CURRENT  TOPICS 
OF  INTEREST  TO  MEMBERS  OF 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


A Question  of  Ethics 

The  following  letter  was  referred  to  the  Ethics  Com- 
mittee as  a basis  for  an  article  for  the  Monthly.  It  is 
the  belief  of  the  Committee  that  the  letter  presents  the 
problem  and  lucidly  answers  the  questions  better  than 
your  Committee  could.  It  is  quoted  with  the  permission 
of  .Mr.  Duval. 

Dear  Dr.  Archer: 

Vour  questions  posed  some  problems  which  I found 
difficult  because  of  lack  of  information  as  to  the  several 
relationships  involved.  However,  I obtained  forms  of 
the  Blue  Shield  Subscriber  Contract  and  the  Participating 
Physician  Contract  from  the  Virginia  Medical  Service 
Association  here,  and  the  Principles  of  Medical  Ethics 
of  the  .American  Medical  .Association  from  Mr.  Howard, 
so  will  attempt  a reply  to  your  letter.  These  matters  are 
controlled  more  largely  by  medical  ethics  than  by  legal 
consideration. 

I should  like  to  restate  the  question  as  I understand  it, 
and  if  I am  in  error  as  to  your  problem,  please  let  me 
know.  Patient  is  a subscriber  under  the  Blue  Shield 
plan  and  also  the  holder  of  some  kind  of  indemnity  policy 
issued  by  an  insurance  company  covering  loss  arising 
out  of  accident  or  sickness,  including  cost  of  medical  care. 
He  suffers  an  injury  cov'ered  by  the  service  contract 
and  by  the  insurance  policy,  calls  in  a physician  who  is 
a >Jon-Participating  Physician  under  the  service  con- 
tract, and  obtains  initial  treatment  for  the  injury  and 
subsequent  medical  care.  The  Blue  Shield  contract  only 
covers  treatment  for  the  injury,  and  on  a statement 
rendered  to  Blue  Shield  in  an  amount  covering  all  serv- 
ices to  the  patient  only  the  charge  for  the  treatment  of 
the  injury  is  paid  him  under  the  service  contract,  leaving 
an  additional  amount  due  the  physician  by  the  patient 
for  the  subsequent  care.  The  physician  also  presents  to 
the  insurance  company  an  identical  bill  covering  all 
services  rendered,  and  refuses  to  sign  the  claim  of  the 
patient  against  the  insurance  company  until  such  claim 
is  assigned  to  him,  presumably  as  security  for  the  payment 
of  the  bill  covering  all  his  services.  Is  this  conduct  on 
the  part  of  the  physician  illegal  or  unethical,  or  both? 

We  start  with  the  premise  that  the  physician  who  is 
not  in  the  Blue  Shield  plan  can  fix  a reasonable  fee  for 
his  services,  which  fee  becomes  an  obligation  of  the 
patient.  Having  rendered  the  service,  he  may  take 
proper  steps  within  the  frame  work  of  the  law  to  require 
the  patient  to  pay  the  fee.  In  the  case  before  us,  the 
rendering  of  the  service  covered  by  the  Blue  Shield  Plan 
entitles  the  physician  to  payment  therefor  by  the  Virginia 
Medical  Service  Association  up  to  the  limits  set  out  in 
the  Association’s  contract  with  the  patient,  and  to  pay- 
ment of  the  residue  of  his  charge  by  the  patient.  Up  to 
this  point  there  would  seem  to  be  nothing  illegal  and 
unethical  in  the  case. 

The  physician,  with  part  of  his  bill  paid,  submits  a 


statement  to  the  insurance  company  in  an  amount  cover- 
ing all  services  to  the  patient,  and  refuses  to  sign  the 
patient’s  proof  of  loss  until  the  claim  of  the  patient  under 
his  indemnity  policy  with  the  insurance  company  is  as- 
signed to  him.  If  the  purpose  of  the  assignment  is  to  ob- 
tain payment  of  his  full  bill,  (including  that  which  the 
.Association  has  paid),  then  he  would  seem  to  be  guilty  of 
conduct  toward  his  patient  which  would  be  highly  un- 
ethical and  of  such  a nature  that  it  would  not  be  con- 
doned by  any  court  anywhere. 

Of  course,  the  motive  here  is  important.  If  the  patient 
is  a bad  financial  risk,  and  the  physician  has  reason  to 
believe  that  the  payment  of  the  claim  by  the  insurance 
company  directly  to  the  patient  would  result  in  the  loss 
of  the  remainder  of  his  fee,  then  the  requirement  of  an 
assignment  of  the  claim,  with  the  understanding  that  the 
amount  in  excess  of  his  proper  charge  will  be  paid  by 
him  to  the  patient,  might  be  justified.  In  other  words,  un- 
usual conditions  might  make  the  requirement  that  the 
claim  be  assigned  a proper  security  measure  on  the  part 
of  the  physician.  r : 

To  make  a practice  of  refusing  to  approve  claims  for 
payment  without  an  assignment  thereof,'  niatfe  to  the 
physician,  would  seem  to  be  not  in  keeping  'Vvith  the 
proprieties  which  rule  in  his  profession.  ^ 

As  to  the  question  of  obtaining  payment  from  Blue 
Shield  and  also  from  the  insurance  company,  see  the 
following  language  quoted  from  Section  6 of  the  Prin- 
ciples of  Medical  Ethics  of  the  American  Medical  Asso- 
ciation : 

“He  (the  ethical  physician)  should  receive  his  re- 
muneration for  professional  services  rendered  only  in 
the  amount  of  his  fee  specifically  announced  to  his  pa- 
tient at  the  time  the  service  is  rendered  or  in  the  form 
of  a subsequent  statement,  and  he  should  not  accept  ad- 
ditional compensation  secretly  or  openly,  directly  or 
indirectly,  from  any  other  source.” 

I am  not  concerned  here  with  the  question  of  the  right 
of  the  patient  to  be  indemnified  for  medical  expenses  un- 
der a policy  purchased  from  an  insurance  company,  and 
in  addition  thereto  to  be  reimbursed  for  such  medical  ex- 
penses under  the  Blue  Shield  plan.  These  situations  are 
often  covered  by  pro-ration  clauses  in  insurance  contracts, 
but  I believe  the  Blue  Shield  contract  has  been  held  not 
to  be  insurance.  However,  this  is  a question  which  is  not 
involved  in  your  inquiry. 

If  I have  not  answered  your  question  to  your  satis- 
faction, please  advise  me  to  that  effect.  This  is  an  in- 
teresting problem  on  which  I am  not  too  well  posted. 

Sincerely  yours, 

Robert  C.  Duval,  Jr. 

The  question  of  the  patient  collecting  on  more  than  one 
policy  is  not  answered  in  the  letter  above.  It  seems  to 
your  Committee  that  the  amount  of  money  collected  by 
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the  patient  is  his  business.  As  long  as  the  doctor  is  justly 
paid  for  his  services  the  financial  dealings  between  the 
patient  and  his  insurance  carriers  are  of  no  concern  to 
him. 

.After  all  the  spirit  of  the  Golden  Rule  is  the  underlying 
principle  of  Medical  Ethics  as  well  as  all  other  ethical 
relationships. 

Ethics  Committee  of  The 
Medical  Society  of  Virginia 


Civil  Defense  in  Virginia 

.As  the  third  anniversary  of  the  writer’s  appointment 
as  Director,  Health  and  Special  Weapons  Defense,  State 
Office  of  Civil  Defense,  approaches,  it  is  felt  that  a re- 
port is  due  the  physicians  of  Virginia,  on  what  has  been 
accomplished,  what  needs  to  be  accomplished  and  our, 
alas,  too  many  deficiencies. 

One  should  not  discuss  Civil  Defense  as  a pessimist  or 
an  alarmist,  but  as  a realist.  We  Americans  are  con- 
fronted with  a serious  threat,  a specific  danger,  which 
could,  if  not  prepared  for,  result  in  the  loss  of  our  inde- 
pendence or  our  total  existence  as  a free  nation  in  a free 
world.  We  have  been  too  naive.  We  have  given  our 
enemies  financial,  industrial  and  piilitary  aid.  We  have 
been  too  kind  and  trusting  in  respecting  the  rights  of 
individuals  and  nations.  Preparation  for  the  future  must 
be  today — not  tomorrow. 

Any  hostile  attack  against  this  country  will  be  a cal- 
culated effort  to  disrupt  production  of  w^ar  materials,  to 
destroy  factories,  homes  and  goods,  and  to  produce  panic. 
Any  bombing,  particularly  an  atomic  bombing,  will  pro- 
duce tremendous  numbers  of  casualties.  No  one  knows 
in  what  manner  an  enemy  may  attack,  but  the  nature  of 
the  weapon,  or  weapons,  used  will  cause  wide  variation 
in  the  job  imposed  upon  public  health  services,  and  for 
this  reason  the  plan  for  emergency  medical  services  must 
be  broad  in  scope  and  flexible  enough  to  cover  any  type 
of  emergency.  The  problem  confronting  civilian  health 
services  is  enormous,  and  is  fundamentally  one  of  medical 
logistics,  one  of  time  and  resources  against  a tremendous 
number  of  casualties  occurring  in  a fraction  of  a moment. 

Civil  Defense  became  a law  on  January  12,  1951,  and 
House  Bill  419,  1952  Acts  of  the  General  Assembly, 
Chapter  121,  in  Virginia  gives  the  scope  and  importance 
of  this  law.  From  this  law  we  see  that  the  basic  operating 
responsibility  for  Civil  Defense  is  the  individual,  the 
family  and  then  the  local  government.  The  responsibility 
of  the  State  Government  is  to  provide  leadership  and 
supervision  in  all  planning  for  Civil  Defense,  and  direc- 
tions for  supporting  agencies  in  an  emergency.  The  state 
participates  in  interstate  planning  and  operations,  it  pro- 
vides supervision,  instructors  and  facilities  for  training 
programs,  accepts  and  allocates  such  funds,  supplies  and 
equipment  as  may  be  provided  by  Federal  or  State  agen- 
cies. Each  locality,  whether  it  be  city,  town,  county  or 
area,  is  responsible  for  establishing  it’s  own  defense 
program. 

When  we  study  the  requirements  of  such  an  impressive 
program,  one  cannot  but  ask  “What  has  been  done  at 


state  level  to  implement  this  program?”  First  we  have 
had  appointed  an  advisory  committee  to  the  Director  of 
Health  and  Special  Weapons  Defense  (usually  called  lo- 
cally the  Chief  of  Emergency  Medical  Services).  This 
committee  consists  of  several  representatives  of  the 
Medical  Society  of  Virginia  with  a representative  of  the 
State  Dental,  Nursing,  Hospital,  Pharmaceutical,  Veterin- 
ary and  Mortuary  Associations.  Courses  have  been  given 
to  instructors  in  atomic  energy  and  special  weapons,  radi- 
ological health  training,  and  in  radiological  water  sani- 
tation. Sanitarians  throughout  the  state  have  received 
schooling  in  ABC  warfare  as  related  to  their  specialty. 
Over  700  nurses  have  received  an  excellent  course  in  the 
Nursing  .Aspects  of  Atomic  Warfare,  and  several  study 
clubs,  with  more  being  organized,  are  giving  refresher 
courses  and  training  to  registered  nurses.  The  practical 
nurses  are  now  being  recruited  and  will  receive  similar 
appropriate  training.  .Actually  the  nurses  program  is 
listed  by  F.C.D.A.  as  the  number  two  such  program  in 
the  nation.  Red  Cross  classes  in  First  Aid,  Nurses  Aid 
and  Home  Care  have  been  and  are  being  taught  through- 
out the  state.  A state  guide  for  Emergency  Medical  Serv- 
ices has  been  published,  as  has  a teaching  manual  for 
the  Nursing  Aspects  of  Atomic  Warfare.  A training 
manual  for  practical  nurses  is  in  preparation  and  a man- 
ual for  Emergency  Hospitalization  is  in  it’s  final  draft 
form  prior  to  printing.  Pilot  courses  in  radiological 
monitoring  have  been  completed  and  courses  for  trainees 
are  expected  to  begin  in  eight  universities  and  colleges 
this  fall.  Plans  for  the  training  of  laboratory  technicians 
are  being  studied,  as  well  as  those  for  a blood  and  blood 
expander  program. 

First  Aid  equipment  has  been  ordered  (most  of  it  re- 
ceived) for  107  First  Aid  Stations  in  or  near  critical 
target  areas,  supplies  for  two  mobile  emergency  200  bed 
hospitals  have  been  ordered  and  the  hospitals  organized. 
Penicillin  has  been  ordered  for  state  use  which  will  be 
available  to  any  locality  until  supplies  from  Federally 
operated  depots  become  available. 

Each  city  and  county  have  been  given  a tentative  out- 
line of  the  things  they  could  do  to  assist  in  preparation 
for  disaster,  either  natural  or  from  enemy  action.  Each 
local  health  department  has  been  requested  by  the  State 
Commissioner  of  Health  to  formulate  a disaster  plan 
whereby  his  local  department  could  expand  to  cover  the 
emergency. 

What  needs  to  be  done  now?  We  are  at  the  point 
where  actual  organization,  using  names  and  people,  should 
be  carried  out.  If  your  city,  town  or  county  should  have 
a First  .Aid  Station,  a rescue  squad,  or  an  emergency 
hospital,  organize  it  now!  Even  without  equipment, 
organize  and  use  makeshift  or  training  substitutes  un- 
til actual  supplies  may  be  procured.  A major  portion 
of  Virginia  need  never  fear  a bomb,  but  those  areas 
may  be  needed  for  evacuation  of  refugees,  or  to  send 
medical  aid  to  a stricken  area,  or  even  just  take  care  of 
the  normal  sick  in  an  area  depleted  of  physicians  by  the 
need  of  professional  help  in  areas  not  so  fortunate. 

This  program  is  not  the  idle  dream  of  a few,  but  a 
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carefully  thought  out  plan  of  some  of  the  Nation’s  best 
minds.  It  is  sanctioned  by  the  Medical  Society  of  Vir- 
ginia, and  through  that  society  the  local  societies  are 
being  asked  to  participate  in  the  program.  We  know 
that  every  physician  in  this  state  would  be  anxious  to 
give  his  help  in  an  emergency.  Plan  now,  by  coopera- 
tion with  your  local  Civil  Defense  officials,  so  that 
should  the  crisis  arrive  we  can  be  prepared. 

\y.  R.  Southward,  Jr.,  M.D.,  Director 
Health  and  Special  IV capons  Defense 
State  Office  of  Civil  Defense 

Industrial  Health 

I'he  objectives  and  scope  in  the  field  of  industrial 
health  are  quite  different  from  those  in  workmen's  com- 
pensation. 

The  principles  involved  are  (1)  that  every  industrial 
employe  should  have  the  best  health  possible  because  he 
is  then  better  adjusted  to  life  and  consequently  a more 
effective  and  better  producer,  and  (2)  that  medicine  has 
a responsibility  to  provide  health  coverage  for  industrial 
workers.  Here,  also,  lies  a great  opportunity  for  the 
practitioner  to  apply  the  principles  of  public  health. 

Much  assistance  to  this  end  is  provided  by  full-time 
industrial  physicians  in  large  industries.  Such  physicians 
become  specialists  in  the  field.  .Although  this  concept 
picks  out  industrial  workers  as  a specially  privileged 
group,  it  may  be  argued  that  if  their  health  needs  are 
met,  the  menace  of  government  medicine  would  be  re- 
duced. 

Labor  unions  are  sponsoring  health  services  to  an  in- 
creasing extent.  Fringe  benefits,  in  organization  and 
financing  of  medical  care,  not  only  for  the  worker  but 
also  for  his  family,  are  becoming  of  increasing  importance 
in  wages.  Small  industries  and  mercantile  establish- 
ments are  unable  to  retain  the  services  of  full-time  doc- 
tor specialists  in  industrial  health,  except  occasionally, 
where  they  combine  to  do  it.  Ninety  per  cent  of  the 
American  industries  employ  less  than  one  hundred  work- 
ers. 

Dependence  for  this  medical  service  must  be  upon 
private  practitioners  in  the  vicinity  of  the  plants  to  be 
served.  Such  practitioners  need  initial  indoctrination  and 
continuing  training  in  the  field  of  industrial  health.  The 
State  Society  makes  available  some  training  through  the 
Section  on  Industrial  Medicine  and  Surgery  and  the  Pub- 
lic Health  and  Education  Committee,  augmenting  post- 
graduate courses  in  some  medical  schools,  for  those  doc- 
tors who  already  have  an  interest,  but  there  aren’t  enough 
who  have  an  interest  to  build  up  a backlog  of  trained 
medical  personnel  eager  to  take  over  this  concept  of  com- 
bined preventive  and  curative  medicine  for  the  individual 
worker  (six  million  in  New  York  State). 

The  big  argument  for  a State  Society  bureau  in  this 
field  is  that  some  one  has  to  sell  to  industry  the  idea  of 
financial  support  of  in-plant  health  services  and,  at  the 
same  time,  induce  and  train  practitioners  to  do  the  work 
so  that  every  industrial  employe,  not  just  those  working 
for  large  broad-minded  industries,  has  opportunity  for 


the  best  health  possible.  This  is  an  up-hill  job.  After 
eleven  years  of  such  effort  the  Pennsylvania  State  Society 
succeeded  in  raising  its  number  of  physicians  interested 
in  industrial  health  from  215  to  373,  of  whom  99  are  full- 
time and  274  part-time  industrial  physicians. 

Stimulating  physicians  to  become  interested  in  this 
work  and  then  making  it  possible  for  them  to  learn  the 
work  involves  more  than  the  State  Society,  but,  at  least, 
we  should  have  the  mechanism  of  cooperation  with  the 
National  Association  of  Manufacturers,  the  American 
Management  Association,  the  Division  of  Occupational 
Health  of  the  U.S.P.H.S.,  and  the  A.M.A.  Council  on 
Industrial  Health,  which  have  very  active  programs  for 
stimulating  industrial  medical  service  in  both  large  and 
small  industries.  Industry  and  public  health  services  are 
pointing  out  what  they  consider  to  be  a very  beneficial 
social  change  involving  medicine.  Medicine  should  be 
alert  not  only  to  fulfill  its  duty  but  also  to  protect  private 
practice.  The  position  of  the  part-time  physician  in  this 
field  warrants  such  guidance  and  protection  as  his  State 
and  county  societies  can  give. 

-Aside  from  early  detection  of  occupational  diseases, 
prevention  of  injury  to  workmen,  emergency  care  of 
injuries,  and  what  every  good  practitioner  ought  to 
know,  there  are  certain  specific  categories  of  knowledge 
involved:  air  pollution,  illumination  and  vision  in  rela- 
tion to  occupation,  effects  of  industrial  noise  and  im- 
paired hearing,  occupational  dermatoses,  the  older  worker 
in  an  aging  population,  occupational  cancer,  employment 
of  the  physically  handicapped,  rehabilitation  not  covered 
by  industrial  compensation,  job  placement  requiring 
knowledge  of  all  in-plant  conditions,  multiple  screening 
and  periodic  health  examination,  health  education  of  the 
workers,  human  relations  psychology,  the  scope  of  medical 
nursing  in  industry  and  how  to  carry  out  nontechnical 
projects. 

-Already  a joint  committee  of  the  A.M.-A.  Council  on 
Industrial  Health  and  the  American  Academy  of  General 
Practice  has  launched  a program  for  education  of  the 
general  practitioner  in  this  field.  Considerable  activity  is 
anticipated  at  once.  Material  has  gone  out  to  the  state 
-Academies  of  General  Practice  outlining  the  need  for 
education  in  industrial  health,  urging  them  to  set  up 
specific  courses,  and  giving  the  names  of  specialists  in 
industrial  medicine  who  have  indicated  willingness  to 
help  on  the  program.  Members  of  the  Academy  will  re- 
ceive “credits”  for  such  courses.  The  implications  of 
such  activity  are  obvious  to  our  Committee  on  Public 
Health  and  Education,  its  Subcommittee  on  General 
Practice,  and  the  Committee  on  Industrial  Health. 

Usually,  the  small  industry  executive  also  has  to  be 
educated.  He  has  to  be  made  to  recognize  that  injury  to 
workmen  often  means  failure  on  his  part.  He  has  to  be 
shown  that  absenteeism  is  increasing  with  the  law  cover- 
ing disability  insurance;  that  commonly  quoted  statistics 
show  as  high  as  90  percent  of  absenteeism  to  be  due  to 
nonoccupational  illness;  that  because  he  is  paying  for 
disability  insurance  he  is  increasingly  involved  in  the 
health  of  his  employees;  that  utilization  of  in-plant  health 
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service  reduces  absenteeism  30  percent,  occupational 
diseases  62  percent,  accident  frequency  45  percent,  labor 
turnover  27  percent,  and  compensation  insurance  pre- 
miums 29  percent,  and  that  better  human  relations  exist 
between  management  and  labor  when  sickness  is  mini- 
mized. 

This  work  of  interesting  the  plant  executives  and  the 
doctors  has  to  be  done  in  specific  localities  where  the  un- 
covered plants  and  the  doctors  to  cover  them  exist,  but  if 
county  societies  get  no  more  than  printed  information 
and  stimulation  from  the  State  Society  and  the  A.M.A. 
Council  on  Industrial  Health,  the  work  bogs  down.  More- 
over, it  takes  more  than  voluntary  doctor  personnel  to 
interest  the  chambers  of  commerce  and  the  individual 
industrial  and  merchandising  executives.  There  is  neces- 
sary a continuing  coordination  of  such  interests  as  health 
councils,  organized  labor,  unorganized  labor,  associated 
industry,  medical  societies  and  the  State  Departtnent 
of  Labor,  Welfare,  and  Health.  There  is  necessary  a co- 
ordinator, at  least  one  field  director,  to  institute  pilot 
plans  on  an  experimental  basis. 

There  is  plenty  of  opportunity  to  render  the  industrial 
workers  of  the  State  great  services.  The  question  facing 
the  house  is  whether  to  recommend  to  the  trustees  allot- 
ment of  funds  to  implement  the  opportunity  at  once  by 
establishing  a Bureau  of  Industrial  Health  with  full- 
time director  and  clerical  staff  or  to  await  further  de- 
velopment of  plans  by  the  new  Council  Committee  on  In- 
dustrial Health.  The  present  committee  is  Dr.  Peter  J. 
Di  Natale,  chairman;  Dr.  Anthony  J.  Lanza,  who  is  also 
chairman  of  the  -A.M.A.  Council  on  Industrial  Health; 
and  Dr.  Frank  R.  Ferlaino,  medical  director  of  the  New 
York  executive  office  of  General  Motors  Corporation. 
The  forthcoming  report  of  that  committee  warrants  full 
and  sympathetic  consideration. 

(From  “Report  of  the  President” — -Annual  Reports, 
Medical  Society  of  the  State  of  New  A'ork,  1952-1953 — 
N.  Y.  State  J.  Med.  -April  1,  1953.) 


American  Medical  Education  Foundation 

Chicago,  III. 

July  29,  1953 

Marcellus  A.  Johnson,  Jr.,  M.D.,  Chairman, 

V'irginia’s  Committee  on  A.M.E.F. 

Roanoke,  Virginia 
Dear  Doctor  Johnson: 

Thank  you  for  your  letter  of  July  15  in  which  you 
called  my  attention  to  certain  irregularities  in  the  Founda- 
tion's second  annual  report. 

In  checking  back  through  the  original  source  documents 
received  in  this  office  from  the  University  of  Virginia 
Medical  School,  we  found  that  the  wrong  code  number 
had  been  assigned  through  clerical  error,  therefore,  when 
the  figures  came  out  in  final  form,  the  contributors  who 
gave  their  money  directly  to  the  University  of  Virginia 
Medical  School  were  incorrectly  credited  to  the  Medical 
College  of  Virginia. 

Since  there  is  no  way  of  correcting  those  reports  which 
have  already  been  distributed,  1 should  like  to  suggest 
that  you  follow  your  original  plan  of  publishing  this  letter 
in  the  Journal  of  The  Medical  Society  of  Virginia  and 
directing  attention  to  the  fact  that  anj’  doctor’s  name  that 
appeared  in  the  annual  report  with  the  code  number  #75, 
should  read  #74,  which  is  the  code  number  of  the  Uni- 
versity of  Virginia  Medical  School. 

Please  accept  my  apologies  for  the  injustice  which  has 
been  done  to  you  and  the  physicians  of  Virginia.  Please 
rest  assured,  however,  that  this  error  was  inadvertent 
and  steps  have  been  taken  to  preclude  such  an  error  in 
the  future. 

Thank  you  again  for  your  interest  and  cooperation  in 
this  matter. 

Cordially, 

Hira.m  W.  Jones 
Executive  Secretary 
A.M.E.F. 
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President  of  The  Medical  Society  of  Virginia 

Year  of  Meeting  President 


Year  of  Meeting 


President 

*Dr.  James  McCIurg,  Richmond 

*Dr.  William  Foushee,  Richmond 

*Dr.  William  Foushee,  Richmond 

•Dr.  James  Henderson,  Richmond 

Meetings  Discontinued. 

•Dr.  Robert  William  Haxall,  Richmond  . 
•Dr.  Robert  William  Haxall,  Richmond 
•Dr.  Frederick  Marx,  Richmond 
•Dr.  Thomas  Nelson,  Richmond- 
•Dr.  William  A.  Patteson,  Richmond  . 
•Dr.  William  A.  Patteson,  Richmond 
•Dr.  John  A.  Cunningham,  Richmond 
•Dr.  William  A.  Patteson,  Richmond  . 


•Dr.  Robert  William  Haxall,  Richmond 
•Dr.  Beverley  R.  Wellford,  Fredericksburg 
*D  r.  James  Beale,  Richmond  -- 
•Dr.  Thomas  P.  Atkinson,  Danville 
•Dr.  Carter  P.  Johnson,  Richmond 
•Dr.  H.  C.  Worsham,  Dinwiddie 
•Dr.  H.  C.  Worsham,  Dinwiddie 
•D  r.  James  Bolton,  Richmond 
•Dr.  Levin  S.  Joynes,  Richmond 

Meetings  Discontinued 
•Dr.  R.  S.  Payne,  Lynchburg 
•Dr.  R.  S.  Payne,  Lynchburg 
•Dr.  A.  M.  Fauntleroy,  Staunton 
•Dr.  Harvey  Black,  Blacksburg 
•Dr.  A.  G.  Tebault,  London  Bridge 
•Dr.  S.  C.  Gleaves,  Wytheville 
•Dr.  F.  D.  Cunningham,  Richmond 
•Dr.  J.  L.  Cabell,  University 
•Dr.  J.  H.  Claiborne,  Petersburg 
•Dr.  L.  S.  Joynes,  Richmond 
•Dr.  Henry  Latham,  Lynchburg 
•Dr.  Hunter  McGuire,  Richmond 
•Dr.  G.  W.  Semple,  Hampton 
•Dr.  W.  D.  Cooper,  Morrisville 
•Dr.  J.  E.  Chancellor,  Charlottesville 
•Dr.  S.  K.  Jackson,  Norfolk 
•Dr.  Rawley  W.  Martin,  Chatham 
•Dr.  Bedford  Brown,  .Alexandria 
•Dr.  Benjamin  Blackford,  Lynchburg 

•Dr.  E.  W.  Row,  Orange  C.  H.  

•Dr.  Oscar  Wiley,  Salem 
•Dr.  W.  W.  Parker,  Richmond 
•Dr.  H.  Grey  Latham,  Lynchburg 
•Dr.  Herbert  M.  Nash,  Norfolk 
•Dr.  Wm.  P.  McGuire,  Winchester 
•Dr.  Robt.  J.  Preston,  Abingdon 

•Dr.  Wm.  L.  Robinson,  Danville 

•Dr.  Geo.  Ben  Johnston,  Richmond. 

•Dr.  Lewis  E.  Harvie,  Danville 


•Dr.  Jacob  Michaux,  Richmond 1899 

•Dr.  Hugh  T.  Nelson,  Charlottesville  1900 


•Dr.  R.  S.  Martin,  Stuart 1902 

•Dr.  J.  N.  Upshur,  Richmond  1903 

•Dr.  Joseph  A.  Gale,  Roanoke  1904 

•Dr.  Wm.  S.  Christian,  Urbanna  1905 

Dr.  Lomax  Gwathmey,  Norfolk 1906 

•Dr.  Paul  B.  Barringer,  Charlottesville 1907 

•Dr.  Wm.  F.  Drewry,  Petersburg  1908 

•Dr.  Stuart  McGuire,  Richmond 1909 

•Dr.  E.  T.  Brady,  Abingdon...  1910 

•Dr.  O.  C.  Wright,  Jarratt 1911 

•Dr.  Hugh  M.  Taylor,  Richmond 1912 

•Dr.  Southgate  Leigh,  Norfolk  1913 

•Dr.  Stephen  Harnsberger,  Catlett 1914 

•Dr.  Samuel  Lile,  Lynchburg  1915 

•Dr.  Joseph  A.  White,  Richmond 1916 

•Dr.  Geo.  A.  Stover,  South  Boston 1917 

•Dr.  Ennion  G.  Williams,  Richmond 1918t 

•Dr.  Ennion  G.  Williams,  Richmond  1919 

•Dr.  Paulus  A.  Irving,  Farmville  . 1920 

•Dr.  Alfred  L.  Gray,  Richmond  . 1921 

•Dr.  E.  C.  S.  Taliaferro,  Norfolk  1922 

•Dr.  John  Staige  Davis,  University 1923 

•Dr.  W.  W.  Chaffin,  Pulaski  1924 

•Dr.  Hunter  H.  McGuire,  Winchester 1925 

Dr.  W.  L.  Harris,  Norfolk 1926 

•Dr.  J.  Shelton  Horsley,  Richmond  1927 

•Dr.  J.  W.  Preston,  Roanoke 1928 

•Dr.  J.  Bolling  Jones,  Petersburg  1929 

•Dr.  Charles  R.  Grandy,  Norfolk 1930 

•Dr.  J.  Allison  Hodges,  Richmond  1931 

•Dr.  1.  C.  Harrison,  Danville  1932 

•Dr.  J.  C.  Flippin,  University  1933 

Dr.  R.  D.  Bates,  Ne^vtown  . _ 1934 

•Dr.  F.  H.  Smith,  Abingdon 1935 

Dr.  P.  St.  L.  Moncure,  Norfolk  1936 

Dr.  J.  M.  Hutcheson,  Richmond  1937 

•Dr.  G.  F.  Simjison,  Purcellville  - 1938 

Dr.  A.  F.  Robertson,  Jr.,  Staunton 1939 

•Dr.  H.  H.  Trout,  Roanoke  1940 

Dr.  W.  B.  Martin,  Norfolk 1941 

•Dr.  Roshier  W.  Miller,  Richmond  1942 

Dr.  J.  M.  Emmett,  Clifton  Forge 1943 

•Dr.  C.  B.  Bowyer,  Stonega  1944 

Dr.  H.  B.  Mulholland,  Charlottesville 1945 

•Dr.  Julian  L.  Rawls,  Norfolk 1946 

Dr.  W.  L.  Powell,  Roanoke  1947 

Dr.  Guy  R.  Fisher,  Staunton 1948 

Dr.  M.  Pierce  Rucker,  Richmond  1949 

Dr.  W.  C.  Caudill,  Pearisburg  1950 

Dr.  C.  Lydon  Harrell,  Norfolk 1951 

Dr.  John  T.  T.  Hundley,  Lynchburg 1952 

Dr.  James  L.  Hamner,  Mannboro  1953 


•Deceased. 


^Owing  to  infli  en-za  epidemic  during  World  War  I.  the  coun- 
cil met  in  191S,  and  Dr.  Williams  was  continued  as  President. 


1821  *Dr.  J.  R.  Gildersleeve,  Tazewell  1901 

1822 

1823 

1824 


1841 

1842 

1843 

1844 

1845 

1846 

1847 

1848 

1849 
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1851 

1852 

1853 

1854 
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1856 

1857 

1858 
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1872 
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1877 

1878 
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1886 

1887 

1888 

1889 

1890 

1891 

1892 

1893 

1894 

1895 

1896 

1897 

1898 


September,  1953 


Virginia  Medical  Monthly 


513 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
REPORTS  FOR  THE  1953  ANNUAL  MEETING 


Executive  Secretary-Treasurer 

Another  year  is  being  written  into  the  history  of  The 
Medical  Society  of  Virginia,  and  it  might  best  be  described 
as  one  of  “steady  progress”.  Once  again,  all  credit  be- 
longs to  the  President,  the  Council,  and  members  of  the 
various  committees,  who  gave  unstintingly  of  their  time 
and  labor  to  make  that  progress  possible. 

The  mid-winter  meeting  of  Council  was  held  February 
19,  and  complete  minutes  can  be  found  in  the  April  issue 
of  the  Virginia  Medical  Monthly. 

Committees;  Thirty-three  committees  (12  Standing 
Committees  and  21  Special  Committees)  were  charged 
with  the  responsibilty  of  carrying  out  Society  objectives. 
Twelve  committees  availed  themselves  of  the  facilities 
and  services  offered  by  Society  Headquarters,  which  was 
somewhat  disappointing  since  it  was  hoped  that  at  least 
twice  that  number  would  utilize  State  Office  facilities. 
This  indicates  the  need  of  a closer  relationship  between 
the  State  Office  and  the  various  committees,  and  will 
definitely  be  one  of  the  coming  year’s  principal  objectives. 

Component  Societies:  There  was  no  change  in  the  num- 
ber of  component  societies,  the  number  remaining  at  46. 
However,  two  component  societies  found  it  advisable  to 
change  their  names  because  of  certain  political  subdi- 
vision readjustments.  The  Elizabeth  City  County  Society 
is  now  the  Hampton  Medical  Society  and  the  Warwick 
County  Society  is  now  chartered  as  the  Warwick-Newport 
News  Medical  Society. 

It  is  most  encouraging  to  report  that  the  State  Office 
was  represented  at  fourteen  meetings  or  other  activities 
of  component  societies.  While  this  represents  a consider- 
able increase  in  the  number  visited,  it  is  still  far  short  of 
the  State  Office  goal,  and  every  effort  will  be  made  to 
more  and  more  “carry”  the  Society  to  the  membership. 

Membership:  Probably'  at  no  time  in  its  history  has  the 
medical  profession  been  more  united  than  at  present.  In 
this  connection,  efforts  to  bring  all  eligible  physicians 
into  the  Society  have  not  lessened,  and  the  results  can  be 


seen  in  the  following  statement; 

Members  reported  July  31,  1952  2328 

New  Members  123 

Reinstatements  7 

130 

Deaths  45 

Resignations  21 

Dropped  24 

70 

Increase  60 

Total  Membership  as  of  July  31,  1953  2368 


American  Medical  Association  Membership;  The  new 
billing  procedure  whereby  statements  for  A.M.A.  dues 
are  mailed  direct  from  the  State  Office  has  apparently- 


solved  most  of  the  collection  problems.  Certainly  there 
seems  to  be  less  confusion,  and  complaints  have  conse- 
quently been  reduced  to  a minimum. 

The  latest  count  shows  that  1750  members  of  The 
Medical  Society  of  Virginia  are  members  of  the  American 
Medical  Association.  This  means  that  the  Society  is 
authorized  two  delegates  to  the  A.M.A. 

Economy:  State  Office  personnel  continued  to  focus 
attention  on  the  matter  of  cutting  operating  costs  when- 
ever possible.  A study  was  made  of  the  cost  of  news- 
letter envelopes,  and  it  was  found  that  a substantial  saving 
could  be  effected  by  buying  from  an  out  of  town  firm. 

A “double  up  whenever  possible”  policy  was  adopted, 
with  an  excellent  example  being  Current  Currents  and 
the  Bulletins  for  Office  Personnel.  Both  are  being  mailed 
together,  which  means  a saving  of  over  $23.00  each  month. 
The  importance  of  these  economy  moves  cannot  be  mini- 
mized when  it  is  realized  that  more  material,  inform, ative 
and  otherwise,  is  being  sent  the  membership  than  ever 
before. 

Selective  Service:  No  decline  was  noted  in  the  work 
required  for  the  State  Voluntary  Advisory  Committee  to 
Selective  Service.  In  fact,  recent  events  would  seem  to 
presage  an  increase  in  work  load.  A new  two-year  doctor 
draft  law  (Public  Law  84)  was  passed,  and  despite  op- 
position in  some  circles,  the  end  is  not  yet  in  sight.  There 
are  those  who  predict  the  need  of  such  legislation  for 
many  years. 

Few  members  of  the  Society  are  cognizant  of  the  tre- 
mendous job  being  done  by  the  Advisory  Committee.  This 
Committee  has,  without  fanfare,  processed  600  files  of 
physicians,  dentists,  veterinarians  and  allied  specialist 
personnel.  Nothing  has  been  left  undone  to  insure,  in 
every  instance,  a completely  fair  recommendation  of  essen- 
tiality or  availability,  based  on  positive  community  needs. 

Meetings  and  Conventions:  In  addition  to  meetings  of 
component  societies  mentioned  earlier,  the  State  Office  was 
represented  at  both  sessions  of  the  A.M.A.,  five  other  na- 
tional meetings  and  conferences,  eleven  special  meetings 
(civic  groups,  etc.)  and  three  meetings  of  state  associa- 
tions. 

This  large  number  can  be  attributed,  in  part,  to  the  fact 
that  several  meetings  of  national  interest  were  this  year 
held  in  Virginia.  Among  these  were  the  First  Pan  Ameri- 
can Session  of  the  World  Medical  Association  (Rich- 
mond), and  the  National  Rural  Health  Conference  (Roa- 
noke). 

Woman’s  Auxiliary:  There  are  ever  increasing  signs 
that  the  Auxiliary  is  well  on  its  way  to  becoming  one  of 
the  really  important  factors  in  the  Society’s  progress. 
The  State  Office  is  assisting  the  Auxiliary  in  its  state- 
wide membership  drive,  and  once  again  the  Auxiliary 
is  arranging  for  the  supervision  of  the  exhibit  to  be 
sponsored  at  the  Atlantic  Rural  Exposition. 

Representatives  of  the  Auxiliary  will  attend  future 
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meetings  of  Council  and  the  House  of  Delegates,  and  will, 
as  a result,  make  possible  a closer  liaison  betw'een  the 
Society  and  Auxiliary. 

Annual  Meeting:  The  staff  has  worked  closely  with  the 
Local  Committee  on  Arrangements  of  the  Roanoke  Acade- 
my of  Medicine  in  preparation  for  the  1953  Annual  Meet- 
ing of  The  Medical  Society  of  Virginia.  It  is  to  the  credit 
of  the  local  committee  that  the  preliminaries  have  been 
handled  smoothly  and  efficiently.  An  excellent  scientific 
program,  a new  technical  and  scientific  exhibit  layout, 
and  something  new  in  the  way  of  entertainment  make 
this  one  of  the  most  promising  meetings  ever. 

The  State  Office  is  pleased  to  have  had  the  opportunity 
to  assist  the  Executive  Committee  with  the  groundwork 
for  the  195+  Annual  Meeting — which  w'ill  be  a joint  affair 
with  the  District  of  Columbia  Medical  Society.  The  meet- 
ing will  be  held  at  Washington's  Shoreham  Hotel  from 
October  31-November  3,  1954. 

Personnel:  There  are  at  present  five  members  of  the 
State  Office  staff,  which  is  one  less  than  reported  last  year. 
The  reduction  was  occasioned  by  the  departure  of  Mr. 
Nash,  who  left  the  Society  to  accept  employment  in  Balti- 
more. A replacement  is  contemplated  in  the  near  future. 

The  staff  again  extends  a most  cordial  invitation  to  the 
membership  to  visit  the  Society  Headquarters  at  1105 
\^Tst  Franklin  Street,  Richmond. 

Robert  I.  How  ard,  Exeeutk-e  Secretary-Treasurer 

Delegates  to  the  American  Medical  Association 
New  York,  N.  Y. — June  1-5,  1953. 

1.  The  Distinguished  Service  Award  was  given  Dr. 
Alfred  Blalock  of  Baltimore. 

2.  Dr.  Bauer  in  his  final  address  as  President  stressed 
the  necessity  of  providing  programs  for  the  medical  care 
of  the  indigent  and  those  suffering  from  chronic  and  de- 
generative diseases  and  felt  that  the  Commission  on 
Chronic  Illness  would  have  more  constructive  thoughts 
when  its  report  is  completed. 

Dr.  Bauer  also  brought  out  that  the  acts  of  a few’  un- 
ethical and  irresponsible  individuals  brought  criticism 
of  the  medical  profession  as  a whole.  He  urged  that  more 
attention  be  paid  to  ethics  and  traditicn  in  the  medical 
schools  and  local  county  societies. 

3.  Dr.  McCormick  in  his  address  as  incoming  Presi- 
dent presented  the  following  program  for  all  societies  for 
the  following  year: 

(1)  The  necessity  for  providing  additional  placement 
services  in  certain  sections  of  the  country,  to  be  operated 
by’  state  or  local  medical  societies,  and  the  scholarship 
training  programs  of  state  societies  w’ere  pointed  out  so 
that  if  possible  every  community’  will  have  access  to  a 
physician. 

(2)  Your  committee  recommends  that  the  twenty- 
four  hour  emergency  call  service  be  extended  through- 
out the  country  whenever  possible. 

(3)  Each  county  medical  society  should  immediately 
set  up  “Mediation  Committees”  to  hear  patients’  com- 
plaints. Your  committee  suggests  that  the  title  "Media- 
tion Committee”  instead  of  “Grievance  Committee"  be 
adopted  as  the  terminology. 


(4)  Dr.  McCormick’s  suggestion  of  the  physician- 
hospital  relationship  being  clarified  would  be  best 
handled  by',  as  he  suggested,  a liaison  physician-hospital 
at  the  state  and  county  levels. 

(5)  It  is  recommended  by  your  committee  that  each 
county  medical  society  take  an  active  interest  in  de- 
veloping and  expanding  the  voluntary  health  insurance 
program. 

(6)  The  recommendation  that  the  profession  become 
more  interested  in  all  local  activities  is  excellent  and  is 
approved  by  your  committee. 

(7)  A keystone  of  the  problem  of  public  relations 
between  the  profession  and  the  public  rests  in  the  office 
of  the  indiv'idual  doctor  and  his  contact  with  his  pa- 
tients. 

(8)  Your  committee  is  of  the  opinion  that  publicity 
and  press  relations  committees  should  be  set  up  in  all 
state  and  county  medical  societies  that  have  not  done 
so.  In  this  manner,  only  proper  information  will  be 
released  to  the  public. 

(9)  Your  committee  agrees  that  there  is  need  for 
unity  within  the  profession  and  this  can  be  accom- 
plished by  better  ethical  and  professional  relations. 
Indiv’idual  physicians  hav’e  the  prerogative  of  disagree- 
ing with  decisions  made  by’  the  House  of  Delegates  at 
any  time.  However,  their  criticism  should  be  of  a con- 
structiv’e  nature. 

4.  The  House  adopted  the  definitions  of  a Dental-Oral 
Surgeon  as  follows:  “Dental-Oral  Surgery  is  to  be  limited 
to  diseases  of  the  teeth  and  jaws  and  lesions  of  contiguous 
soft  tissues  related  to  diseases  of  the  teeth  and  jaws  but 
excluding  malignancies.” 

5.  Also  adopted  were  the  recommendations  on  ac- 
crediting Nursing  Schools,  the  most  important  of  which 
are : 

(1)  Reduce  the  present  three  year  programs  for 
Diploma  Training  to  two  years,  and 

(2)  Recommend  selected  cases  for  advancement  from 
trained  practical  nurse  status  to  hospital  diploma  courses 
without  loss  of  time.  Also  adopted  was  the  suggestion 
that  practical  nurse  programs  be  the  joint  effort  of  doc- 
tors, hospital  administrators  and  nurses. 

6.  The  House  of  Delegates  adopted  the  following  reso- 
lution regarding  hospitalization  and  care  for  veterans: 

“Part  One — Your  Committee  recommends  with  respect 
to  the  provision  of  medical  care  and  hospitalization 
benefits  for  veterans  in  Veterans  Administration  and 
other  federal  hospitals  that  new  legislation  be  enacted 
limiting  such  care  to  the  following  two  categories: 

(a)  Veterans  with  peacetime  or  wartime  service 
whose  disabilities  or  diseases  are  serv’ice-incurred  or 
aggravated  ; and 

(b)  Within  the  limits  of  existing  facilities  to  veterans 
with  wartime  service  suffering  tuberculosis  or  psy- 
chiatric or  neurological  disorders  of  non-service- 
connected  origin,  who  are  unable  to  defray  the  ex- 
penses of  necessary  hospitalization. 

“Your  Committee  recommends  that  the  provision  of 
medical  care  and  hospitalization  in  Veterans  Admin- 
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istration  hospitals  for  the  remaining  groups  of  veterans 
with  non-service-connected  disabilities  be  discontinued 
and  that  the  responsibility  for  the  care  of  such  veterans 
revert  to  the  individual  and  the  community,  where  it 
rightfully  belongs. 

“The  recommendation  of  the  Committee  with  respect 
to  the  treatment  of  veterans  with  tuberculosis  and 
neuropsychiatric  disorders  of  non-service  origin  in 
federal  hospitals  is  believed  necessary  at  this  time  be- 
cause of  the  inadequacy  of  local  facilities  designed  to 
provide  treatment  for  all  such  cases.  It  is  the  feeling 
of  the  Committee,  however,  that  the  entire  question  of 
whether  the  care  of  these  patients  is  a local  or  a federal 
responsibility  must  be  reanalyzed  by  the  Congress.  The 
rapidly  expanding  veteran  population  and  the  need  for 
facilities  for  the  remainder  of  our  citizens  afflicted  with 
these  diseases  suggests  that  community  facilities  must 
be  developed  under  state  or  local  administration  for 
the  benefit  of  all.  Preferential  treatment  for  veterans 
with  these  non-service-connected  disabilities  cannot  be 
continued  indefinitely,  in  view  of  its  detrimental  effect 
on  the  health  and  the  economy  of  the  entire  nation.” 

7.  The  House  abolished  the  rule  whereby  approval  is 
withdrawn  when  for  two  consecutive  years  the  hospital 
does  not  obtain  two  thirds  of  the  stated  complement  of 
internes.  It  also  recommended  further  study  by  a com- 
mittee composed  of  at  least  one-half  members  not  con- 
nected with  medical  schools. 

8.  The  House  recommended  to  the  Board  of  Trustees 
that  professional  and  administrative  audits  be  made  in 
smaller  hospitals  not  now  being  inspected  for  accredita- 
tion. 

9.  The  twenty-sixth  millionth  subscriber  to  Blue  Shield 
was  introduced  to  the  House. 

10.  The  most  important  feature  of  the  meeting  to  us 
Virginians  was  the  election  of  officers.  Dr.  Walter  B.  Mar- 
tin being  elected  President-Elect.  The  other  officers  are  as 
follows; 

Vice  President:  Dr.  Carl  H.  Gellenthien,  Valmora,  N. 
Mexico. 

Secretary:  Dr.  George  F.  Lull,  Chicago. 

Treasurer:  Dr.  J.  J.  Moore,  Chicago. 

Speaker,  House  of  Delegates:  Dr.  James  R.  Reuling, 
Bayside,  N.  Y. 

Vice  Speaker,  House  of  Delegates:  Dr.  E.  Vincent  Askey, 
Los  Angeles. 

Members,  Board  of  Trustees;  Dr.  Edwin  S.  Hamilton, 
Kanakee,  III.;  Dr.  Gunar  Gunderson,  LaCrosse,  Wis. ; 
Dr.  Julian  P.  Price,  Florence,  S.  C. 

Member,  Judicial  Council:  Dr.  George  A.  Woodhouse, 
Pleasant  Hill,  Ohio. 

Members,  Council  on  Scientific  Assembly:  Dr.  Henry  R. 
V^iets,  Boston;  Dr.  Charles  H.  Phifer,  Chicago. 

Members,  Council  on  Medical  Education  and  Hospitals: 
Dr.  Victor  Johnson,  Rochester,  Minn.;  Dr.  Leland  S. 
McKittrick,  Boston. 

Members,  Council  on  Medical  Service:  Dr.  Louis  M. 
Orr,  II,  Orlando,  Fla.;  Dr.  Robert  B.  Homan,  Jr.,  El 
Paso,  Texas. 


Members,  Council  on  Constitution  and  By  Laws:  Dr. 
Stanley  H.  Osborn,  Hartford,  Conn. 

J.  M.  Hutcheson 
V.  W.  Archer 
M.  H.  Harris 

STANDING  COMMITTEES 
Legislation 

The  Legislative  Committee  has  no  report  to  offer  at 
this  time. 

J.  D.  Hagood,  M.D., 

Chairman 

Ethics 

The  work  of  the  Ethics  Committee,  we  are  glad  to  say 
thjs  year,  has  been  minimum.  No  matter  of  serious  im- 
port was  brought  before  the  committee. 

Holcombe  H.  Hurt,  M.D., 
Chairman 

Judicial 

No  matters  have  been  referred  to  the  Judicial  Com- 
mittee for  its  consideration  during  the  past  year. 

J.  Morrison  Hutcheson,  M.D., 
Chairman 

Finance 

The  financial  report,  including  the  budget  for  1953- 
1954,  will  be  presented  to  the  Council  at  the  House  of 
Delegates  at  the  annual  meeting  in  Roanoke  on  October 
18. 

Harry  J.  Warthen,  Jr.,  M.D.,  Chairman 
Walter  B.  Porter,  M.D. 

Fletcher  J.  Wright,  Jr.,  M.D. 

Membership 

All  members  admitted  to  the  Society  this  year  through 
component  societies  are  as  follows: 

Dr.  William  Burdette  Adams,  Rocky  Mount 

Dr.  Robert  Dea  Ailsworth,  Jr.,  Keysville 

Dr.  Robert  Harper  Anderson,  Alexandria 

Dr.  Evan  Hamilton  Ashby,  Jr.,  Remington 

Dr.  Jean  Jacobus  Austin,  Alexandria 

Dr.  Richard  Norton  Baylor,  Richmond 

Dr.  Frank  Smoot  Beazlie,  Jr.,  Newport  News 

Dr.  William  Jaspar  Berry,  Bishop 

Dr.  Raymond  Scrivener  Blackman,  Charlottesville 

Dr.  Frank  McFaden  Blanton,  Richmond 

Dr.  Wyndham  Bolling  Blanton,  Jr.,  Richmond 

Dr.  Loyd  Warren  Bond,  Ivanhoe 

Dr.  Armistead  Page  Booker,  Charlottesville 

Dr.  Russell  V.  Bowers,  Richmond 

Dr.  Henry  Thomas  Brobst,  Roanoke 

Dr.  Lee  Buckingham  Brown,  Charlottesville 

Dr.  George  Minor  Caldwell,  Christiansburg 

Dr.  George  Edward  Calvert,  Lynchburg 

Dr.  Noland  MacKenzie  Canter,  Jr.,  Harrisonburg 

Dr.  George  Benjamin  Carter,  Richmond 

Dr.  Gene  Edward  Clapsaddle,  Vinton 
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Dr.  Sarah  Cook,  Arlington 

Dr.  William  Edmund  Craddock,  Charlottesville 

Dr.  Fred  S.  Cruser,  Salem 

Dr.  William  Dona  Damron,  Richlands 

Dr.  Henry  Chesley  Decker,  Richmond 

Dr.  Charles  Joseph  Devine,  Jr.,  Norfolk 

Dr.  Cecil  Buxton  Dixon,  Ingram 

Dr.  A.  Henry  Dunn,  Rit  erside,  Calif. 

Dr.  Thomas  Isom  Durm,  Portsmouth 

Dr.  Herman  Lee  Earnhardt,  Jr.,  Fredericksburg 

Dr.  Arthur  Ebbert,  Jr.,  C'harlottesville 

Dr.  Leonard  Oswell  Fears,  Jr.,  Galax 

Dr.  Charles  Osville  Finne,  Saltville 

Dr.  Claiborne  Willcox  Fitcbett,  Charlottesville 

Dr.  William  Cary  Fleming,  XA’aynesboro 

Dr.  Jack  Freund,  Highland  Springs 

Dr.  Shockley  DeWitt  Gardner,  Richmond 

Dr.  George  Leonard  Gee,  jr.,  Richmond 

Dr.  Jean  Martin  Glasgow,  Roanoke 

Dr.  Henry  Thomas  Gray,  Charlottesville 

Dr.  Thomas  Walton  Green,  Richlands 

Dr.  David  Jeremiah  Greenberg,  Richmond 

Dr.  James  Louis  Guillette,  Richmond 

Dr.  Robert  Cameron  Hagan,  Roanoke 

Dr.  Luther  Johnston  Hamlett,  Harrisonburg 

Dr.  Florine  K.  Hampton,  Portsmouth 

Dr.  Andrew  Wentworth  Hargro\es,  Jr.,  Portsmouth 

Dr.  Eileen  Schofield  Harrington,  Richmond 

Dr.  John  Louis  Harris,  Jr.,  Roanoke 

Dr.  Carrington  Harrison,  Winchester 

Dr.  Charles  Arthur  Hefner,  Roanoke 

Dr.  Gordon  Ross  Hennigar,  Jr.,  Richmond 

Dr.  Meredith  Benjamin  Hesdorffer,  Martinsville 

Dr.  William  Stephen  Hitric,  Floyd 

Dr.  Jacob  J.  Hladys,  Richmond 

Dr.  William  Wyatt  Hoback,  Richlands 

Dr.  John  Hogan,  Big  Stone  Gap 

Dr.  John  Warren  Hollowell,  Portsmouth 

Dr.  William  Stuart  Hotchkiss,  Norfolk 

Dr.  Aubrey  Alphin  Houser,  Jr.,  Richmond 

Dr.  Richard  Lemmon  Hughes,  Jr.,  Winchester 

Dr.  Robert  Price  Irons,  Lexington 

Dr.  Eileen  Agnes  Thorpe  Jennings,  Bedford 

Dr.  Thomas  Henry  Jennings,  Bedford 

Dr.  Walter  Stanley  Jennings,  Norfolk 

Dr.  Thomas  Nelson  Page  Johns,  Rockville,  Md. 

Dr.  Albert  McCray  Jones,  Norfolk 

Dr.  Delmas  Bernard  Jones,  Norton 

Dr.  George  Robert  Jones,  Highland  Springs 

Dr.  Paul  Kaufman,  Arlington 

Dr.  Ernest  Jackson  Ketfer,  Jr.,  Roanoke 

Dr.  William  Harland  Kelly,  Richmond 

Dr.  Harold  Nelson  King,  Hampton 

Dr.  Leo  Nicholas  Kirch,  Norton 

Dr.  Herman  Melvin  Kunkle,  Portsmouth 

Dr.  Quentin  James  Legg,  Warwick 

Dr.  Beverly  Jean  Loesch,  Waynesboro 

Dr.  Richard  Hubert  Lowe,  Jr.,  Roanoke 

Dr.  Natalie  Inge  Lum,  Petersburg 


Dr.  Joseph  Charles  MacKnight,  Fredericksburg 

Dr.  John  Albert  Martin,  Roanoke 

Dr.  Thomas  Day  McCahill,  Smithfield 

Dr.  Joseph  Henry  McCormick,  Jr.,  Petersburg 

Dr.' Samuel  Marshall  McDaniel,  Norfolk 

Dr.  James  Edward  McGee,  Jr.,  Richmond 

Dr.  Samuel  Edmund  Miller,  Abingdon 

Dr.  Harry  Joseph  Minarik,  Salem 

Dr.  Brooke  M.  Moffett,  Norfolk 

Dr.  Edmund  Peter  Naccash,  Arlington 

Dr.  Albert  Elwood  Pagan,  Front  Royal 

Dr.  Duncan  Parham,  Charlottesville 

Dr.  Edwin  Brown  Parkinson,  Richmond 

Dr.  Glenn  Ward  Phipps,  Petersburg 

Dr.  W.  Glenn  Reed,  Richmond 

Dr.  Charles  Nelson  Richards,  Jr.,  Richmoiul 

Dr.  Olindo  William  Rosanelli,  Richmond 

Dr.  John  B.  Rose,  Jr.,  Fredericksburg 

Dr.  Douglas  Pendleton  Rucker,  Richmond 

Dr.  Walter  Wesley  Sawyer,  Jr.,  Norfolk 

Dr.  Thomas  George  Scott,  Radford 

Dr.  Ronald  Napier  Shelley,  Norton 

Dr.  Stanley  Edward  Smith,  Jr.,  Norfolk 

Dr.  Leroy  Dilmore  Soper,  South  Boston 

Dr.  Fred  J.  Spencer,  Christiansburg 

Dr.  Wilson  Paschall  Stephens,  Richlands 

Dr.  Helen  Wickham  Taylor,  Norfolk 

Dr.  Gordon  Clark  Gregory  Thomas,  Charlottesville 

Dr.  Philip  R.  Thomas,  Chuckatuck 

Dr.  Norman  Rock  Tingle,  Nuttsville 

Dr.  Paul  Bernhardt  Toms,  .Martinsville 

Dr.  Bertram  Fairley  Townsend,  Warwick 

Dr.  Weir  Mitchell  Tucker,  Richmond 

Dr.  David  Michael  Wayne,  Bluefield,  M'.  Va. 

Dr.  Victor  Clifford  Welch,  Waynesboro 
Dr.  Walter  Albert  Werner,  Gate  City 
Dr.  Ruth  Mitchell  White,  .Arlington 
Dr.  Hugh  Hiter  Willis,  Jr.,  Chatham 
Dr.  Arthur  Lavergne  Wilson,  Winchester 
Dr.  James  Davis  Wilson,  Charlotte  C.  H. 

Dr.  Charlie  Francis  Wingo,  Richmond 
Dr.  Norman  Francis  Wyatt,  Petersburg 
Dr.  Walker  Pressley  Youngblood,  Hopewell 

The  names  of  deceased  members  will  be  presented  to  the 
Society  at  the  annual  meeting  at  Roanoke  in  October. 

Your  Committee  has  tnade  a study  of  conditions  in  the 
State  of  Virginia  similar  to  the  one  made  the  year  before 


with  the  following  findings; 

1.  Registered  in  Virginia  as  of  July  1,  1952:  _r . . 

Medicine  and  Surgery  — 2,875 

Homeopathy 1 + 

Total  2,889 

2.  Less  those  listed  as  living  out  of  state  and 

licensed  in  Virginia  ---  +9 

Balance  2,840 
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3.  Less  colored  doctors  registered  and  living  in 

Virginia  1+0 


Balance  — 2,700 

+.  Members  of  State  Medical  Society  exempt 

from  payment  of  dues  233 

5.  Members  of  State  Medical  Society  living  in 

Virginia  and  paying  dues 1,961 


Total  2,194 

6.  Difference  in  the  two  above  figures  2,700 

and  2,194  506 

7.  Out-of-state  members  182 

8.  Members  of  component  societies  who  are  not 

members  of  the  State  Society,  approximately  239 


9.  White  physicians  licensed  to  practice  in  Vir- 
ginia who  are  not  members  of  component 
societies  and  are  eligible  for  membership. 


approximately  567 

10.  Total  number  of  licensed  white  physicians 
who  are  not  members  of  the  Medical  So- 
ciety of  Virginia,  approximately 606 


Your  committee  takes  pleasure  in  recommending  for 
honorary  membership  our  distinguished  retiring  presi- 
dent, Dr.  James  L.  Hamner,  of  Mannboro. 

James  A.  Thwe.att 
George  W.  Leavell 
W.  R.  Whitman,  Sr.,  Chairman 

Post-Graduate  Education 

The  Committee  on  Post-Graduate  Education  has  had 
no  meetings  during  the  year.  Plans  had  been  made  by 
previous  committees  which  have  been  followed  under  the 
close,  capable,  and  interested  direction  of  Dr.  Kinloch 
Nelson. 

The  activities  during  the  past  fiscal  year,  i.e.,  since  the 
latest  meeting  of  the  Medical  Society,  have  consisted  of 
putting  on  the  following  meetings: 

Three  speakers  gave  five  talks  before  a combined  meet- 
ing of  the  Mid-Tidewater  and  Northern  Neck  Medical 
Societies  in  the  afternoon  and  evening  of  December  10, 
1952.  This  meeting  was  attended  by  eight  local  physi- 
cians. The  expenses  were  $150.00,  of  which  the  local  so- 
cieties contributed  $42.50,  leaving  an  expense  to  the  Com- 
mittee of  $107.50. 

A joint  meeting  of  the  Buchanan-Dickenson  and  Taze- 
well Medical  Societies  was  held  in  Tazewell  on  Novem- 
ber 9th  with  three  speakers.  There  was  a large  attendance 
of  the  physicians  from  the  Tazewell  neighborhood,  but 
very  few  from  the  Buchanan-Dickenson  group.  The  ex- 
penses were  $362.26,  of  which  the  local  societies  con- 
tributed $150.00,  leavnng  an  expense  to  this  Committee 
of  $212.26. 

Because  of  the  terrain  in  that  region,  it  was  decided  that 
the  spring  meeting  w'ould  be  held  one  day  in  Tazewell 
and  the  next  in  Grundy.  Accordingly,  three  speakers  ad- 
dressed the  Tazewell  group  on  May  20th  and  the  same 
three  speakers  gave  the  same  talks  in  Grundy  on  May 
21st.  Twenty-one  physicians  attended  the  meeting  in 


Tazewell  and  all  the  physicians  in  the  Buchanan-Dicken- 
son Society  attended  the  meeting  in  Grundy.  The  expenses 
were  $362.84,  of  which  the  local  societies  contributed 
$150.00,  leaving  an  expense  to  the  Committee  of  $212.84. 

In  addition  there  has  been  continued  cooperation  and 
support  of  the  post-graduate  Cancer  Education  courses 
which  have  been  given  in  various  areas  of  the  state.  That 
program,  supported  financially  and  otherwise,  by  the 
Virginia  Cancer  Society,  ends  with  the  completion  of  the 
current  series. 

The  Committee  recommends  the  same  appropriation 
requested  last  year. 

John  T.  T.  Hunui.ey,  Chairman. 

Grievance 

No  cases  have  been  considered  by  the  Grievance  Com- 
mittee during  the  past  year. 

W.  C.  Caudh.i.,  Chairman 

Public  Relations 

The  past  year  might  very  well  be  labeled  a ‘‘follow 
through”  year  as  far  as  public  relations  is  concerned. 
During  previous  years  a program  of  several  specific 
projects  was  set  up  with  definite  goals  in  mind,  and  a 
‘‘follow  through”  effort  has  been  directed  toward  that  end. 

Realizing  that  the  Annual  Public  Relations  Conference 
does  much  to  stimulate  PR  activity  over  the  state,  the 
conference  was  held  on  January  29,  thus  getting  the 
program  underway  earlier  than  in  past  years.  The  meet- 
ing took  place  in  Roanoke  and  featured  a work-shop 
program  of  things  to  Jo  and  ho’w  to  Jo  them.  It  was  un- 
fortunate that  the  conference  had  to  compete  with  the  flu 
epidemic,  which  undoubtedly  contributed  to  th^  disap- 
pointing attendance  of  fifty. 

The  Committee  is  pleased  that  the  PR  newsletter,  Cur- 
rent Currents,  has  been  mailed  to  the  membership  month- 
ly. It  is  hoped  that  the  letter  can  be  made  bigger  and 
better  as  time  goes  on. 

Also  distributed  monthly,  with  one  exception,  were  the 
“Bulletins  for  Office  Personnel”.  Although  these  bulletins 
were  begun  over  a year  ago  with  no  definite  plans  con- 
cerning their  future,  their  reception  was  such  that  the 
Public  Relations  Committee  decided  to  send  them  out  with 
Current  Currents  whenever  possible.  The  “bulletins” 
have  now  “caught  the  eye”  of  the  American  Medical  As- 
sociation and  will  soon  be  brought  to  the  attention  of 
State  and  County  Medical  Societies  over  the  nation. 

A two-night  Public  Relations  Course  for  MeJical  Office 
Personnel  was  held  in  six  areas  of  the  State.  This  course 
was  prepared  and  presented  by  Secretary  Bob  Howard 
and  its  popularity  with  physicians  was  evidenced  by  the 
large  turn-out  in  every  locality.  341  office  workers  had 
the  benefit  of  the  course  where  it  was  held:  in  Norfolk, 
Lynchburg,  Petersburg,  Richmond,  Roanoke,  and  Wood- 
stock.  The  Committee  appreciates  the  cooperation  of  the 
various  component  societies  in  organizing  the  course  in 
their  respective  areas.  Other  societies  have  expressed  an 
interest  in  the  lectures  and  full  details  may  be  had  by 
simply  contacting  our  State  office. 
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The  radio  approach  to  public  relations  continued  to  re- 
ceive the  attention  of  the  committee.  In  an  effort  to  reach 
the  youth  of  our  state,  the  "Dr.  Tim,  Detective"  series 
(13  transcriptions)  was  purchased  and  component  socie- 
ties contacted  with  reference  to  sponsoring  the  series  in 
their  respective  areas.  Thus  far,  the  series  has  been  aired 
in  Radford,  Roanoke,  Fredericksburg  and  Lynchburg. 
Once  again,  full  details  can  be  secured  from  the  State 
office. 

Through  the  generosity  of  a member  of  The  Medical 
Society  of  Virginia,  the  propaganda  film  "Without  Fear" 
was  presented  to  the  committee  with  the  expressed  desire 
that  it  be  shown  at  meetings  of  component  societies  and 
other  interested  groups.  The  film  was  shown  eight  times 
during  the  year. 

The  committee  appreciates  the  cooperation  of  the 
Woman’s  Auxiliary  in  making  it  possible  to  sponsor  an 
exhibit  at  the  Atlantic  Rural  Exposition,  which  serves  as 
Virginia's  state  fair.  Last  year  the  exhibit  was  on 
■‘obesity”,  and  this  year  the  exhibit  w'ill  be  entitled  ‘‘Health 
1953”.  Members  of  the  Auxiliary  from  Richmond  and 
Petersburg,  who  did  a particularly  fine  job  with  the  ex- 
hibit last  year,  will  again  be  on  hand. 

For  the  first  time  in  many  years,  an  exhibit  was  pre- 
sented at  the  Annual  Meeting  of  the  Virginia  Pharma- 
ceutical Association.  The  "Health  1953"  exhibit  was  used, 
and,  judging  from  its  reception,  should  score  a hit  at  the 
Exposition. 

In  an  effort  to  place  our  public  relations  planning  on 
a sound  basis,  a survey  was  undertaken  to  determine  just 
where  the  component  societies  stood  w'ith  respect  to  PR. 
The  committee  was  most  interested  in  any  criticism  and 
suggestions  they  might  have. 

It  was  encouraging  to  note  that  at  least  fifteen  com- 
ponent societies  have  a public  relations  program  of  some 
type  in  effect.  Fourteen  of  them  actively  promote  volun- 
tary health  insurance ; elev’en  have  developed  night  and 
emergency  call  systems;  six  sponsored  the  PR  Course  for 
Office  Personnel ; four  sponsored  the  "Dr.  Tim,  Detec- 
tive" radio  series;  six  are  working  to  establish  a better 
press-radio  relationship;  seven  are  working  closely  with 
other  groups  (Grange,  P-TA,  etc.)  ; three  have  presented 
health  exhibits  at  fairs,  etc.;  and  three  have  speaker’s  bu- 
reaus operating. 

When  all  factors  are  taken  into  consideration,  the  pic- 
ture is  not  too  bleak.  Medical  public  relations  now  has  a 
toe  hold  in  Virginia,  and  the  committee  must  seek  to 
promote  its  growth  on  both  local  and  state  levels. 

Benjamin  W.  Ram'les,  Jr.,  M.D.,  Richmond 
John  W.  Davis,  M.D.,  Lynchburg 
George  A.  Duncan,  M.D.,  Norfolk 
H.  C.  Bates,  Jr.,  M.D.,  Arlington 
Fred  D.  Maphis,  M.D.,  Strasburg 
James  P.  King,  M.D.,  Chairman,  Radford 

Publication 

The  composition  of  the  Virginia  Medical  Monthly  re- 
mains relatively  unchanged  since  last  year.  A new 
column,  ‘‘Medicolegal  Notes,”  has  been  added  in  which 
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medicolegal  topics  of  current  interest  are  briefly  dis- 
cussed. 

Subscribers  to  the  Journal  now  number  2733,  a slight 
increase  over  last  year’s  figure  of  2705. 

The  cost  of  printing  the  Journal  has  just  recently  been 
increased  15  per  cent,  a rise  which  may  necessitate  re- 
questing additional  appropriations, 

Wyndham  B.  Blanton 
A.  Brownley  Hodges 
Lewis  H.  Bosher,  Jr. 

M.  Pierce  Rucker 

Medical  Service 

Two  meetings  of  the  Medical  Service  Committee  as  a 
whole  have  been  held,  both  of  which  have  been  devoted 
to  the  consideration  of  Hospital  Health  Insurance  pro- 
grams anticipated  for  the  consideration  of  the  House  Of 
Delegates  at  its  annual  meeting.  The  work  of  the  sub- 
committees charged  with  special  interests  under  the  gen- 
eral supervision  of  this  committee  have  been  neglected 
because  of  the  importance  attached  to  the  aforementioned 
subject. 

Numerous  meetings  have  been  held  between  representa- 
tives of  the  Health  Insurance  Council,  the  Medical  Service 
Committee,  the  Council  On  Medical  Service,  and  the 
Council  of  The  Medical  Society  of  Virginia.  Discussions 
entered  into  have  been  along  the  lines  covered  and  sug- 
gested in  the  annual  report  of  this  committee  for  the  year 
of  1952.  Active  effort  is  in  progress  to  obtain  a fee 
schedule  which  will  be  available  to  the  members  of  The 
Medical  Society  of  Virginia  upon  its  acceptance  by  the 
Medical  Society.  In  this  regard  the  Medical  Service  Com- 
mittee feels  that  first  of  all  The  Medical  Society  of  Virginia 
does  not  want  to  get  into  the  insurance  business  nor  to 
endorse  any  specific  insurance  policies  or  programs.  In 
spite  of  this  we  do  want  to  encourage  the  sale  of  adequate 
insurance  in  our  state  and  we  do  wish  to  encourage  our 
patients  to  adequately  protect  themselves  against  the  pos- 
sibility of  hospitalization  and  bills  for  medical  and  sur- 
gical care.  In  discharging  this  responsibility  the  Medical 
Service  Committee  feels  that  The  Medical  Society  of  Vir- 
ginia can  best  achieve  this  by  publishing  a fee  schedule 
which  shall  be  complete  in  as  many  details  as  possible  and 
which  shall  be  predicated  upon  the  average  fee  charged 
by  the  membership  of  this  society  for  the  specific  service 
outlined  and  rendered  in  the  fee  schedule  for  a person  in 
a family  income  group  of  $5,000  or  less.  If  this  is  done 
it  makes  it  possible  for  the  citizen  in  the  state  to  protect 
himself  to  whatever  degree  he  feels  it  is  necessary  and 
desirable  and  it  makes  him  cognizant  of  what  he  can  an- 
ticipate as  a reasonable  cost  for  such  illness  or  hospitaliza- 
tion. It  is  felt  that  contracts  between  physicians  as  pro- 
fessional men  and  intermediate  agents  relative  to  the  sale 
of  their  professional  service  are  unwise  and  that  this 
schedule  will  obviate  the  trend  towards  such  contracts. 
It  is  further  hoped  that  with  the  publication  of  such  a 
schedule  insurance  companies  will  be  encouraged  to  with- 
draw from  the  market  in  the  state  of  Virginia  those  sub- 
standard policies  which  cause  so  much  trouble  to  the 
citizens  of  our  state  at  the  present  time. 
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A number  of  sub-committees  are  at  work  in  tbe  prepara- 
tion of  the  parts  of  the  schedule  which  are  their  responsi- 
bilities. It  is  anticipated  that  these  committees  will  report 
in  time  for  the  committee  as  a whole  to  reconsider  the 
schedule  submitted  and  present  to  the  House  Of  Delegates 
in  October  a complete  schedule.  It  is  not  felt  that  the 
schedule  submitted  will  be  final  or  complete  in  all  details 
but  it  is  hoped  that  it  may  be  an  acceptable  one  and  serve 
as  the  essential  starting  point  in  what  the  committee  con- 
siders to  be  a long  range  but  very  necessary  effort. 

II.  Rural  Health 

The  sub-committee  on  Rural  Health  participated  with 
the  Council  on  Rural  Health  in  planning  for  and  in  the 
presentation  of  the  Eighth  Annual  Conference  On  Rural 
Health  which  was  held  in  Roanoke,  Virginia,  during 
February  of  this  year.  For  the  first  time  since  this  con- 
ference has  been  in  existence  the  Executive  Committee 
of  the  Council  met  with  certain  members  of  The  Medical 
Society  of  Virginia  which  included  the  sub-committee  on 
Rural  Health  to  discuss  the  plans  for  this  conference.  At 
the  time  the  conference  was  held  the  members  of  the  sub- 
committee as  well  as  many  members  of  The  Medical  So- 
ciety of  Virginia  attended  parts  of  this  conference.  The 
Roanoke  Academy  of  Medicine  assisted  in  obtaining  trans- 
portation for  attendants  at  this  conference  to  visit  the 
Clinic  in  Huddleston  which  was  cited  as  an  example  of 
effective  rural  health  planning  for  the  attraction  of  gen- 
eral physicians.  Through  this  medium  certain  farm 
agencies  were  made  aware  of  the  interest  of  The  Medical 
Society  of  Virginia  in  their  problems  although  the  desired 
liaison  with  farm  groups  has  not  yet  been  accomplished. 

HI.  The  Chronically  111 

No  specific  activity  of  this  sub-committee  has  been  re- 
ported during  the  calendar  year. 

IV'.  The  Medically  Indigent 

Dr.  H.  B.  Mulholland  served  as  chairman  of  a com- 
mittee of  the  Council  On  Medical  Service  to  study  the 
problem  of  the  medically  indigent.  This  report  of  Dr. 
Mulholland’s  committee  to  the  Council  On  Medical  Service 
has  been  published  and  is  available  to  those  members  of 
The  Medical  Society  of  Virginia  who  are  interested  in  this 
problem. 

V.  Industrial  Health 

'I'he  committee  on  Industrial  Health  under  Dr.  Charles 
Savage  has  been  active  in  programs  in  industrial  health 
which  have  been  held  throughout  this  section  and  national- 
ly. Several  articles  and  trends  in  neighboring  medical 
societies  have  been  called  to  the  attention  of  the  committee 
by  Dr.  Savage  and  his  group.  The  Medical  Society  of 
Virginia’s  committee  to  maintain  liaison  with  UMW  Fund 
includes  several  members  of  the  Medical  Service  Com- 
mittee and  this  committee  is  to  meet  in  a second  confer- 
ence called  by  the  AMA  in  Charleston,  West  Virginia,  in 
September  of  this  year.  Further  specific  recommendations 
relative  to  Industrial  Health  are  not  included  in  this 
report. 


V^I.  Health  Councils 

The  State  Council  On  Health  And  Medical  Care  has 
attracted  considerable  publicity  during  the  past  year.  It 
has  been  cited  by  the  National  Health  Council  for  its 
work  in  the  placement  of  physicians  in  rural  areas  and 
this  responsibility  of  the  profession  has  been  in  large 
measure  relegated  to  this  agency.  No  active  program 
relative  to  health  councils  has  been  undertaken  by  the 
Committee  On  Medical  Service  during  the  current  calen- 
dar year. 

VII.  Veterans  Care 

-At  the  direction  of  Council  the  Committee  On  Medical 
Service  was  directed  to  consider  the  Veterans  contract 
which  must  be  annually  renewed  between  The  Medical 
Society  of  Virginia  and  the  Veterans  Administration  and 
other  veterans  matters.  Certain  changes  suggested  in  this 
fee  schedule  were  effected  at  the  time  of  the  latest  renewal 
of  this  contract  on  June  30,  1953.  These  changes  included 
all  matters  which  had  been  brought  to  the  attention  of  the 
Medical  Service  Committee  and  in  the  future  any  mem- 
bers of  the  Medical  Society  who  desire  that  changes  be 
effected  should  notify  the  Medical  Service  Committee  in 
ample  time  for  the  consideration  of  the  suggested  change 
prior  to  June  1 of  the  year  in  question. 

Insurance  companies  continue  to  approach  the  Society 
with  plans  for  group  disability  insurance,  etc.  To  date 
no  favorable  recommendation  has  been  made  by  the 
Medical  Service  Committee  inasmuch  as  it  continues  to 
feel  that  the  membership  of  The  Medical  Society  of  Vir- 
ginia is  adequately  served  through  group  plans  available 
on  either  a local  level  or  through  various  professional 
organizations  and  groups  within  the  Medical  Society  so 
that  no  need  exists  nor  would  any  real  advantage  accrue 
to  the  membership  of  the  Medical  Society  through  such  a 
plan.  Sentiment  in  favor  of  any  such  program  must  be 
expressed  before  the  committee  can  be  expected  to  serious- 
Iv  consider  these  plans. 

Respectfully  submitted, 

Russell  V.  Buxton,  M.D. 

Harold  W.  Miller,  M.D. 

William  R.  Pretlow,  M.D. 

James  P.  Williams,  M.D. 

T.  B.  McCord,  M.D. 

H.  M.  Frieden,  M.D. 

John  G.  Graziani,  M.D. 

Charles  L.  Savage,  M.D. 

Snowden  C.  Hall,  Jr.,  M.D. 

John  O.  Boyd,  Jr.,  M.D.,  Chairman 

SPECIAL  COMMITTEES 
Advisory  To  Woman’s  Auxiliary 

The  Committee  has  no  specific  report  except  upon 
several  occasions  it  has  acted  in  an  advisory  capacity  on 
questions  brought  up  by  Mrs.  Hunnicutt,  the  President 
of  the  Auxiliary. 

Waverly  R.  Payne,  M.D., 
r Chairman 
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Conservation  of  Sight 

The  Conservation  of  Sight  Committee  has  been  inactive 
during  the  year,  as  nothing  of  any  significance  was 
brought  to  my  attention  during  this  time. 

I would  like  to  suggest  that  the  Committee  next  year 
might  consider  sponsoring  a course  in  visual  training. 

Rudolph  C.  TnoM.'tsoN,  M.D., 
Chairman 

Child  Health 

At  the  1952  meeting  of  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia,  this  Committee  received  per- 
mission to  make  a study  of  premature  mortality.  With 
the  cooperation  of  the  State  Department  of  Health  it  was 
decided  to  begin  by  trying  to  investigate  individual  deaths 
of  premature  infants  born  at  home.  Since  in  1952  there 
was  a total  of  6,977  prematures  born,  with  1,151  deaths, 
it  was  decided  to  limit  the  study  to  only  those  being  born 
at  home.  This  has  been  a much  greater  task  than  we 
realized  as  with  the  efforts  of  one  trained  premature 
nurse  we  were  able  to  investigate  completely  41  cases. 
The  task  of  investigating  is  rather  exhausting.  It  con- 
sists of  finding  the  family,  looking  at  hospital  records, 
doctors’  records,  finding  midwives,  checking  prenatal  care, 
and  care  of  the  infant  after  birth.  These  data  were  com- 
piled and  then  examined  by  each  member  of  the  Com- 
mittee at  which  time  he  gives  his  opinion  of  the  case. 
The  Committee  has  met  as  a group  and  discussed  our 
findings. 

Out  of  the  first  41  cases  completed  the  Committee  made 
the  following  observations.  There  were  17  cases  that 
were  classified  as  non-preventable.  The  reasons  for  the 
preventable  deaths  were: 

Lack  of  prenatal  care — 13 

More  could  have  been  done  medically — 12 

Sociological  factors;  economics,  lack  of  intelligence — 13 

Elev'en  of  the  41  cases  studied  were  delivered  unat- 
tended due  to  lack  of  availability  of  a doctor.  This  oc- 
curred in  Counties  having  only  one  doctor  for  a very  large 
area.  Families  were  unable  to  afford  hospitalization  in 
some  cases.  Also,  there  were  situations  in  which  the 
doctors  were  unwilling  to  attend  the  delivery  in  the 
home  for  several  reasons.  There  was  also  the  problem 
of  small  children  in  the  home  vvith  no  one  to  care  for 
them  if  the  mother  went  to  a hospital. 

One  idea  that  seems  worth  mentioning  is  that  in 
several  cases,  there  is  thought  on  the  part  of  some  phy- 
sicians that  prematures  should  not  be  saved  because  so 
many  are  feebleminded  or  have  other  defects.  This,  in 
the  conclusion  of  the  Committee  is  not  warranted  and 
frequently  with  proper  pre  and  post  natal  care,  damage 
to  the  infants  can  be  prevented  allowing  perfectly  normal 
growth  and  development. 

Your  Child  Health  Committee  feels  it  has  just  scratched 
the  surface  of  this  great  problem,  and  the  medical  pro- 
fession should  meet  the  challenge  of  this  great  loss  of 
life.  The  Committee  wishes  its  work  to  continue. 

The  other  problem  facing  the  Child  Health  Committee 
is  the  lack  of  custodian  care  for  markedly  feebleminded 
children.  Since  a feebleminded  child  can  completely 


wreck  the  average  family  both  socially  and  economically, 
it  is  hoped  that  the  prestige  of  The  Medical  Socitey  of 
Virginia  will  be  used  to  urge  the  Virginia  Legislature 
to  push  accommodations  for  these  unfortunate  children. 
That  this  is  a great  problem  has  been  proved  beyond 
doubt  by  the  figures  recently  collected  by  the  Virginia 
Pediatric  Society. 

Respectfully  submitted, 

McLe.viore  Birdsong,  M.D.,  Chairmar 

Paul  Hogg,  M.D. 

Will  E.  Chapin,  M.D. 

E.  L.  Kendig,  M.D. 

J.  M.  Bishop,  M.D. 

Charles  Powel,  M.D. 

Edwin  A.  Harper,  M.D. 

Advisory  Heart 

The  Advisory  Heart  Committee,  appointed  by  the  presi- 
dent of  The  Medical  Society  of  Virginia,  wishes  to  report 
that  the  past  year  has  been  one  of  exploration,  trial  and 
error.  The  year  prior  to  this  a great  many  doctors  were 
interviewed  concerning  the  advisability  of  cardiovascular 
clinics  in  their  respective  localities  for  indigent  patients. 
These  clinics  were  to  be  supported  in  part  by  funds  from 
the  Heart  Disease  Study  program  of  the  State  Health 
Department  of  Virginia,  under  the  direction  of  Dr.  Mason 
Romaine,  in  conjunction  with  Dr.  William  Cawthon 
working  through  the  Cardiovascular  Division  of  the  De- 
partment of  Internal  Medicine  of  the  University  of  Vir- 
ginia. 

After  considerable  correspondence  with  physicians  in 
various  localities,  it  became  apparent  that  the  larger 
population  centers  did  not  require  the  services  or  particu- 
larly desire  the  help  of  a visiting  cardiovascular  physician, 
even  for  occasional  consultation  clinics.  In  fact,  they  pre- 
ferred to  run  their  own  clinics  without  additional  help. 

On  the  other  hand,  it  was  found  that  the  smaller  com- 
munities, particularly  the  rural  health  centers,  had  a 
tendency  to  welcome  these  gatherings  and  a number  of 
successful  sessions  were  instituted. 

This  year  the  effort  will  be  continued  and  Dr.  Frank 
Tate  of  the  University  of  Virginia  Hospital  will  again 
cooperate  with  Dr.  Mason  Romaine  in  the  projection  of 
this  effort. 

Consultation  and  discussion  with  a number  of  the  mem- 
bers of  this  committee  have  led  to  the  feeling  that  it  may 
be  wise  to  rotate  the  chairmanship  to  other  sections  of 
the  state,  and  your  chairman  specifically  requests  this  at 
the  next  meeting  of  the  Society. 

J.  Edwin  Wood,  Chairman 
Julian  R.  Beckwith 
Paul  D.  Ca.vip 
R.  Earle  Glendy 
R.  B.  Grinnan 
John  B.  McKee 
J.  Franklin  Waddill 

Polio 

The  committee  during  the  year  had  one  committee 
meeting  which  was  held  jointly  with  a representation  from 
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the  State  Department  of  Health  on  April  10,  1953  to  ad- 
vise concerning  the  use  of  gamma  globulin.  Correspond- 
ence between  the  members  of  the  committee  was  also  used 
along  with  the  conclusions  derived  from  the  joint  meeting 
to  formulate  a report  that  was  published  in  the  Jvily 
issue  of  the  Virginia  Medical  Journal. 

At  the  time  this  report  is  presented  for  publication 
Poliomyelitis  is  in  epidemic  form  in  various  parts  of  the 
United  States.  Washington  county  area  is  apparently  the 
only  area  in  Virginia  that  is  so  involved  and  gamma 
globulin  is  being  used.  Gamma  Globulin  is  also  being 
used  for  protection  in  household  contacts  in  other  areas. 

Predictions  cannot  now  be  made  as  to  whether  the 
State  of  Virginia  will  have  enough  cases  in  the  future  to 
be  considered  an  epidemic  state. 

Polio  Committee  of  the  State  Society 

Lee  E.  Sutton,  Jr.,  M.D.,  Chairman,  Richmond 

R.  B.  Bowles,  M.D.,  Mathews 

E.  A.  Harper,  M.D.,  Lynchburg 

Robert  C.  Hood,  M.D.,  .Arlington 

Roy  M.  Hoover,  M.D.,  Roanoke 

Ai.bert  S.  McCown,  M.D.,  Richmond 

Venereal  Disease 

.Y  meeting  of  the  full  committee  was  held  in  Washing- 
ton, D.  C.,  on  March  21,  1953. 

.\t  this  meeting  the  venereal  disease  situation  and  the 
present  status  of  treatment  in  Virginia  was  freely  dis- 
cussed. 

It  was  decided  that  no  new  recommendations  would  be 
made  in  so  far  as  the  treatment  schedules  were  concerned. 
It  was  decided  that  this  committee  would  not  recommend 
the  repeal  of  the  State  Premarital  Serological  Test  since 
it  serves  as  a useful  source  of  information  and  contact 
tracing  in  the  State. 

The  committee  had  as  its  guest  Dr.  Robert  A.  Nelson 
of  Johns  Hopkins  University,  Baltimore,  Maryland,  who 
discussed  in  great  detail  the  treponema  immobilization 
test  which  Dr.  Nelson  originated.  It  was  the  consensus  of 
opinion  of  your  committee  that  means  should  be  found 
for  the  performance  of  this  test  (which  is  a truly  specific 
test  for  early  cases  of  syphilis)  in  the  State  of  Virginia 
provided  suitable  personnel  could  be  obtained  for  the  per- 
formance of  this  test.  The  committee  feels  that  this  test 
has  the  greatest  merit  and  that  it  would  be  a great  boon 
in  the  diagnosing  and  investigation  of  early  cases  of 
syphilis. 

Harry  Pariser,  .M.D. 

W.  R.  Southward,  M.D. 

Allen  Pepple,  M.D. 

William  Kaufman,  M.D. 

J.  W.  Love,  M.D..  Chairmam 

House 

The  House  Committee  is  pleased  to  report  that  once 
again,  we  have  managed  to  stay  within  the  budget  set  up 
for  building  maintenance  and  repairs. 

Last  year,  the  amount  budgeted  for  maintenance  was 
reduced  from  $3,000  to  $2,500,  and  it  seems  fairly  safe 
to  predict  that  the  current  year’s  expenditures  will  not 


exceed  $2,100.  The  cost  of  heating  the  building  (oil) 
amounted  to  $281.48,  the  remainder  being  charged  against 
the  various  utilities  (lights,  water,  etc.),  taxes,  the  jani- 
tor’s salary  and  supplies,  service  on  heating  system,  and 
paint  for  three  2nd  floor  rooms. 

No  major  repair  work  on  the  building  proper  was  un- 
dertaken during  the  year.  However,  it  did  become  neces- 
sary to  replace  the  back  porch  steps,  which  had  become  a 
real  safety  hazard,  and  install  two  radiators  in  order 
that  those  working  in  the  rear  of  the  building  might  be 
comfortable.  The  only  other  work  involved  minor  window 
repair.  Thus,  a total  of  $205.96  has  been  spent  as  against 
$500  included  in  the  budget  for  repair  purposes. 

The  Committee  had  hoped  it  could  report  the  rental  of 
additional  office  space.  However,  our  prospective  tenants 
have  as  yet  been  unable  to  clear  certain  technicalities  in 
their  present  lease,  and  it  is  doubtful  if  anything  will  be 
done  before  next  year. 

Donald  S.  Daniel 
Fletcher  J.  Wright,  Jr. 

Harry  J.  Warthen,  Jr.,  Chairman 

Cancer 

The  .American  College  of  Surgeons  is  sending,  in  the 
near  future,  an  inspector  to  the  Tumor  Clinics  approved 
by  The  Medical  Society  of  Virginia  through  this  Com- 
mittee. Therefore  the  usual  annual  reports  from  the 
Clinics,  which  serve  as  the  basis  for  granting  recertifica- 
tion, have  not  been  requested.  The  Committee  will  defer 
consideration  of  recertification  until  it  has  received  the 
report  of  the  American  College  of  Surgeons’  inspector. 

Your  Chairman  has  visited  two  groups  and  is  cor- 
responding with  a third,  which  are  making  plans  to 
establish  new  Tumor  Clinics. 

The  Committee  has  published  a series  of  twelve  Bul- 
letins in  the  Virginia  Medical  Monthly.  Judging  from 
correspondence  and  comments,  these  Bulletins  are  being 
widely  read  and  well  received.  A number  of  reprints  have 
been  requested  by  out-of-state  physicians,  some  of  the 
Bulletins  have  been  used  by  other  State  Journals,  and  one 
was  reprinted  in  “Current  Medical  Digest.” 

Arthur  B.  Gathright,  Richmond 
E.  P.  Lehman,  Charlottesville 
A.  P.  Jones,  Roanoke 
Joseph  W.  Houck,  Lynchburg 
Mason  Romaine,  Petersburg 
Nelson  Smith,  Petersburg 
John  J.  Giesen,  Radford 
Martin  L.  Dreyfuss,  Clifton  Forge 
Charles  H.  Peterson,  Roanoke 
John  R.  Kight,  Norfolk 
.A.  C.  Wyman,  .Alexandria 
Frank  D.  Daniel,  Charlottesville 
George  Cooper,  Jr.,  Charlottesville, 
Chairman 

American  Medical  Education  Foundation 

The  American  Medical  Education  Foundation  Com- 
mittee for  Virginia  has  had  two  meetings  this  year.  The 
chairman  of  the  committee  attended  the  national  meeting 
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in  Chicago.  A long  letter  concerning  this  meeting  was 
published  in  the  June  issue  of  the  Virginia  Medical 
Monthly. 

A number  of  letters  to  individuals  have  been  sent  and 
a lot  of  personal  wor-k  has  been  done  towards  publicizing 
the  -AMEF.  1 believe  that  true  progress  has  been  made 
this  year  over  last  year.  If  the  same  progress  is  made 
everv  year  for  the  next  few  years  we  should  be  up  to  the 
point  where  every  man  is  conscious  of  the  worthiness  of 
this  cause. 

.\  suggestion  that  has  been  made,  and  about  which  1 
have  written  to  several  people,  is  that  the  state  committee 
be  appointed  1-2  months  before  we  have  the  annual  fa’l 
meeting  so  as  to  save  several  months’  time.  I am  certain 
that  if  this  committee  and  other  committees  were  appointed 
at  least  30  days  ahead  of  the  annual  state  meeting,  the 
members  of  the  committees  could  have  numerous  meetings 
o\er  the  several  days’  period  and  therefore  greater 
progress  could  be  made  on  all  committees. 

The  president-elect  wrote  me  that  he  was  looking  into 
the  legality  of  this.  I am  sure  that  it  is  legal  for  any 
president-elect  to  appoint  any  committees  he  wants  to; 
and  for  the  committees  to  meet  as  often  as  they  want  to, 
and  plan  anything  they  rvant  to  provided  they  perform  no 
acts  and  do  no  actual  work.  We  have  established  this 
procedure  in  the  Roanoke  Academy  of  Medicine  and  it  is 
a good  procedure.  The  committees  have  no  power  to  act 
before  the  installation  of  the  president-elect,  but  they 
have  every  legal  right  to  plan  their  campaign. 

Marcei.i.us  a.  Johnson,  Jr.,  Chairman 

(Editor’s  Note:  Last  year,  185  Virginia  physicians  con- 
tributed $5424.80  to  the  American  Medical  Education 
Foundation.  From  January  through  June  of  this  year,  199 
contributions  totaling  $3053.50  bad  been  received.  VVhen 
it  is  considered  that  over  $3000.00  of  the  1952  total  was 
received  in  the  last  three  months  of  the  year,  it  can  be 
seen  that  Virginia  is  well  ahead  of  the  pace  set  in  1952.) 

Liaison  Committee  to  the  United  Mine  Workers 
Welfare  and  Retirement  Fund 

Fhe  Liaison  Committee  to  the  United  Mine  Workers 
Welfare  and  Retirement  Fund  has  not  met  since  the  last 
report  to  the  House  of  Delegates  at  the  1952  meeting. 
Voluminous  correspondence  has  passed  relating  to  various 
activities  and  plans,  but  no  specific  problem  has  been 
referred  to  the  committee  for  study. 

The  UMW  plan  for  the  medical  and  hospital  care  of 
miners  and  their  families  is  important  among  the  many 
such  proposals  now  in  operation  or  under  discussion  in 
this  country.  These  various  experiments  will  result  in 
policies,  and  perhaps  changes,  of  vital  and  far-reaching 
importance  to  the  individual  physician  and  to  organized 
medicine.  It  is  with  a real  sense  of  urgency  that  your 
committee  attempts  to  keep  abreast  of  the  proposals  and 
changes  suggested,  and  to  endeavor  to  guide  them  along 
the  line  of  real  betterment  of  medical  care,  without  the 
interference  of  excessive  bureaucracy. 

There  will  be  held  in  Charleston,  W.  Va.  on  the  13th 
and  14th  of  September  the  second  conference  of  the  UMW 
representatives  with  committees  and  officers  of  the  various 


states  concerned  and  representatives  from  the  AMA,  Your 
committee  will  attend  and  participate  in  that  conference, 
following  which  there  will  be  presented  a supplemental 
report. 

Kinloch  Nelson 
Mack  I.  Shanholtz 
John  O.  Boyd,  Jr. 

Charles  L.  Savage 
James  P.  Williams 
Rufus  P.  Brittain 
John  T.  T.  Hundley,  Chairman 

Mental  Hygiene 

The  Mental  Hygiene  Committee  of  The  Medical  So- 
ciety of  Virginia  has  now  been  in  existence  in  its  present 
form  for  three  years.  Dr.  Joseph  Barrett,  who  was 
Chairman  four  years  ago,  suggested  that  a larger  com- 
mittee be  formed  which  would  include  doctors  who  are 
not  psychiatrists.  Following  this  suggestion,  the  present 
Chairman,  who  was  appointed  at  that  time,  created  a 
Committee  which  represented  the  medical  profession  in 
all  the  different  areas  of  the  state. 

In  July,  1951  the  annual  report  described  the  activities 
which  had  taken  place  during  that  year  and  also  gave  a 
report  by  each  member  of  the  Committee  on  the  condition 
of  mental  hygiene  in  his  local  area.  On  August  1,  1952 
the  primary  mental  health  needs  of  the  state  were  listed 
and  the  progress  the  Committee  had  made  toward  meeting 
these  needs  was  reported,  and  plans  for  future  work  were 
set  forth.  In  October,  1952  Dr.  Hamner  continued  the 
Committee  almost  intact.  This  report  shows  the  effect  of 
the  continuous  activity  of  a more  or  less  permanent  Com- 
mittee on  Mental  Hygiene  at  the  end  of  a three-year 
period. 

Four  committee  meetings  were  held  during  the  past 
year:  On  September  30,  1952  in  Richmond,  on  October 
25,  1952  in  Charlottesville,  on  February  16,  1953  in  Roa- 
noke, and  on  June  27,  1953  in  Charlottesville. 

Experience  has  taught  the  Committee  that  there  were 
many  things  that  could  not  be  done,  and  that  it  was  wiser 
to  limit  its  activities  to  fairly  specific  objectives.  There- 
fore, during  the  last  year  the  Committee  has  centralized 
its  interest  on  the  following  topics: 

I.  The  spreading  of  information  regarding  mental 
hygiene  to  the  physicians  of  the  state; 

II.  The  increase  of  facilities  for  treatment  of  psy- 
chiatric patients  in  general  hospitals; 

HI.  The  increase  in  the  number  of  psychiatrists  in  the 
state ; 

IV.  The  study  and  recommendations  concerning  in- 
surance covering  hospitalization  and  professional 
charges  in  mental  and  emotional  disorders. 

1.  The  spreading  of  information  regarding  mental  hy- 
giene to  the  physicians  of  the  state — 

We  have  used  five  different  methods  of  approach: 

(a)  The  first  of  these  was  to  urge  each  member  of  the 
Committee  to  arrange  with  his  local  medical  society  to 
have  at  least  one  program  on  a mental  hygiene  topic 
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(luring  the  year.  T his  has  been  carried  out. 

(b)  The  Committee  supplied  speakers  for  the  programs 
of  the  local  medical  societies.  It  has  been  found  that  the 
most  attractive  form  of  program  that  could  be  supplied 
was  in  the  form  of  a panel  discussion  on  some  topic  of 
general  interest.  A symposium  on  “ I he  Management  of 
Pain”  was  organized  at  the  University  of  Virginia  Hos- 
pital. This  symposium  was  used  as  follows: 

November  5,  1952 — Lynchburg  Academy  of  Medicine, 
Inc.,  Lynchburg,  Virginia  (Dr.  David  C.  Wilson,  Dr. 
Walter  O.  Klingman,  Dr.  Daniel  T.  Watts) 

December  9,  1952 — Fourth  District  Medical  Society, 
Petersburg,  Virginia  (Dr.  Wilson,  Dr.  Klingman,  Dr. 
Watts) 

April  16,  1953 — Southwestern  Virginia  Medical  Society, 
Marion,  Virginia  (Dr.  Wilson,  Dr.  Cary  G.  Suter,  Dr. 
Edward  V.  Jones,  Jr.) 

Another  symposium  program  on  N.  & P.  Outpatient 
Treatment  was  presented  to  the  Northern  Virginia  Medi- 
cal Society,  Luray,  Virginia,  on  April  14,  1953,  by  Dr. 
Charles  A.  Finnigan,  Dr.  .Arthur  J.  Bachrach,  and  Dr. 
Cary  G.  Suter. 

.\t  the  suggestion  of  Dr.  Powell  Williams,  a member 
of  the  C'ommittee,  a single  speaker  was  supplied  for  the 
meeting  of  the  Richmond  Academy  of  Medicine  on  Jan- 
uary 13,  1953,  as  arranged  by  Dr.  Leroy  Smith.  The 
topic  was  “The  Treatment  of  Depression”  by  Dr.  David 
C.  Wilson. 

(c)  Conferences  at  the  two  medical  schools:  In  1951 
a conference  on  emotional  disorders  was  held  at  the  Uni- 
versity of  Virginia  Medical  School.  This  year  it  was 
planned  to  hold  a conference  on  the  handling  of  psychiatric 
emergencies  at  the  Medical  College  of  Virginia.  At  the 
last  moment  it  was  found  that  this  conference  could  not 
be  held,  so  the  program  was  combined  with  the  program 
of  the  Spring  Meeting  of  the  Neuropsychiatric  Society  of 
Virginia,  which  was  held  at  Westbrook  Sanatorium, 
Richmond,  Virginia,  on  April  1.  The  first  part  of  the 
program  presented  before  the  Neuropsychiatric  Society 
was  on  psychiatric  emergencies,  and  members  of  the 
Mental  Hygiene  Committee  were  invited  to  attend. 

(d)  The  possibility  of  setting  up  courses  for  postgrad- 
uate education  has  been  considered  by  the  Committee 
during  the  last  three  years.  Such  courses  have  been  given 
in  other  states,  so  that  the  methods  used  and  the  success 
of  such  postgraduate  courses  were  considered.  It  has 
been  the  general  feeling  and  experience  of  the  Committee 
that  formal  courses  on  mental  hygiene  subjects  do  not 
have  sufficient  appeal  to  make  them  worth  while. 

During  this  year  an  attempt  was  made  to  initiate  a 
course  in  psychiatric  interviewing  at  the  University  of 
Virginia  Hospital  during  the  Easter  holidays.  The  Com- 
mittee received  most  excellent  co-operation  from  the 
.Academy  of  General  Practice  and  from  the  President  of 
the  Academy  as  well  as  the  President  of  The  Medical 
Society  of  Virginia.  Nevertheless,  the  number  of  physi- 
cians indicating  their  interest  in  such  a course  was  so 
small  that  the  course  had  to  be  abandoned.  It  is  felt  by 
the  Committee  that  unless  there  is  a special  demand  for 
such  a form  of  postgraduate  training,  no  attempts  to 
present  formal  courses  will  be  made. 


(e)  The  fifth  method  employed  was  participation  in 
jjrograms  of  state  societies  other  than  local  medical  so- 
cieties. The  carrying  out  of  this  objective  was  initiated 
by  the  presentation  of  a panel  program  on  “Human  Fac- 
tors in  Disease”,  jointly  sponsored  by  the  Mental  Hygiene 
Society  of  Virginia  and  the  Mental  Hygiene  Committee 
of  T'he  Medical  Society  of  Virginia,  at  the  annual  meet- 
ing of  the  Mental  Hygiene  Society  of  Virginia,  Roanoke, 
February  16,  1953.  Dr.  David  C.  Wilson  acted  as  Mod- 
erator and  panel  speakers  were  as  follows:  Dr.  Robert 
N.  Creadick,  Professor  of  Obstetrics  and  Gynecology, 
Duke  University,  Durham,  N.  C.,  “Emotional  Disorders 
Encountered  in  the  Practice  of  Obstetrics  and  Gyne- 
cology”; Dr.  Charles  M.  Caravati,  Gastro-lntestinal 
Specialist,  Richmond,  “Emotional  Disorders  of  the 
Stomach”;  Dr.  R.  Earle  Glendy,  Cardiologist,  Roanoke, 
“Emotional  Disorders  of  the  Heart”;  and  Dr.  Edwin  .A. 
Harper,  Pediatrician,  Lynchburg,  “Emotional  Disorders 
of  Children”. 

It  was  in  accordance  with  this  same  idea  that  members 
of  the  Mental  Hygiene  Committee  were  invited  to  attend 
(he  Spring  Meeting  of  the  Neuropsychiatric  Society  of 
Virginia  and  to  take  part  in  the  discussion. 

II.  The  increase  of  facilities  for  treatment  of  psychi- 

atric patients  in  general  hospitals — 

The  Hill-Burton  .Act  and  the  increased  demands  for  hos- 
pital care  for  patients  has  caused  the  construction  of  and 
additions  to  general  hospitals  throughout  the  state.  The 
Committee  has  worked  through  its  membership  to  urge 
that  facilities  for  psychiatric  patients  be  included  in  con- 
struction plans.  The  efforts  of  the  Committee  in  this  re- 
gard have  met  with  a great  deal  of  success. 

III.  The  increase  in  the  number  of  psychiatrists  in  the 

state — 

During  the  last  three  years  the  Committee  has  empha- 
sized the  need  for  psychiatrists  in  the  different  communi- 
ties of  the  state  and  has  also  urged  the  Department  of 
.VIental  Hygiene  and  Hospitals  to  increase  the  number 
of  mental  hygiene  clinics  to  meet  the  increasing  need  for 
mental  hygiene  services.  There  has  been  an  increase  in 
the  number  of  psychiatrists  in  different  communities.  The 
Norfolk  area  is  much  better  served  than  formerly.  A 
psychiatrist  has  started  practicing  in  Bristol.  The  estab- 
lishment of  mental  hygiene  clinics  has  been  requested  by 
the  Committee  for  the  Winchester  area  as  well  as  for 
Danville.  It  is  hoped  that  these  clinics  will  soon  be 
established. 

IV.  The  study  and  recommendations  concerning  insur- 

ance covering  hospitalization  and  professional 

charges  in  mental  and  emotional  disorders — 
During  the  existence  of  the  present  Committee  a study 
of  insurance  coverage  for  patients  with  emotional  and 
mental  disorders  has  been  carried  on  by  a special  com- 
mittee headed  by  Dr.  J.  R.  Saunders.  .At  the  last  meeting 
of  the  Committee  on  June  27  at  the  University  of  Virginia 
Hospital,  this  topic  was  discussed  with  state  representa- 
tives of  the  Blue  Cross  and  Blue  Shield.  Dr.  John  B.  Me- 
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Kee  was  requested  to  draw  up  the  recommendations  of 
the  Committee  in  regard  to  a plan  for  extending  Blue 
Cross-Blue  Shield  coverage  to  patients  suffering  from 
emotional  and  mental  disorders.  The  following  is  an 
outline  of  the  recommendations  of  the  Committee: 

(1)  It  is  agreed  that  the  present  Blue  ('ross-Blue  Shield 
lontract  with  its  ten-day  limitation  of  service  to  the 
psychoneurotic  or  mentally  ill  does  as  much  as  could  be 
expected  at  the  present  rates  charged.  It  is  obvious  that 
complete  coverage  for  the  mildly  psychoneurotic,  the 
constitutionally  inadetpiate  and  the  psychotic  would 
financially  wreck  the  plan  as  it  is  now  constituted. 

(2)  I'tie  need  for  some  type  of  insurance  to  assure 
adequate  diagnostic  study  and  definitive  treatment  of 
this  group  is  acknowledged.  They  constitute  the  same 
category  of  catastrophic  illness  as  do  patients  with  pro- 
longed malignancy,  certain  types  of  debilitating  neu- 
rological disease,  and  the  rehabilitation  of  the  severely 
crippled.  All  of  these  patients  require  prolonged  hos- 
pitalization, medical  and  nursing  care,  and  often  phys- 
ical therapy  extending  over  periods  of  many  months. 

I'he  standard  Blue  Cross-Blue  Shield  contract  is  de- 
signed primarily  for  the  care  of  more  acute,  short-term 
illnesses  and,  as  noted  above,  cannot  possibly  give  cov- 
erage for  this  group  of  illnesses. 

(3)  It  is  suggested  that  the  Blue  Cross-Blue  Shield 
organization  inv'estigate  the  feasibility  of  a $100,  $200 
or  $300  deductible  type  of  contract  covering  catastro- 
phic illness,  whether  it  be  mental  or  physical.  It  is 
recognized  that  such  a contract  could  not  indefinitely 
cover  the  cost  of  hospitalization  for  the  incurable 
psychotic  who  will  eventually  require  only  custodial 
care;  however,  it  will  assure  all  mentally  ill  patients 
a careful  and  thorough  diagnostic  study.  It  will  further 
assure  a sufficiently  long  period  of  definitive  treatment 
to  make  certain  that  each  patient  has  the  full  benefit  of 
all  that  modern  psychiatry  has  to  offer. 

(4)  In  order  that  this  policy  have  the  widest  pos- 
sible appeal,  it  should  cover  every  type  of  catastrophic 
illness.  The  details  as  to  what  would  be  covered  and 
for  how  long  would  be  a problem  for  the  insuring  body 
to  determine. 

(5)  The  ideal  solution  of  the  problem  would  be,  of 
course,  to  have  it  worked  out  on  a purely  voluntary 
basis.  However,  the  possibility  of  government  subsidy 
at  the  state  level  deserves  serious  consideration,  if  the 
plan  cannot  be  made  to  function  on  an  entirely  volun- 
tary basis. 

This  recommendation  of  the  Committee  has  been  for- 
warded to  Or.  Richard  J.  .\ckart.  Executive  Director, 
\'irginia  Hospital  Service,  Inc.,  and  Virginia  Medical 
Service,  Inc.  for  his  consideration.  He  has  been  re- 
<iuested  to  let  us  know  the  reaction  of  his  organization  to 
our  recommendations. 

» * » 

Besides  the  main  objectives  listed  abov'e,  the  Committee 
has  several  other  minor  objectives.  The  members  of  the 
Committee  have  been  interested  in  books  available  in  their 
local  public  libraries  on  mental  health,  particularly  those 
suitable  for  educating  the  general  public  along  broad 
fundamental  lines. 

At  the  meeting  of  the  Committee  on  June  27,  it  was 
urged  that  members  of  the  Committee  recommend  to  mem- 
bers of  their  local  medical  societies  that  they  subscribe  to 
PSYCHIATRIC  BULLETIN  (for  the  physician  in  gen- 
eral practice).  The  address  of  this  publication  is:  1603 
Oakdale  Street,  Houston,  Texas;  subscription  rate:  $3.00 


per  year,  single  copy  75  cents;  publication  dates:  1st  day 
of  December,  March,  June,  September. 

The  Committee  is  also  interested  in  psychiatric  educa- 
tion, both  on  the  graduate  and  undergraduate  level,  and 
is  formulating  plans  for  definite  recommendations  in  these 
two  areas. 

The  Journal  of  the  .1  ineriean  Medical  Association, 
.\pril  26,  1952,  mentions  the  formation  by  the  American 
Medical  .\ssociation  of  a new  standing  committee  known 
as  the  Committee  on  Mental  Health.  During  the  past  year 
this  Committee  has  made  a survey  of  the  different  states 
to  determine  the  presence  or  absence  of  a State  Committee 
on  Mental  Health  and  to  determine  what  activities  are 
carried  on  by  such  committees.  Dr.  Leo  H.  Bartemeier  is 
C'hairman  of  this  Committee. 

The  Mental  Hygiene  Committee  of  I'he  Medical  So- 
ciety of  Virginia  sent  to  this  Committee  a copy  of  our 
annual  reports  for  1951  and  1952,  together  with  a synop- 
sis of  current  activities.  On  July  15,  1953  the  Committee 
on  Mental  Health  of  the  American  Medical  Association 
sent  to  your  Chairman  a list  of  suggested  items  of  in- 
terest for  committees  of  mental  health  of  state  associations. 
There  are  thirteen  of  these  items,  all  of  which  have  been 
considered  by  our  State  Committee.  The  items  which 
have  not  been  emphasized  by  our  Committee  are  those 
that  are  already  adequately  taken  care  of  in  the  State  of 
Virginia.  Vour  Committee  plans  to  continue  to  co-operate 
with  the  Committee  of  the  American  Medical  Associa- 
tion in  all  its  activities  and  to  take  advantage  of  every 
facility  that  it  offers. 

In  conclusion,  the  Committee  recommends  that  the  panel 
programs  set  up  by  the  Mental  Hygiene  Committee  be 
continued  and  similar  teams  be  formed  in  different  areas 
and  be  used  more  extensively;  that  local  medical  societies 
be  urged  to  include  emotional  and  psychiatric  problems 
on  their  scheduled  programs;  that  a proper  proportion 
of  the  program  of  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia  be  concerned  with  mental  and  emo- 
tional problems;  that  clinics  demonstrating  the  treatment 
of  different  types  of  mental  disease,  as  w'ell  as  their  treat- 
ment, be  given  at  the  time  of  the  annual  meeting. 

The  Committee  recommends  that  facilities  for  hospitali- 
zation of  psychiatric  patients  be  increased  in  general  hos- 
pitals throughout  the  State,  and  that  every  effort  be  made 
to  interest  more  psychiatrists  in  entering  the  communities 
of  the  state;  and  finally,  that  some  form  of  insurance 
coverage  be  instituted  which  will  make  it  possible  for 
persons  suffering  from  mental  disease  to  be  protected  by 
adequate  insurance  coverage. 

David  C.  Wilson,  Chairman 
Patrick  H.  Drewry,  Jr. 

James  K.  Morrow 
John  R.  Saunders 
C.  T.  WlLFONG 
Joseph  R.  Blalock 
Edwin  J.  Palmer 
Thomas  Spessard 
John  Powell  Williams 
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John  A.  Sims 
Snowden  C.  Hai-l 
Jui.iAN  R.  Beckwith 
Thomas  S.  Edwards 
Thomas  H.  Anderson 
Alexander  G.  Brown,  III 
John  B.  McKee 
William  S.  Hooten 
I.ANDON  R.  Stubbs 


Conservation  of  Hearing 


Continued  progress  in  the  program  for  the  detection, 
prevention  and  management  of  hearing  and  allied 
(speech)  problems  can  be  reported  for  the  past  twelve 
months.  For  the  first  time  in  the  history  of  our  two  medi- 
cal schools,  full-time  audiologists  are  now  a reality.  In 
each  instance,  the  audiology  department  is  functioning  in 
cooperation  with  the  respective  speech  departments  (Uni- 
versity of  Virginia,  School  of  Speech),  (Medical  College 
of  Virginia,  Junior  League  Speech  Center),  thus  bring- 
ing nearer  to  fruition  the  key  functioning  units  as  pro- 
posed in  the  plan  of  the  Virginia  Hearing  Foundation  as 
announced  by  Doctor  F.  I).  Woodward  in  1951.  (See  pre- 
vious reports.) 


The  recent  survey  conducted  by  the  speech  and  hearing 
therapists  of  the  Richmond  Public  Schools,  in  cooperation 
^vith  the  Junior  League  Speech  Center  Volunteers,  is  an 
encouraging  feature,  indicating  a growing  interest  in  the 
program.  Of  1,222  pupils  in  the  second  thru  sixth  grade 
given  individual  hearing  and  speech  tests,  143  or  11.7 
percent  showed  speech  defects;  and  91,  representing  7.4 
percent,  showed  impaired  hearing.  It  is  hoped  that  other 
such  surveys  can  he  made  throughout  the  state  in  the 
near  future.  p Pastore,  Chairman 

Neil  Callahan 
James  Gorman 
Fred  Hamlin 
J.  H.  Hopkins 
Francis  McGovern 
Grant  Preston 
Fletcher  Woodward 


To  Assist  the  American  Diabetes  Association 

For  several  years  the  National  Society,  American  Dia- 
betes Association,  has  sponsored  a designated  week  in 
November  for  Diabetes  Detection  and  more  recently  Edu- 
cation. AH  of  the  campaigns  have  been  put  on  by  local 
societies  of  organized  medicine.  It  has  been  through  the 
approval  and  active  support  of  the  local  society  members 
that  the  work  has  been  done.  No  funds  have  been  so- 
licited and  the  purpose  of  the  campaigns  have  been  to 
focus  attention  on  Diabetes;  to  have  the  old  patients  re- 
turn to  their  doctors  as  indicated;  and  to  find  new  dia- 
betics to  be  treated  by  their  own  doctors. 

This  committee  feels  that  Diabetes  is  an  important 
disease,  amenable  to  treatment,  and  approves  of  the  above 
campaigns  particularly  because  there  has  been  no  per- 
sonal notoriety  for  the  doctors  involved  and  no  drive  for 
funds  from  the  public.  It  represents  a reasonable  facet  of 


public  relations  of  the  medical  profession  that  seems  worth 
while. 

The  society  of  general  practitioners  in  Richmond  have 
agreed  to  examine,  free  of  charge,  the  urine  of  any  per- 
son which  is  brought  to  the  doctor’s  office  during  the 
week  of  the  drive  in  November.  The  Richmond  Academy 
of  Medicine  has  agreed  to  this  also.  This  committee  sug- 
gests that  The  Medical  Society  of  Virginia,  as  a whole, 
make  such  an  offer  to  the  public  and  requests  that  the 
delegates  approve  this  at  the  October  meeting. 

We  also  suggest  that  the  local  societies  make  full  use 
of  the  program  sponsored  by  the  National  Society  of  the 
•American  Diabetes  Association  which  has  nation  wide 
broadcasts  and  posters  and  other  publicity  agents. 

W.  Collier  Salley 
R.  C.  Crawford 
J.  G.  Willis 

U’li.LiAM  R.  Jordan,  Chairman 
Cerebral  Palsy 

During  the  past  year  considerable  progress  has  been 
made  in  the  care  of  cerebral  palsy  patients  in  the  state 
of  Virginia.  Many  of  these  clinics  have  been  run  in  con- 
junction with  the  orthopedic  or  crippled  children’s  clinics. 
The  number  of  cerebral  palsy  cases  cared  for  in  Arling- 
ton has  been  greatly  increased.  This  may  be  due  to  an 
increase  in  population  but  it  is  believed  to  be  due  chiefly 
to  a greater  interest.  The  latter  clinic  has  been  conducted 
by  Dr.  Allen  M.  Ferry,  an  orthopedic  surgeon  in  Northern 
Virginia.  In  the  Norfolk  area.  Dr.  Vann,  Jr.,  has  shown 
a great  interest  in  the  care  of  these  patients  and  they  ha\  e 
been  co-operating  very  favorably  with  volunteer  organ- 
izations in  that  area.  In  the  Richmond  clinic,  great 
progress  has  also  been  made.  In  all  of  the  clinics,  co- 
operation has  been  offered  by  neurologists  and  neuro- 
surgeons. 

Many  of  the  clinicians  in  the  Virginia  area  have  at- 
tended the  courses  given  by  Dr.  Pearlstein  in  Chicago. 
Some  of  the  men  have  been  particularly  interested,  in  the 
work  of  Dr.  Phelps  in  Baltimore,  and  have  traveled  to 
that  city  in  order  to  be  acquainted  with  the  newer  methods. 
This  has  helped  in  the  running  of  the  clinics  and  addition- 
al personnel  has  been  added  so  as  to  more  completely 
give  service  to  the  handicapped  child.  It  has  also  helped 
in  offering  home  service  to  these  patients  since  it  has 
assisted  in  offering  routines  of  home  instruction  given  by 
parents. 

The  Crippled  Children’s  Society  of  Virginia,  which 
takes  a great  interest  in  cerebral  palsy  cases,  has  been 
able  to  offer  financial  assistance.  This  has  been  chiefly 
directed  towards  acquiring  personnel  in  this  field.  In 
many  instances  the  cost  of  care  has  been  paid  by  the 
society.  The  state  crippled  children’s  program  is  also 
offering  hospitalization  and  services  for  these  patients. 
In  many  communities  volunteer  organizations  have  become 
greatly  interested  and  through  publicity  have  obtained 
funds  for  carrying  out  programs.  Generally  there  seems 
to  be  a nationwide  interest  in  cerebral  palsy,  greater  than 
has  ever  been  experienced  previously. 
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In  some  areas,  it  is  understood  that  new  programs  are 
underway.  In  as  much  as  there  is  not  enough  information 
at  this  time  regarding  these  new  set-ups,  publicity  will  be 
delayed  until  next  year.  Generally  the  outlook  is  much 
brighter,  for  the  care  of  these  patients. 

John  A.  Vann,  M.D.,  Norfolk 

Walter  O.  Ki.ingman,  M.D.,  Charlottesville 

Louise  F.  Galvin,  M.D.,  Richmond 

Roy  M.  Hoover,  M.D.,  Roanoke 

O.  Anderson  Engh,  \I.D.,  Alexandria,  Chairman 

Walter  Reed 

As  Chairman  of  the  Walter  Reed  Commission  I would 
like  to  submit  the  following  report: 

Mr.  Stanley  W.  Abbott  of  the  National  Historical  Serv- 


ices visited  me,  with  the  idea  of  the  government  taking 
over  Belroi  as  a national  shrine.  He  made  a survey  and 
inspection  of  the  property  and  estimated  that  it  would 
cost  the  government  $2500  to  $3000  a year  for  main- 
tenance. 

His  advice,  considering  the  limited  funds  available,  was 
to  keep  the  lawn  covered  with  some  hay  crop.  This  we 
have  proceeded  to  do. 

After  my  interview  with  Mr.  Abbott,  I do  not  think  we 
have  any  chance  of  the  United  States  Department  of  the 
Interior  National  Park  Service  taking  over  the  property 
as  a shrine  anytime  in  the  near  future. 

Richard  B.  Bowles,  M.D.,  Mathews 
Clarence  P.  Jones,  M.D.,  Newport  News 
H.  A.  Tabb,  M.D.,  Gloucester,  Chairman 


All  resolutions  presented  during  the  first  session  of  the  House  of 
Delegates  will  be  referred  to  the  Reference  Committee  for  considera- 
tion Monday  morning,  October  19,  at  9:30  a.  m.  (Location  to  be 
announced.)  The  meeting  is  open  to  all  members  of  The  Medical 
Society  of  Virginia. 


PR  TIP  OF  THE  MONTH 

Why  not  follow  the  suggestion  of  one  medical  society 
and  invite  your  state  senator  and  representatives  to  your 
county  society  meeting  in  the  near  future?  If  possible, 
request  them  to  say  a few  words.  Friendly  recognition 
by  the  physicians  in  their  area  helps  make  friends  of 
your  legislators. 
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SCIENTIFIC  EXHIBITS 


Progress  and  Gro’wth  of  the  Richmond  Blue  Shield  Plan. 
Virginia  Medical  Service  Association,  Richard  Ackart, 
M.D.,  Executive  Director,  Richmond,  Virginia. 

Survey  of  .Occident  and  Health  Coverages.  Richard  J. 
Eales,  Health  Insurance  Council,  New  York,  N.  Y. 

Tension  Headache.  Lester  S.  Bluinenthal,  M.D.,  Marvin 
Fuchs,  M.D.,  Washington,  D.  C. 

Techniques  in  Cardiovascular  Surgery.  Lewis  H. 
Bosher,  Jr.,  M.D.,  Richmond,  Virginia. 

Ballistocardiography  as  an  Office  Procedure.  1.  E.  Buff, 
M.D.,  Charleston,  West  Virginia. 

Emergencies  in  the  Neivhorn.  George  Cooper,  Jr.,  M.D., 
McLemore  Birdsong,  M.D.,  Randolph  Bradshaw,  M.D., 
Charlottesville,  Virginia. 

Duodenal  Intubation  in  Intestinal  Obstruction.  John  V\'. 
Devine,  M.D.,  John  W.  Devine,  Jr.,  M.D.,  Lynchburg, 
Virginia. 

Health  Council  Work.  Virginia  Council  on  Health  and 
Medical  Care,  Edgar  J.  Fisher,  Jr.,  Director,  Richmond, 
Virginia. 

Photographs  of  Eye  Pathology.  Charles  A.  Young,  M.D., 
Charles  A.  Young,  Jr.,  M.D.,  Newland  Wm.  Fountain, 
M.D.,  Roanoke,  Virginia. 

The  .Ilcoholic  Convulsion.  James  B.  Funkhouser,  M.D., 
Benedict  Nagler,  M.D.,  Nancy  Walke,  B.S.,  Richmond, 
Virginia. 

Recent  Methods  for  the  Prevention  of  Blindness  and 
Deafness.  E.  G.  Gill,  M.D.,  H.  L.  Bell,  M.D.,  Roanoke, 
Virginia. 

Plastic  Surgery.  Hunter  S.  Jackson,  M.D.,  Richmond, 
Virginia. 

Spontaneous  Pneumothorax.  Marcellus  A.  Johnson,  III, 
M.D.,  Roanoke,  Virginia. 

.Ibnormal  Bleeding  in  Gynecology — Its  Practical  Ap- 
proach and  Management.  Brock  D.  Jones,  Jr.,  M.D., 
Maria  Heilman,  M.D.,  Norfolk,  Virginia. 

Medical  Care  of  our  Older  Citizens.  E.  M.  Holmes,  Jr., 
M.D.,  M.P.H.,  Director  of  Public  Health,  Richmond,  Vir- 
ginia. 

Department  of  Mental  Hygiene  and  Hospitals.  Joseph 
E.  Barrett,  M.D.,  Richmond,  Virginia. 

Radical  Treatment  of  Pressure  Sores  in  Paraplegics. 
J.  Treacj'  O’Hanlan,  M.D.,  F.A.C.S.,  Woodrow  Wilson 
Rehabilitation  Center,  Waynesboro,  Virginia. 


Pathology,  Toxicology,  Identification  and  Criminology 
of  a .Medico-legal  Nature.  Department  of  Health,  Office 
of  the  Chief  Medical  Examiner,  Geoffrey  T.  Mann,  M.D., 
LL.B.,  Richmond,  Virginia. 

.I ngiocardiography  in  the  Diagnosis  of  Congenital  Heart 
Disease.  Carroll  A.  Peabody,  M.D.,  Hubert  E.  Batten, 

M. D.,  Lewis  H.  Bosher,  M.D.,  Richmond,  Virginia. 

I rn munization  in  Poliomyelitis.  Hart  E.  VanRiper,  M.D., 
National  Foundation  for  Infantile  Paralysis,  New  York, 

N.  Y. 

Industrial  Health — Small  Plants.  American  Medical 
Association,  Chicago,  Illinois. 

Diagnosis  and  Treatment  of  Some  Intracranial  Lesions. 
Edgar  N.  Weaver,  M.D.,  William  P.  Tice,  M.D.,  Charles 
H.  Peterson,  M.D.,  Allen  Barker,  M.D.,  Charles  D. 
Smith,  M.D.,  John  A.  Martin,  M.D.,  Roanoke,  Virginia. 

Plastic  Surgery.  Leroy  Smith,  M.D.,  Richmond,  Vir- 
ginia. 

Treat ment  of  Epilepsy.  Cary  Suter,  M.D.,  Charlottes- 
ville, Virginia. 

Salivary  Gland  Tumors.  John  L.  Thornton,  M.D., 
Gordon  R.  Hennigar,  M.D.,  Richmond,  Virginia. 

Surgical  Treatment  of  Ulcerative  Colitis.  George  D. 
Vaughan,  M.D.,  Harry  E.  Bacon,  M.D.,  Howard  D. 
Trimpi,  M.D.,  Medical  College  of  Virginia,  Temple  Uni- 
versity of  Medicine. 

Medical  I'isual  .lids  in  Latex.  Theodore  N.  Webster, 
Washington,  D.  C. 

Clinical  Electroencephalography — N eox  Recording  Tech- 
niques .4nd  Diagnostic  Procedures.  Isadore  Samuel  Zfass, 
M.D.,  Richmond,  Virginia. 

Pulmonary  Insufficiency  in  the  Nevi'born.  Helen  L.  Mor- 
ton, M.D.,  Gordon  R.  Hennigar,  M.D.,  Lee  E.  Sutton, 
M.D.,  Richmond,  Virginia. 

Retroperitoneal  Pneumonography.  John  E.  Hill,  M.D., 
A.  1.  Dodson,  Jr.,  M.D.,  Joseph  \\'.  Hooper,  Jr.,  M.D., 
Richmond,  Virginia. 

Diagnosis  and  Surgical  Implications  of  Segmental 
T hrombosis  In  the  Lovier  Extremities.  Eugene  L.  Lowen- 
berg,  M.D.,  Philip  B.  Parsons,  M.D.,  Joe  Lee  Frank,  Jr., 
M.D.,  Norfolk,  Virginia. 

Insulin  Reactions.  Robert  K.  Maddock,  M.D.,  Norfolk, 
Virginia,  and  Leo  P.  Krall,  M.D.,  Boston,  Massachusetts. 
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TECHNICAL  EXHIBITS 


All  exhibits,  both  technical  and  scientific,  will  be  set  up 
in  the  Basement  of  the  Hotel  Roanoke.  The  following  is 
a list  of  technical  exhibitors  with  a brief  description  of 
each  exhibit: 

Booth  No.  1 

Zimmer  Manufacturing  Company 
Warsaw,  Indiana 

Please  come  by  the  Zimmer  booth  to  see  the  latest  de- 
velopments in  Fracture  and  Orthopedic  Appliances.  Many 
new  items  have  been  added  for  the  general  practitioner 
as  well  as  the  othopedic  surgeon.  Both  George  and  Har- 
ley Baxter,  distributors,  will  be  on  hand  to  welcome  you 
and  answer  any  of  your  fracture  or  orthopedic  problems. 

Booth  No.  2 

Mead  Johnson  & Company 
Evansville,  Indiana 

.Mead  Johnson  & Company  will  feature  Dextri-Maltose, 
the  carbohydrate  of  choice  in  infant  formulas;  Lactum, 
.Mead’s  complete  liquid  formula;  and  Olac,  Mead’s  com- 
plete powdered  formula.  Also  to  be  featured  will  be 
Natalins,  the  new  smaller  prenatal  capsule;  vitamin 
products  for  infants  and  children,  Poly-Vi-Sol,  Tri-Vi-Sol 
and  Mulcin;  and  the  four  Pablum  Cereals. 

Representatives  in  attendance  will  be  glad  to  furnish 
information  regarding  the  above  products. 

Booth  No.  3 

Doho  Chemical  Corporation 
New  York,  New  York 

lloho  Chemical  Corporation  is  pleased  to  exhibit 
Aural(/an,  the  ear  medication  for  the  relief  of  pain  in 
Otitis  Media  and  retnoval  of  cerumen;  Rhinalgan,  the 
nasal  decongrestant  which  is  free  from  systemic  or  cir- 
culatory effect  and  equally  safe  to  use  on  infants  as  well 
as  the  aged;  and  the  AVtc  Otosmosan,  the  effective,  non- 
toxic ear  medication  which  is  Fungicidal  and  Bacteri- 
cidal (gram  negative-gram  positive)  in  the  suppurative 
and  aural  dermatomycotic  ears.  Mallon  Chemical  Cor- 
poration, subsidiary  of  the  Doho  Chemical  Corporation,  is 
also  featuring  Reclalgan,  the  liquid  topical  anesthesia, 
also  Bactericidal  and  Fungicidal  for  control  of  secondary 
invaders. 

Booth  No.  4 

VanPelt  and  Brown,  Incorporated 
Richmond,  Virginia 

VanPelt  and  Brown  extend  a cordial  invitation  to  visit 
their  exhibit  where  representatives  will  be  happy  to 
answer  questions  and  supply  clinical  samples  of  their 
products. 

Booth  No.  S 

Powers  and  Anderson,  Incorporated 
Richmond,  Virginia 

It  is  our  pleasure  to  invite  all  members  of  the  Society 
and  their  families  and  guests  to  v’isit  with  us  at  our 
booth  where  we  will  show  the  latest  in  equipment  and 


supplies  of  interest  to  the  physician.  We  will  have  in 
attendance  several  of  our  salesmen  from  various  parts 
of  the  State  who  will  be  pleased  to  see  all  visitors. 

Booth  No.  6 

Parke,  Davis  & Company 
Detroit,  Michigan 

.■\  cordial  welcome  awaits  you  at  the  Parke-Davis 
booth.  Members  of  our  Medical  Service  Staff  will  be  on 
hand  to  greet  you  and  discuss  any  of  our  products  in 
which  you  may  be  particularly  interested. 

Booth  No.  7 

A.  H.  Robins  Company,  Incorporated 
Richmond,  Virginia 

Featured  prescription  specialties  at  the  Robins  booth 
are  the  outstanding  artitussive-expectorant  Robitussin, 
the  analgesic-sedative  Phenaphen  and  Phenaphen  with 
Codeine,  and  the  effective  Skeletal-muscle  relaxant 
Mephate.  Robins  medical  service  representatives  will  be 
in  attendance  at  all  times  to  discuss  these  and  other  Robins 
products  with  physicians  attending  the  meeting. 

Booth  No.  8 

U.  S.  Vitamin  Corporation 
New  York,  New  York 

See  the  “oil-in-water”  demonstration  of  liposoluble 
vitamins  A and  D made  completely  water  soluble  ...  a 
vitamin  technical  achievement  originated  and  developed 
by  the  U.  S.  Vitamin  Corporation  Research  Laboratories. 

Three  pharmaceutical  firsts  . . . Vi-Syneral  Vitamin 
Drops — multivitamins  in  drops  solution;  Vi-Syneral  In- 
jectable— multivitamin  parenteral  solution  and  now  Vi- 
Aquamin — aqueous  vitamins  and  minerals  in  a single 
capsule. 

We  cordially  invite  you  to  our  booth  for  detailed  litera- 
ture and  professional  samples. 

Booth  No.  9 

W.  B.  Saunders  Company 
Philadelphia,  Pennsylvania 

Your  Virginia  Saunders  man,  Earl  Dunham,  will  again 
be  on  hand  with  all  our  books  of  interest  to  practicing 
physicians.  Among  the  newer  ones:  Bakwin  & Bakwin’s 
Clinical  Management  of  Behavior  Disorders  in  Children; 
Parsons  & Unfelder’s  Atlas  of  Pelvic  Operations;  Ameri- 
can Medical  Association’s  Fundamentals  of  Anesthesia; 
Gross’  Surgery  of  Infancy  and  Childhood;  and  many 
more. 

Included  too  will  be  all  Saunders  standards  such  as 
the  Medical  and  Surgical  Clinics  of  North  America. 

Booth  No.  10 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 

You  are  cordially  invited  to  visit  the  Lilly  exhibit. 
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Antibiotics,  cardiac  drugs,  and  antihistamines  are  featured 
in  the  display.  Lilly  salesman  will  welcome  your  ques- 
tions about  these  and  other  recent  therapeutic  develop- 
ments. 

Booth  No.  11 

Peoples  Drug  Stores,  Incorporated 
Washington,  D.  C. 

Peoples  Drug  Stores  are  deeply  grateful  to  the  physi- 
cians of  Virginia  for  their  continued  cooperation  and 
support.  The  members  of  The  Medical  Society  of  Vir- 
ginia, in  attendance  at  the  annual  meeting  in  Roanoke, 
are  cordially  invited  to  visit  our  booth.  Representatives 
of  our  Company  will  be  on  hand  to  greet  you  and  furnish 
information  concerning  the  professional  services  offered 
to  physicians. 

Booth  No.  12 

Richmond  Surgical  Supply  Company 
Richmond,  Virginia 

This  Company  will  display  some  of  the  more  interesting 
recent  advancements  in  medical  and  surgical  supplies 
and  equipment. 

Booth  No.  13 
A.  S.  Aloe  Company 
Washington,  D.  C. 

As  always,  considering  the  needs  of  the  doctor  and  the 
hospital,  we  offer  the  finest  and  latest  in  equipment  and 
supplies. 

Complete  selection  of  Treatment,  Office  and  Waiting 
Room  Furniture,  X-Ray,  Diathermy,  Basal  Metabolors, 
E.K.G.,  Diagnostic  and  Surgical  Instruments  and  Supplies. 

We  are  as  close  as  your  ’phone.  A well  trained  repre- 
sentative will  be  glad  to  visit  and  discuss  your  needs 
with  you. 

Booth  No.  14 

General  Electric  Company 
X-Ray  Department 
Milwaukee,  Wisconsin 

The  General  Electric  Company,  X-Ray  Division,  will 
feature  their  new  Direct  Writing  Electrocardiograph. 
New  x-ray  accessory  supply  items  will  also  be  shown. 
The  exhibit  will  be  attended  by  their  Virginia  Sales 
representatives. 

Booth  No.  15 

Chicago  Pharmacal  Company 
Chicago,  Illinois 

Mr.  Rudd  Rowan,  Virginia  representative,  welcomes 
your  visit  to  our  booth,  which  features  the  following 
Chimedic  products:  Urised,  nationally-known  tablet  for 
the  relief  of  cystitis;  Tolyphy,  the  improved  spasmolysis 
formula  in  both  tablet  and  elixir  form;  Manncor,  a com- 
plete therapeutic  formula  for  hypertension  and  capillary 
fragility;  as  well  as  other  specialties  in  the  injectable, 
liquid, 'and  ointment  line. 

Booth  No.  17 

; * Kloman  Instrument  Company 
Alexandria,  Virginia 

The  Kloman  Instrument  Company  will  exhibit  the  very 


latest  equipment,  instruments  and  supplies  dedicated  to 
serving  the  modern  physician;  the  equipment  will  include 
examining  room  furniture  and  the  latest  in  physical 
therapy  equipment  plus  many  new  items  which  have  not 
as  yet  been  nationally  advertised  and  the  instruments  will 
include  a complete  diagnostic  grouping  and  allied  items. 

Booth  No.  18 

Lederle  Laboratories  Division 

American  Cyanamid  Company 
New  York,  New  York 

You  are  cordially  invited  to  visit  our  exhibit  where  you 
will  find  our  representatives  prepared  to  give  you  the 
latest  information  on  LEDERLE  products. 

Booth  No.  19 

Ayerst,  McKenna  & Harrison 
New  York,  New  York 

Booth  No.  20 
The  Stuart  Company 
Chicago,  Illinois 

You  are  cordially  invited  to  visit  our  exhibit  where 
you  will  find  our  representatives  prepared  to  give  you 
the  latest  information  on  Stuart  products. 

Booth  No.  21 

The  National  Drug  Company 
Philadelphia,  Pennsylvania 

The  National  Drug  Company  cordially  invites  you  to 
visit  their  booth.  Dimethylane,  AVC  Improved  and  Resion 
will  be  displayed.  Dimethylane  is  a new,  versatile  com- 
pound for  controlling  symptoms  of  dysmenorrhea,  the 
menopause,  and  associated  tension  states.  AVC  Improved 
is  effective  against  an  extremely  wide  range  of  vaginal 
tract  infections.  Resion  offers  a more  rapid  and  more  com- 
plete control  of  diarrhea  in  infants  and  adults;  also  for 
controlling  nausea  of  pregnancy,  food  poisoning  and 
enteric  infections. 

Booth  No.  23 
The  Borden  Company 
New  York,  New’  York 

There's  no  better  place  to  talk  over  the  latest  informa- 
tion on  infant  feeding  than  the  Borden  Prescription 
Products  booth.  On  display  is  the  complete  line  of  Bor- 
den’s infant  formula  products  for  every  feeding  purpose 
or  preference.  You  can  feed  almost  any  baby  Bremil, 
Mult-Soy,  Dryco,  or  B'tolac. 

Booth  No.  24 

Sharp  & Dohme,  Incorporated 
Philadelphia,  Pennsylvania 

Research  data  relative  to  oral  penicillin  therapy  is 
featured  at  the  Sharp  & Dohme  technical  display.  The 
exhibit  endeavors  to  justify  reliance  on  oral  penicillin 
for  the  therapy  of  the  majority  of  penicillin  treatable  in- 
fections, excluding  fulminating  diseases  requiring  hos- 
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pitalization.  A resume  on  the  intestinal  bacteriostatic 
agents  ‘Sulfasuxidine’  and  ‘Sulfathalidine’  completes  the 
exhibit.  Expertly  trained  personnel  will  be  present  to 
discuss  these  observations. 

Booth  No.  25 

Beech-Nut  Packing  Company 
New  York,  New  York 

The  Beech-Nut  Packing  Company  will  again  display  its 
fine  variety  of  Strained  and  Junior  Baby  Foods.  In  ad- 
dition they  are  proud  to  present  an  innovation  in  the  form 
of  a 4-ounce  box  for  the  cereals.  This  has  been  accom- 
plished for  the  convenience  of  the  mothers  and  insurance 
of  an  always-fresh  product  for  the  babies. 

Booth  No.  26 
Abbott  Laboratories 
Baltimore,  Maryland 

Abbott  Laboratories  will  display  PENTOTHAL® 
Sodium  (Sterile  Thiopental  Sodium,  Abbott)  the  safe, 
short  acting  barbiturate  for  effective  use  as  a primary  or 
secondary  agent  in  anesthesia.  Pentothal  administered 
intravenously  has  acquired  a world  reputation  because  of 
certain  decided  advantages:  Induction  is  rapid,  smooth, 
easy.  Moment-to-moment  control  is  possible  during  main- 
tenance. Recovery  is  short  and  pleasant.  Incidence  of 
post-operative  complications  is  low.  Explosion  and  fire 
hazard  is  eliminated.  Conservation  of  hospital  bed  space 
and  personnel  is  possible  because  many  minor  and  short 
operative  procedures  can  be  managed  in  an  out-patient 
department.  The  properties  of  Pentothal  are  discussed  in 
2,000  world  reports  during  the  past  19  years. 

Booths  No.  27  and  28 
The  American  Tobacco  Company 
Richmond,  Virginia 

The  Research  Laboratory  of  The  American  Tobacco 
Company  will  demonstrate  an  automatic  smoking  ma- 
chine specially  designed  to  facilitate  investigations  of  the 
properties  of  tobacco  smoke.  This  machine  simulates 
human  smoking  and  makes  possible  a reproducible  col- 
lection of  smoke  for  anlaysis.  Through  basic  research  in 
this  field,  means  have  been  found  for  the  scientific  selec- 
tion of  tobaccos  and  the  control  of  quality  in  manufacture 
of  LUCKY  STRIKE  cigarettes. 

Booth  No.  29 

Physicians  Products  Company,  Incorporated 
Petersburg,  Virginia 

The  Members  of  The  Medical  Society  of  Virginia,  their 
families,  and  their  guests,  are  cordially  invited  to  stop 
by  and  visit  with  the  representatives  in  attendance  at  the 
Physicians  Products  Company’s  Display  Booth.  Our  dis- 
play will  feature  our  line  of  original  Honey-sulfonamide 
suspensions  and  other  products  of  interest  to  practicing 
physicians. 


Booth  No.  30 
Schering  Corporation 
Bloomfield,  New  Jersey 

Members  of  The  Medical  Society  of  Virginia  and  their 
guests  are  cordially  invited  to  visit  the  Schering  exhibit 
where  new  therapeutic  developments  will  be  featured. 

Schering  representatives  will  be  present  to  welcome  you 
and  to  discuss  with  you  these  products  of  our  manufacture. 

Booth  No.  31 

The  Dominion  Laboratories 
Richmond,  Virginia 

The  profession  is  cordially  invited  to  visit  the  Dominion 
booth  where  a representative  will  be  pleased  to  discuss 
Dominion  products  and  supply  literature  describing  many 
«f  our  specialties,  Barbamin  . . . 

Camate,  a new  choice  among  analgesic  and  antipyretic 
drugs  will  be  featured  as  an  antirheumatic;  an  aid  in 
therapy  of  arthralgia,  myalgia,  dysmenorrhea,  headache, 
etc. 

Booth  No.  32 

Ciba  Pharmaceutical  Products,  Incorporated 
Summit,  New  Jersey 

Ciba's  exhibit  features  two  new  agents  for  more  effec- 
tive management  of  hypertensive  disorders — Regitine,  for 
simple  and  accurate  diagnosis  of  hypertension  produced 
by  pheochromocytoma — A presoline,  an  agent  of  choice  for 
gradual  sustained  lowering  of  blood  pressure. 

You  are  invited  to  visit  the  Ciba  booth  for  literature 
on  A presoline  and  Regitine. 

Booth  No.  33 
Algro  Corporation 
Richmond,  Virginia 

Booth  No.  34 

Tablerock  Laboratories,  Incorporated 
Greenville,  South  Carolina 

Booth  No.  35 

Valentine  Company,  Incorporated 
Richmond,  Virginia 

The  Valentine  exhibit  will  feature  its  new  non  soluble 
buffer  antacid,  Acichek.  Other  products  to  be  exhibited 
are  Falt‘wobarb,  Multivitamin  Capsules,  Valentine’s  Meat 
Extract,  Liver  Extracts,  Hematinic,  liquid  and  tablets  and 
Valocell.  Physicians  and  their  families  are  cordially  in- 
vited to  visit  the  Valentine  booth. 

Booth  No.  36 
Pet  Milk  Company 
St.  Louis,  Missouri 

Specially  trained  representatives  will  be  in  attendance 
to  discuss  the  use  of  Pet  Evaporated  Milk  in  infant  feed- 
ing and  Pet  Nonfat  Dry  Milk  for  high  protein  diets.  A 
variety  of  services  that  are  time-savers  for  busy  physi- 
cians will  be  furnished  on  request.  Miniature  Pet  Milk 
cans  will  be  given  to  visitors  at  the  exhibit. 
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Booth  No.  37 

Burroughs  Wellcome  & Company  (U.S.A.)  Inc. 
Tuckahoe,  New  York 


TRILOID’®  brand  TRICYCLAMOL 

COMPRESSED,  SUGAR-COATED 

For  Peptic  Ulcers  and  Gastrointestinal  Spasm 

‘AERODRIN’  brand  INTRANASAL 
I w.  t CO  SOLUTION 

• Decongestion  without  stimulation 

• Broad-spectrum  antisepsis 


Booth  No.  39 

Churchill  Pharmaceutical  Company 
Richmond,  Virginia 


Booth  No.  40 
Camel  Cigarettes 
New  York,  New  York 

Camel  Cigarettes  will  mark  your  initials  on  an  attrac- 
tive plastic  cigarette  case  filled  with  a package  of  those 
mild,  flavorful  CAMELS.  This  exhibit  features  a display 
of  some  of  the  tobaccos  used  in  blending  this  famous 
cigarette  which  outsells  all  other  brands  by  many  billions 
of  cigarettes  per  year. 


Booth  No.  41 
M & R Laboratories 
Columbus,  Ohio 

Your  SIMILAC  representatives  are  happy  to  take  part 
in  this  meeting.  They  are  pleased  to  have  the  opportunity 
to  discuss  with  you  the  role  of  SIMILAC  in  infant  feed- 
ing. They  have  for  you  the  latest  Pediatric  Research 
Conference  Reports.  Also  available  are  current  reprints 
of  pediatric  nutritional  interest. 


Booth  No.  42 

Winthrop-Stearns,  Incorporated 
New  York,  New  York 

Winthrop-Stearns  invite  you  to  visit  their  booth  where 
the  following  products  will  be  featured — Fergon  Plus,  a 
combination  of  the  important  anti-anemia  factors.  Vita- 
min Bi2,  Folic  Acid,  Ferrous  Gluconate  and  Ascorbic  Acid; 
Alevaire,  nontoxic  inhalant  which  thins  sticky  pulmonary 
secretions  in  bronchitis,  bronchiectasis,  and  neo-natal 
asphyxia;  Apolamine,  new  synergistic  compound  for  more 
efficient  control  of  nausea  and  vomiting  due  to  pregnancy, 
radiation  sickness,  and  other  causes;  Mebaroin,  efficient, 
well  tolerated  antiepileptic  combination  of  Mebaral  and 
diphenylhydantoin. 


Booth  No.  43 

Jones  & Vaughan,  Incorporated 
Richmond,  Virginia 

Jones  & Vaughan  extends  to  you  a cordial  invitation  to 
visit  their  booth.  Here  will  be  featured  our  complete  line 
of  prescription  specialties. 


Booth  No.  44 

Sandoz  Pharmaceuticals 
New  York,  New  York 

Cafergot  the  first  effective  oral  therapy  for  migraine 
and  related  vascular  headache — clinically  proven  in 
thousands  of  reported  cases  since  1949. 

Bellcrgal  valuable  as  an  autonomic  inhibitor  in  a variety 
of  functional  ills — the  volume  of  favorable  clinical  re- 
ports is  constantly  increasing. 

Hydergine  a new  approach  and  new  product  for  hyper- 
tension and  peripheral  vascular  diseases. 

Fiorinal  a new  approach  to  therapy  of  tension  headache 
and  other  head  pain  due  to  sinusitis  and  myalgia. 

A variety  of  Informational  brochures  will  be  available 
and  our  representatives  will  be  happy  to  provide  full  in- 
form,ation  concerning  the  above  and  other  ethical  pharma- 
ceutical products  of  the  Sandoz  organization. 


Booth  No.  45 

C.  B.  Fleet  Company,  Incorporated 
Lynchburg,  Virginia 

C.  B.  Fleet  Company  cordially  invites  you  to  see  the 
exhibit  of  Phospho-Soda  (Fleet).  Phospho-Soda  (Fleet) 
is  a solution  containing  in  each  100  cc.  sodium  biphosphate 
48  gm.  and  sodium  phosphate  18  gm. 

Phospho-Soda  (Fleet)  over  the  years  has  won  discrim- 
inating preference  by  thousands  of  physicians — because 
of  its  controlled  action — its  freedom  from  undesirable 
side  effect — and  its  ease  of  administration. 

There  is  only  one  Phospho-Soda  (Fleet). 


Booth  No.  46 

Wm.  P.  Poythress  & Company,  Incorporated 
Richmond,  Virginia 

You  are  cordially  invited  to  visit  the  Poythress  exhibit. 
It  will  feature  Trocinate,  an  antispasmodic  drug  of  ex- 
ceptional potency  and  extremely  low  toxicity.  Also  featured 
will  be  the  well  known  proprietary  specialties,  Solfoton, 
T.C.S.  and  Panalgesic. 

Mr.  A.  Carter  Jones  will  be  in  attendance. 


Booth  No.  47 
E.  R.  Squibb  & Sons 
New  York,  New  York 

New  Squibb  products,  and  new  brochures  of  useful 
interest  to  you  on  products  already  introduced,  will  be 
featured  at  our  booth. 

As  in  former  years,  your  Squibb  representative  again 
cordially  invites  you  to  visit  the  S(|uibb  booth. 
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Booth  No.  48 

Ortho  Pharmaceutical  Corporation 
Raritan,  New  Jersey 

Ortho  cordially  invites  you  to  visit  their  exhibit.  The 
Ortho  display  will  feature  Preceptin  ® vaginal  gel,  their 
new  product  for  conception  control  designed  for  use  with- 
out a vaginal  diaphragm.  Preceptin  vaginal  gel  has 
achieved  an  outstanding  record  of  clinical  effectiveness 
and  has  been  widely  acclaimed  by  the  medical  profession. 
Your  inquiries  on  Preceptin  vaginal  gel  are  invited. 

Booth  No.  49 

Abbitt  Pharmaco,  Incorporated 
Newport  News,  Virginia 

Your  membership  has  been  most  cordial  to  our  repre- 
sentatives and  it  is  with  true  pride  that  we  anticipate  the 
privilege  of  exhibiting  and  discussing  our  ethically  pro- 
moted products  which  we  will  limit  to  our  highly  ac- 
cepted Vitamin-Mineral  tapered  capsule,  Lactol,  Abborate 
and  Bellapenta,  in  both  the  tablet  and  the  elixir. 

May  this  convention  be  the  best  yet. 

Booth  No.  50 

Meridian  Electronic  Equipment  Company 
Richmond,  Virginia 

This  year.  Meridian  Electronic  Equipment  Company 
presents  the  most  recent  developments  in  magnetic  record- 
ing equipment,  High  Fidelity  music  equipment,  intercom- 
munication systems,  paging  and  nurses  call  systems.  All 
of  this  equipment,  manufactured  by  the  leading  firms  in 


the  industry,  is  available  through  Meridian,  who  main- 
tain complete  engineering  and  service  facilities. 

Booth  No.  SI 

The  Baker  Laboratories,  Incorporated 
Cleveland,  Ohio 

You  are  cordially  invited  to  visit  our  booth  where  medi- 
cal service  representatives  will  be  glad  to  discuss  with 
you  the  clinical  application  of  Baker’s  Modified  Milk  and 
Varamel,  two  outstanding  products  that  are  making  new 
progress  in  successful  infant  feeding. 

Booth  No.  52 

G.  D.  Searle  & Company 
Chicago,  Illinois 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer  any 
questions  regarding  Searle  Products  of  Research. 

Featured  will  be  Vallestril,  the  new  synthetic  estrogen 
with  extremely  low  incidence  of  side  reactions;  Banthine 
and  Pro-Banthine,  the  standards  in  anti-cholinergic 
therapy;  and  Dramamine,  for  the  prevention  and  treat- 
ment of  motion  sickness  and  other  nauseas. 

Booth  No.  53 

The  Coca-Cola  Company 
New  York,  New  York 

Ice  cold  Coca-Cola  served  through  the  courtesy  and 
cooperation  of  the  Roanoke  Coca-Cola  Bottling  Works, 
Incorporated,  and  The  Coca-Cola  Company. 


THE  PLAQUE  “TO  ALL  MY  PATIENTS”  which  encouraged  patients  to 
discuss  fees  with  the  doctor,  so  impressed  Mr.  Donald  K.  Carroll,  Chairman 
of  the  Public  Relations  Committee  for  the  Florida  Bar,  that  he  is  planning 
to  use  a similar  idea  for  display  in  lawyers’  offices.  Mr.  Carroll  expressed 
great  admiration  for  the  public  relations  job  which  is  being  done  by  the 
medical  profession. 

Florida  Medical  Association 
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DELEGATES  TO  1953  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Where  no  name  is  listed,  it 

is  indicative  that  no  delegate 

Delegates 

Alternates 

or  alternate  was  reported. 

Delegates 

Alternates 

Floyd 

Fourth  District 

Accomack 

Dr.  John  G.  Graziani 

Dr.  Thomas  G.  Hardy 

Hr.  Joseph  I..  DeC'ormis 

Dr.  Belle  D.  Fears 

Dr.  L.  H.  Bracey 

Dr.  H.  H.  Braxton 

Albemarle 

Dr.  J.  T.  O’Neal 

Dr.  Meade  Edmunds 

Dr.  J.  M.  Habel 

Dr.  Carney  Pearce 

Dr.  McLernore  Birdsong 

Dr.  B.  S.  Leavell 

Dr.  E.  M.  Bane 

Dr.  W.  B.  Bishop 

Dr.  T.  S.  Edwards 

Dr.  A.  P.  Booker 

Dr.  J.  R.  Morris 

Dr.  J.  B.  Twyman 

Fredericksburg 

Dr.  D.  C.  Wilson 

Dr.  W.  O.  Klingman 

Dr.  D.  W.  Scott,  Jr. 

Dr.  Lee  Earnhardt,  Jr. 

Dr.  F.  D.  Daniel 

Dr.  A.  M.  Smith,  Jr. 

Dr.  John  Smoot 

Dr.  R.  D.  Herring,  Jr. 

Dr.  W.  E.  Moody 

Halifax 

Alexandria 

Dr.  Ben  C.  Jones,  Jr. 

Dr.  James  W.  Love 

Alleghany-Bath 

Dr.  H.  G.  Hudnall 

Dr.  I.  T.  Hornbarger 

Dr.  John  .\.  Sims 

Dr.  Charles  V.  .Arnole 

Dr.  Allen  LeHew 

Dr.  S.  P.  Hileman 

Dr.  N.  H.  Wooding 

Hampton 

Dr.  Frank  A.  Kearney 

Hanover 

Dr.  James  D.  Hamner 

Dr.  Oscar  W.  Ward,  Ji 

Amherst-Nelson 

Dr.  Lyddane  Miller 

Dr.  Julio  Jimenez 

James  River 

Dr.  W.  A.  Pennington 

Dr.  Garland  Dyches 

Arlington 

Dr.  J.  H.  Yeatman 

Dr.  E.  B.  Nuchols 

Dr.  A.  C.  Whitley 

Dr.  Nash  Snead 

Dr.  Harry  C.  Bates 

Dr.  W.  C.  Welburn 

Dr.  John  T.  Hazel 

Dr.  J.  E.  Payne 

Lee 

Augusta 

Dr.  Alex  F.  Robertson 

Dr.  Guy  R.  Fisher 

Dr.  Thomas  G.  Bell 

Dr.  Charles  L.  Savage 

Dr.  G.  B.  Setzler 

Loudoun 

Dr.  Roy  B.  Sampson 

Dr.  T.  S.  Ely 

Bedford 

Dr.  C.  R.  Titus 

Botetourt 

Dr.  W.  V.  Rucker 

Louisa 

Dr.  John  W.  Barnard 

Lynchburg 

Buchanan-Dickenson 

Dr.  George  B.  Craddock 
Dr.  Harold  L.  Riley 

Dr.  John  W.  Davis,  Jr. 
Dr.  Clarence  E.  Keefer 

Dr.  T.  C.  Sutherland 

Dr.  J.  C.  Moore 

Mid-Tidewater 

Dr.  J.  P.  Williams 

Charlotte 

Dr.  J.  P.  Sutherland 

Dr.  H.  A.  Tabb 

Dr.  T.  L.  Groves 

Dr.  James  Smith 

Dr.  A.  L.  VanNarne,  Jr. 

Culpeper 

Dr.  R.  D.  Bates 

Dr.  R.  B.  Bowles 

Dr.  J.  R.  Gill 

Dr.  J.  B.  Jones 

Dr.  0.  K.  Burnette 

Dr.  Joseph  W.  Chinn 

Dr.  J.  M.  Gouldin 

Danville-Pittsylvania 

Dr.  J.  J.  Neal 

Dr.  H.  J.  Langston 

Dr.  J.  J.  Marsella 

Dr.  S.  C.  Hall,  Jr. 

Dr.  A.  W.  Lewis,  Sr. 

Dr.  J.  R.  Parker 

Norfolk 

Dr.  W.  H.  Hosfield 

Fairfax 

Dr.  R.  M.  Cox 

Dr.  George  A.  Duncan 

Dr.  John  O.  Rydeen 

Dr.  William  S.  Hotchkis 

Dr.  J.  D.  Zylman 

Dr.  Emanuel  Newman 

Dr.  Kalford  W.  Howard 

Dr.  Forrest  P.  White 

Fauquier 

Dr.  Robert  L.  Payne,  Jr. 
Dr.  W.  H.  Whitmore 

Dr.  John  G.  Sellers 

Dr.  John  H.  Hill 

Dr.  Stuart  McBryde 

Dr.  Wade  Payne 

D".  John  .Alexander 

Dr.  Robert  E.  McAlpine 
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Delegates  Alternates 

Northampton 

Dr.  William  J.  Sturgis,  Jr. 

Northern  Neck 
Dr.  J.  Motley  Booker 


Dr.  A.  B.  Gravatt,  Jr. 

Dr. 

Melvin  Lamberth 

Dr.  Paul  C.  Pearson 

Dr. 

H.  E.  Sisson 

Dr.  C.  Y.  Griffith 

Dr. 

E.  T.  Ames 

Northern  Virginia 

Dr.  Harold  W.  Miller 

Dr. 

F.  W.  Gearing,  Jr. 

Dr.  C.  L.  Riley 

Dr. 

James  A.  Miller 

Dr.  Frank  Tappan 

Dr. 

C.  H.  Iden 

Dr.  Elliott  Haley 

Dr. 

Raymond  K.  Butler 

Dr.  John  P.  Snead 

Dr. 

Edwin  M.  Eastham,  Jr. 

Dr.  George  Long 

Dr. 

M.  J.  W.  White 

Orange 

Patrick-Henry 

Dr.  H.  M.  Price 

Dr. 

J.  H.  Irby 

Dr.  B.  A.  Hopkins 

Dr. 

W.  N.  Thompson 

Princess  Anne 

Dr.  Ira  L.  Hancock 

Dr. 

Ralph  A.  Stata 

Richmond  Academy 

Dr.  Charles  L.  Outland 

Dr. 

W.  R.  Morton 

Dr.  William  R.  Hill 

Dr. 

Carrington  Williams, 

Dr.  Wellfford  C.  Reed 

Dr. 

Jr- 

Weir  Tucker 

Dr.  W.  Linwood  Ball 

Dr. 

St.  George  Tucker 

Dr.  Benjamin  W.  Rawles, 

Dr. 

Walter  Buffey 

Jr. 

Dr.  Charles  M.  Nelson 

Dr. 

Virgil  May 

Dr.  R.  D.  Butterworth 

Dr. 

Robley  Bates 

Dr.  Kinloch  Nelson 

Dr. 

J.  0.  Burke 

Dr.  Paul  D.  Camp 

Dr. 

Emily  Gardner 

Dr.  ..\dney  K.  Sutphin 

Dr.  William  H.  Higgins, 

Dr. 

W.  H.  Harris,  Jr. 

Jr. 

Dr.  William  A.  ^'oung 

Dr. 

Fleming  Gill 

Delegates 

Alternates 

Roanoke  Academy 

Dr.  C.  D.  Nofsinger 

Dr.  Hugh  J.  Hagan 

Dr.  Allen  Barker 

Dr,  Hugh  H.  Trout,  Jr. 

Dr.  John  E.  Gardner 

Dr.  E.  Berkeley  Neal  ' 

Dr.  M.  A.  Johnson,  III 

Dr.  H.  B.  Stone,  Jr. 

Dr.  R.  S.  Hutcheson,  Jr. 

Dr.  Charles  M.  Irvin 

Dr.  David  S.  Garner 

Dr.  George  S.  Hurt 

Rockbridge 

Rockingham 

Dr.  Hollen  G.  Helbert 

Dr.  J.  C.  Harshbarger 

Russell 

Dr.  Robert  F.  Gillespie 

Dr.  W.  C.  Elliott 

Scott 

Southwestern  Virginia 

Dr.  V.  J.  Cox 

Dr.  W.  A.  Porter 

Dr.  E.  L.  Bagby 

Dr.  S.  A.  Tuck 

Dr.  Joseph  Coates 

Dr.  W.  V.  Harrison 

Dr.  J.  J.  Giesen 

Dr.  J.  T.  Showalter 

Dr.  W.  F.  Delp 

Dr.  H.  B.  Brown,  Jr. 

Dr.  R.  D.  Campbell 

Dr.  J.  J.  Eller 

Dr.  C.  J.  Harkrader,  Jr. 

Dr.  S.  H.  Catron,  Jr. 

Dr.  C.  F.  Graham 

Dr.  S.  W.  Huddle 

Tazewell 

Dr.  M.  E.  Johnston 

Dr.  Rufus  Brittain 

Tri-County 

Dr.  O.  R.  Yates 

Dr.  W.  N.  Eddy 

Dr.  Hugh  Warren 

Dr.  L.  H.  Alexander 

Dr.  J.  W.  Lambdin 

Dr.  H.  L.  Gardner 

Warwick-Newport  News 

Dr.  W.  A.  Read 

Dr.  E.  B.  Mewborne 

Dr.  Russell  Buxton 

Dr.  J.  W.  Carney 

Williamsburg-James  City 

Dr.  Joseph  E.  Barrett 

Dr.  Granville  L.  Jones 

Wise 

Dr.  W.  B.  Barton 

Dr.  T.  J.  Tudor 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 

President Mrs.  Thomas  N.  Hunnicutt,  Jr.,  Newport 

News 

President-Elect. Kalford  W.  Howard,  Portsmouth 

Recording  Secretary Mrs.  Lee  Liggan,  Irvington 

Corresponding  Secretary Mrs.  F.  A.  Carmines,  Jr., 

Newport  News 

Treasurer Mrs.  William  C.  Barr,  Richmond 

Parliamentarian Mrs.  R.  M.  Reynolds,  Ocean  View 

Historian Mrs.  C.  M.  McCoy,  Norfolk 


The  Thirty-first  annual  meeting  of  the  Woman’s 
Auxiliary  to  The  Medical  Society  of  Virginia  will  be 
held  at  the  Roanoke  Hotel,  Roanoke,  on  Tuesday,  October 
20,  at  9;15  a.  m. 

A most  cordial  invitation  is  extended  to  all  women 
who  are  Auxiliary  members,  or  guests  of  physicians  at- 
tending the  Convention  of  The  Medical  Society  of  Vir- 
ginia, to  participate  in  all  social  functions  and  to  attend 
the  general  session.  Auxiliary  member  or  not,  wives  of 
doctors  will  be  most  welcome. 

Each  lady  is  urged  to  register  promptly  upon  arrival 
in  Roanoke. 


Headquarters:  Hotel  Roanoke 
Registration  booth,  located  in  the  writing  foyer  adjacent 
to  the  Pine  Room  will  be  open  for  registration: 

Sunday,  October  18,  4:00  - 8:00  P.M. 

Monday,  October  19,  10:00  A. M. -4:00  P.M. 

Tuesday,  October  20,  9:00  - 10:00  A.M. 


Committees 


Arrangements 
Registration  _ 


Mrs.  Phillip  C.  Trout 
Mrs.  William  M.  Moir 
Mrs.  Reverdy  Jones 
Mrs.  William  Kaufman 


Transportation 


Mrs.  Frank  Farmer 
Mrs.  Charles  D.  Smith 


Secretary  and  Treasurer  Edwin  Palmer 


Publicity 


Mrs.  Harry  B.  Stone,  Jr. 
Mrs.  John  O.  Boyd,  Jr. 


Printing Mrs.  Charles  Young,  Jr. 

Mrs.  Marcellus  Johnson,  III 
Hospitality  William  Hatcher 


Pages  

Decorations 


Mrs.  Algie  Davis 
Mrs.  Robert  F.  Bondurant 
Mrs.  W.  W.  S.  Butler 
'Mrs.  C.  D.  Nofsinger 


Luncheon 


Mrs.  John  Gardner 
Mrs.  David  Gardner 


Fashion  Show 


Mrs.  Calvin  Burton 
Mrs.  Homer  Bartley 


Timekeeper Mrs.  J.  R.  B.  Hutchinson 


PROGRAM 

Monday,  October  19 

2:30  P.M. — Pre-Convention  Board  Meeting,  Pine  Room 
Presidents  of  Component  Auxiliaries,  State  Officers 
and  Chairmen  of  all  Committees  are  expected  to 
attend. 


Tuesday,  October  20 

9:15  A.M. — General  Annual  Meeting,  Pine  Room 

All  women  attending  the  Convention  are  cordially 
invited  to  attend. 

Mrs.  Thomas  N.  Hunnicutt,  Jr.,  president,  presiding. 

Invocation — Mrs.  C.  M.  McCoy,  Convention  Chaplain 

Address  of  Welcome — Mrs.  Harry  B.  Stone,  Jr. 

Response — Mrs.  Waverly  R.  Payne 

In  Memoriam — Mrs.  C.  M.  McCoy 

Minutes 

Roll  Call 

Presentation  of  Honored  Guests 

Report  of  Credentials  Committee,  Mrs.  Reverdy  Jones 
President’s  Report 
Report  of  Officers 

Report  of  Chairmen  of  Standing  and  Special  Com- 
mittees 

Report  of  Councilor  to  Southern — Mrs.  Herman  W. 
Father 

Speaking  to  this  report: 

Mrs.  R.  F.  Stover,  President  of  the  Auxiliary  to  the 
Southern  Medical  Association 
Report  of  County  Auxiliary  Presidents 
Report  of  the  Annual  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
Mrs.  Randolph  H.  Hoge 
Speaking  to  this  report: 

Mrs.  Leo  J.  Schaeffer,  President  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
Unfinished  Business 
New  Business 

Recommendations  from  the  Board 
Report  of  Committee  on  Revisions,  Mrs.  Paul 
Pearson 

Report  of  Committee  on  Resolutions,  Mrs.  May- 
nard Emlaw 
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Report  of  Nominating  Committee,  Mrs.  Herman 
W.  Farber 
Election  of  Officers 

Installation  of  Officers,  Mrs.  R.  M.  Reynolds,  Par- 
liamentarian 
Presentation  of  Gavel 

-Acceptance  of  Gavel  and  Inaugural  Address,  Mrs. 

Kalford  VV.  Howard 
-Adjournment 

Luncheon 

1:30  P.M. — Rockledge  Inn,  Mill  Mountain 

Honoring  especially  invited  guests  of  The  Medical 
Society  of  Virginia  and  of  the  Auxiliary,  with  their 
husbands  and  wives;  Honorary  members;  the  re- 
tiring and  incoming  presidents  of  The  Medical 
Society  of  Virginia  and  their  wives;  the  presidents 
of  the  Woman’s  Auxiliary  to  the  American  Medical 
•Association  and  the  Southern  Medical  Association; 
and  the  Chairman  of  the  Advisory  Committee  and 
his  wife. 

Invocation — Mrs.  C.  M.  McCoy 
Presentation  of  Honored  Guests 
Fashion  Show 
-Adjournment 

Wednesday,  October  21 

8:15  -A.M. — -Past  President’s  Breakfast,  Virginia  Room, 
Mrs.  Herman  W.  Farber,  Chairman 

9:30  -A.M. — Post  Convention  Board  meeting — Mrs.  Kal- 
ford W.  Howard,  presiding 
Presidents  of  Component  Auxiliaries,  State  Officers 
and  Chairmen  of  all  Committees  are  expected  to 
attend. 

Southern  Auxiliary  Planning  Streamlined 
Convention. 

Mrs.  Ricliard  F.  Stover,  President  of  the  Woman’s 
.\uxiliary  to  the  Southern  Medical  .\ssociation,  has 
announced  that  the  convention  to  be  held  in  Atlanta, 


Georgia,  October  26-29  will  be  streamlined  so  that 
time  may  be  given  to  the  members  for  shopping,  being 
with  their  husbands  and  visiting  with  friends. 

.\11  regular  meetings  of  the  Auxiliary  will  be  held 
at  the  Henry  Grady  Hotel,  where  there  will,  also, 
be  a registration  booth;  another  registration  booth 
and  exhibits  will  be  at  the  Municipal  Auditorium. 
Meetings  are  planned  as  follows:  Tuesday  10  A.M. 
to  12  Noon,  Wednesday  10  -A.M.  to  11 :30  A.M. 

Mrs.  Leo  J.  Schaefer,  President  of  the  Woman’s 
-Auxiliary  to  the  -American  Medical  Association,  will 
be  guest  speaker  and  Mrs.  Stanley  .A.  Hill,  Corinth, 
Alississippi,  will  be  installed  as  president  at  the 
Wednesday  morning  meeting. 

-A  Research  and  Romance  of  Medicine  Luncheon 
or  Tea  will  l)e  held  on  Tuesday.  Dr.  Frank  G. 
Slaughter,  famous  surgeon  and  novelist  will  be  the 
guest  speaker.  .A  Doctor’s  Day  Luncheon  honoring 
two  “Doctors  of  the  Year  from  the  South”,  Dr. 
William  L.  Pressly,  Due  West,  S.  C.  and  Dr.  N.  M. 
Travis,  Jacksonville,  Texas,  will  be  held  at  the 
Atlanta  -Athletic  Club  on  Wednesday  at  12:15  P.M. 
There  will  be  an  outstanding  speaker  for  this  lunch- 
eon. -All  auxiliary  members  and  their  husbands  are 
invited. 

Mrs.  E.  -A.  Bancker,  Chairman  of  the  Arrange- 
ments Committee,  has  advised  that  many  reserva- 
tions have  already  been  made  at  the  hotels  in  Atlanta. 
If  you  have  not  already  done  so,  it  is  suggested  that 
\-ou  make  3'our  hotel  reservations  now.  Address  your 
request  for  reservations  as  follows : Bureau  of  Hous- 
ing, Southern  Medical  Association,  801  Rhodes- 
Haverty  Building,  Atlanta  3,  Georgia. 
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EDITORIAL 


Dr.  John  Robinson  Gildersleeve,  1843-1918 

My  earliest  recollection  of  The  Medical  Society  of  Virginia  concerns  Dr.  John 
R.  Gildersleeve.  He  just  sat  around  greeting  old  friends  and  diffusing  a friendly 
atmosphere;  I do  not  recall  that  he  took  any  active  part  in  the  meeting.  He  seemed  to 
me  to  be  the  very  embodiment  of  what  a retired  physician  should  be — a sort  of  social 
catalyst.  In  the  winter,  he  usually  could  be  found  in  the  \^'estmoreland  Club,  reading 
in  the  library. 

Dr.  Gildersleeve  was  a native  of  Charleston,  S.  C.,  a son  of  the  Rev.  Benjamin  and 
Emma  Louisa  (Lanneau)  Gildersleeve.  An  elder  brother  was  the  eminent  philologist, 
Basil  L.  Gildersleeve,  who  taught  for  so  many  years  at  the  University  of  Virginia  and 


Cy 

John  Robinson  Gildersleeve,  M.D. 

who,  when  the  Hopkins  was  started,  went  to  Baltimore  as  one  of  the  original  members 
of  President  Gilman’s  great  faculty.  He  was  an  authority  in  Sanskrit  and  looked  the 
part.  Perhaps  he  was  more  widely  known  for  his  Latin  Grammar. 

John  Robinson  Gildersleeve  was  born  June  12,  1843  and  received  his  academic  ed- 
ucation from  private  instructors  and  schools  in  Richmond.  He  attended  the  Univer- 
sity of  Virginia  for  the  session  of  1860-1861  at  the  end  of  which  time  he  and  other 
members  of  his  class  entered  the  Confederate  service.  He  later  completed  the  study 
of  medicine  at  the  Medical  College  of  Virginia  from  which  he  graduated  in  1864.  He 
became  acting  assistant  surgeon  in  the  Chimborazo  Hospital.  Among  his  fellow 
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assistant  surgeons  were  George  Ross,  John  G.  Trevillian,  \V.  B.  Gray,  and  H.  Cal)ell 
Tabb,  who  later  became  prominent  Richmond  physicians. 

At  the  close  of  the  War  he  located  in  Tazewell  and  soon  became  one  of  the  prom- 
inent physicians  of  Southwest  Virginia.  He  was  the  recipient  of  many  honors  from 
the  people  of  liis  adopted  home  and  was  identified  with  the  lay  as  well  as  the  medical 
interests  of  that  community.  He  was  a member  of  the  Board  of  Directors  of  the  South- 
western \’irginia  State  Hospital  and  a member  of  the  Confederate  pension  board.  Be- 
sides he  was  a surgeon  to  tlie  Browne-Harmon  Camp  of  Confederate  Veterans. 

In  1870  Dr.  Gildersleeve  became  a charter  fellow  of  the  revived  Medical  Societ} 
of  Virginia.  He  took  an  active  interest  in  the  Society  and  his  face  was  a familiar  one 
at  the  annual  meetings.  One  year  he  was  a delegate  to  the  American  Medical  Asso- 
ciation and  in  1900  he  was  elected  jiresident  of  The  Medical  Society  of  Virginia.  Later 
the  Tristate  Medical  Association  of  Virginia  and  the  Carolinas  made  him  its  presi- 
dent. After  his  retirement  from  practice  he  spent  the  winters  in  Richmond,  liut  he 
kept  up  his  interest  in  his  confreres.  He  died  suddenly  in  his  seventy-fifth  year  of 
heart  disease,  a condition  he  had  had  for  several  years,  and  was  buried  in  Hollywood 
Cemeter\ . 

I give  you  a cultured  gentleman  who  practiced  in  the  golden  age  of  medicine  when 
our  art  suffered  little  outside  interference  and  needed  no  propaganda. 


Floral  Eponym 

Barrier,  Jean  B.vptiste  Gregoire,  1780-1865. 

Barrieria. 

A French  physician  who  was  born  in  .Amiens  and  graduated  in  medicine  at  Paris. 
He  returned  to  .Amiens  where  he  taught  botany  in  Jardin  des  Plantes.  He  was  phy- 
sician to  the  Hotel-Dieu  and  Professor  of  Materia  Medica  and  Hygiene  and  later  of 
Medicine.  Barbier  wrote  a number  of  books  on  therapeutics  and  hygiene  besides  a 
great  number  of  articles  in  the  medical  magazines. 

Barbieria  is  a hothouse  evergreen  from  tropical  .America. 
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1953  Committee  Reports 

The  attention  of  the  members  of  The  Medical 
Society  of  Virginia  is  invited  to  the  reports  of  the 
various  committees,  the  list  of  delegates  to  the 
Annual  Meeting,  and  the  program  of  the  Woman’s 
Auxiliary,  all  appearing  in  this  issue. 

Society  progress  and  achievement  must  be 
measured  in  terms  of  committee  activity,  and  it  is 
to  the  advantage  of  each  member  to  know  what  has 
been  accomplished  during  the  past  twelve  months, 
and  what  might  be  expected  in  the  future. 

An  Appreciation  of  Dr.  Walter  B.  Martin  by 

the  Staff  of  Norfolk  General  Hospital. 

When  on  May  7,  1847,  the  American  Medical 
■Association  was  organized,  a Virginian  was  elected 
to  its  presidenc)'.  Since  that  time  scarcely  more  than 
half  a dozen  Virginians  have  been  elected  to  the 
high  office  and  of  these  only  three  were  elected  from 
'I'he  Medical  Society  of  Virginia.  If,  in  any  period 
of  its  existence,  it  has  been  desirable  that  the  As- 
sociation shall  have  the  guidance  of  one  who  thinks 
clearly  and  who  has  the  courage  of  strong  convic- 
tion, the  present  state  of  world  affairs  would  seem 
to  present  such  a need. 

Fortunately,  at  its  recent  meeting  the  American 
Medical  Association  again  turned  to  Virginia  and 
to  The  Medical  Society  of  Virginia  for  leadership, 
and  by  electing  to  the  exalted  position  of  President- 
elect our  fellow  member,  Walter  B.  Martin,  assured 
that  type  of  guidance  so  emphasized  in  recent  years. 

For  those  of  us  who  for  many  years  have  been 
associated  with  Dr.  Martin,  know  that,  by  reason 
of  his  wide  experience  in  both  private  practice  and 
in  brilliant  Military  Service,  comprising  every  as- 
pect of  the  application  of  Medical  Science  to  the 
prevention  and  cure  of  disease,  and  also  because  of 
his  long  service  in  the  legislative  councils  of  local. 
State  and  National  Associations,  he  is  eminently 
qualified  for  the  ponderous  duties  of  the  office  to 
which  he  has  been  elected. 

Therefore  we,  the  members  of  the  Attending  Staff  of 
the  Norfolk  General  Hospital,  congratulate  the  American 
Medical  Association  for  their  keen  recognition  of  ability. 
Also,  we  congratulate  Dr.  Martin  for  the  possession  of 
those  qualities  that  have  led  to  the  bestowal  upon  him  of 
this  high  office,  and  assure  him  of  our  sincere  apprecia- 
tion of  the  honor  he  has  brought  to  the  members  of  this 
Staff. 

Be  It  Further  Resolved,  that  this  resolution  be  incor- 
porated in  the  records  of  this  Staff,  and  that  a copy  be 


presented  to  Dr.  Martin,  and  one  to  the  Virginia  Medical 
Monthly. 

C.  L.  Harrell,  M.D. 

M.  S.  Andrews,  M.D. 

N.  G.  Wilson,  M.D.,  Chairman 

The  Fauquier  County  Medical  Society, 

At  a meeting  on  July  21,  elected  the  following  of- 
ficers: President,  Dr.  William  R.  Pretlow;  president- 
elect, Dr.  James  L.  Dellinger;  and  secretary-treas- 
urer, Dr.  Paul  K.  Candler.  All  are  of  Warrenton. 
Dr.  Evan  .Ashby,  Jr.,  of  Remington  was  accepted 
as  a memlier  of  the  Society  at  this  time. 

The  Southwestern  Virginia  Medical  Society 
Will  meet  in  Pulaski,  Virginia  on  September  17 
at  2:00  P.M.,  at  the  Maple  Shade  Inn.  The  fol- 
lowing program  has  been  arranged: 

Panel  Discussion — “Problems  in  Obstetrics” 

“Alanagement  in  the  Third  Stage  of  Labor” — Dr. 
H.  H.  Ware,  Richmond 

“Management  of  Hemorrhage  in  the  Last  Trimes- 
ter of  Pregnancy” — Dr.  Rufus  Ellett,  Roanoke 
“Bleeding  in  the  First  Trimester  of  Pregnancy” 
— Dr.  T.  G.  Todd,  Bristol 
“Use  and  Abuse  of  Tubal  Ligation”^ — Dr.  T.  H. 
Haas,  Radford 

Subject  to  be  chosen — Dr.  George  Hurt,  Roanoke 
and 

“Surgical  Treatment  of  Patent  Ductus  Arteriosus 
with  Case  Reports” — Dr.  Horace  Albertson, 
Roanoke 

“Granuloma  of  the  Kidney  with  Case  Report” — 
Dr.  W.  S.  Credle,  Bristol 

The  social  hour  will  be  at  6:00  P.M.  in  the  Hunt 
Room  and  the  banquet  at  7 :00  P.M.  Invocation  by 
Rev.  Charles  G.  Tusing,  Pastor  of  The  Lutheran 
Church. 

The  after  dinner  speakers  will  be  Dr.  Susan  Dees, 
Department  of  Pediatrics,  Duke  University,  and  Dr. 
Walter  B.  Martin,  President-elect  of  A.M.A.,  Nor- 
folk. 

Dr.  Austin  I.  Dodson, 

Richmond,  by  invitation  addressed  the  Puerto 
Rico  Urological  Association  on  July  17  and  18. 
He  was  one  of  two  doctors  from  the  United  States  so 
honored. 
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The  American  College  of  Surgeons. 

Tlu'  .i9th  Annual  Clinical  Congress  of  the  College 
will  be  held  in  Chicago  October  5 to  9,  1953,  with 
headquarters  at  The  Conrad  Hilton  Hotel.  There 
will  be  ])ostgraduate  courses,  forums,  symposia,  panel 
discussions,  color  television  programs,  medical  mo- 
tion pictures,  cine  clinics  and  e.xhibits,  all  concerned 
with  developments  in  surger}-. 

The  Monday  evening  meeting  will  feature  an 
address  by  President  Harold  L.  Foss  on  “The  .\mer- 
ican  College  of  Surgeons,  Its  Obligations  and  Re- 
sponsibilities, Never  Greater  Than  Now’’  and  the 
Eighth  Martin  Memorial  I.ecture  by  Sir  James  Pater- 
son Ross,  Vice-President  of  the  Royal  College  of 
Surgeons  of  England. 

The  scientific  session  on  \^'ednesday  evening  will 
include  the  Oration  on  Trauma  by  ^^'illiam  L.  Estes, 
Jr.,  Bethlehem,  Pa.,  and  reports  by  J.  William  Hin- 
ton, New  York,  and  Francis  D.  Moore,  Boston. 

At  the  Convocation  evening,  October  9,  Dr.  Fred 
W.  Rankin,  Lexington,  Kentucky,  will  be  installed 
as  president  for  the  1954  year.  His  addre.ss  will  be 
entitled  “The  Responsibility  of  a Heritage  of  Ideal- 
ism.” New  Fellows  will  be  received  into  the  College 
and  Honorary  Fellowships  conferred. 

Dr.  Evarts  A.  Graham  is  Chairman  of  the  Board 
of  Regents  of  the  .American  College  of  Surgeons, 
which  has  a fellowship  of  more  than  18,500  in  the 
United  States,  Canada  and  other  countries.  Dr. 
Paul  R.  Hawley  is  the  Director. 

Conference  on  Crippled  Children. 

The  Third  Annual  Conference  on  Crippled  Chil- 
dren w'ill  be  held  at  the  Baruch  .Auditorium  of  the 
Medical  College  of  Aurginia  in  Richmond  on  Mon- 
day and  Tuesday,  October  5th  and  6th,  1953.  Again 
this  year  The  Nemours  Eoundation  of  Wilmington, 
Delaware  has  asked  the  Virginia  Council  on  Health 
and  Medical  Care  to  sponsor  a conference  for  them. 
The  theme  of  the  Conference  is  “Growth  and  De- 
velopment of  the  Crippled  Child”.  Medicine’s  and 
education’s  responsibility  to  the  handicapped  child 
will  be  the  main  point  of  emphasis.  There  will  be 
a number  of  demonstrations. 

Medicine’s  responsibility  will  be  presented  by  Dr. 
Samuel  M.  Wishik,  professor  of  Maternal  and  Child 
Health  at  the  University  of  Pittsburgh,  and  Dr. 
Bess  Goodykoontz,  Director  of  Comparative  Educa- 
tion of  the  Division  of  International  Education  of 
the  Department  of  Health,  Education  and  Welfare 
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in  ashington,  will  present  education's  responsi- 
bility. 

.All  physicians  are  invited  to  attend  this  confer- 
ence. If  additional  information  is  desired  it  can 
be  secured  by  writing  to  Edgar  J.  Fisher,  Jr.,  Direc- 
tor, A'irginia  Council  on  Health  and  Medical  Care, 
102  East  Franklin  Street,  Richmond  19,  Virginia. 

A New  Director  at  De  Paul  Hospital,  Norfolk. 

Dr.  Harold  Joseph  Jacobs  of  New  Orleans,  La., 
has  been  appointed  Director  of  the  Cardiac  and 
Pulmonary  laboratories  and  also  Director  of  Medical 
Education  at  De  Paul  Hospital,  Norfolk,  Va.  The 
position  will  carr}'  with  it  a two-fold  responsibility: 

1.  To  establish  and  operate  a laboratory  for  the 
detailed  diagnosis  of  cardiac  conditions  over  and 
above  the  routine  studies  of  electrocardiography, 
fluoroscopy,  etc.  The  Cardiac  Laboratory  will  be 
set-up  for  cardiac  catheterization  and  angiocardio- 
graphy with  investigative  as  well  as  purely  clinical 
work.  Dr.  Jacobs  is  well  qualified  for  this  task. 
He  played  a major  role  in  the  creation,  operation 
and  maintenance  of  a similar  laboratory  in  Charity 
Hospital  in  New  Orleans. 

2.  To  reorganize  and  coordinate  the  program  of 
intern  and  resident  education.  He  is  an  unusually 
well  trained  internist  and  a good  teacher  with  a 
thorough  grasp  of  medical  education  at  the  graduate 
level. 

Dr.  Jacobs,  who  is  certified  by  the  .American  Board 
of  Internal  Medicine,  received  his  B.S.  and  M.D. 
degrees  from  L.S.U.  and  was  clinical  instructor  of 
internal  medicine  on  the  L.S.U.  staff  for  several 
years.  While  in  the  Air  Eorce  he  spent  two  years 
on  research  in  Aviation  Medicine. 

Virginia  State  Board  of  Medical  Examiners. 

Governor  Battle  has  appointed  Dr.  Russell  M.  Cox 
of  Portsmouth  and  Dr.  John  C.  Watson  of  Alexan- 
dria as  new  members  of  the  Board  for  the  Second 
and  Tenth  Congressional  Districts.  He  also  reap- 
pointed Dr.  Waverly  R.  Payne  of  Newport  News 
for  the  Eirst  district  and  Dr.  Henry  S.  Liebert  of 
Richmond  as  the  osteopathic  member.  Dr.  Raymond 
B.  Francis  of  Richmond  was  appointed  as  the 
naturopathic  member.  All  the  terms  run  through 
June  30,  1958. 

Addition  to  Alleghany  Memorial  Hospital. 

The  new  two-story  wing  of  the  Alleghany  Me- 
morial Hospital  at  Covington  was  formally  dedicated 
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on  July  12,  followed  by  a public  tour  of  the  struc- 
ture. The  new  wing  has  twenty-eight  beds  on  the 
second  floor,  and  the  business  office,  waiting  rooms, 
dining  room  for  nurses,  and  space  for  a kitchen  on 
the  first  floor.  It  is  expected  that  a third  floor  will 
be  added  later  in  the  year. 

Graduate  Course  in  Charleston,  W.  Va. 

The  Kanawha  Medical  Society  is  offering  a one- 
day  graduate  course  on  “Recent  .\dvances  in  Cardiac 
Therapy’’  for  practicing  physicians,  on  September 
16,  from  9:00  A.M.  to  5:00  P.M.  The  course  will 
be  given  in  the  Daniel  Boone  Hotel  at  Charleston, 
\’a.,  and  an  interesting  out-of-state  faculty  has 
lieen  named.  The  talks  will  be  informal  with  the 
use  of  lantern  slides,  and  the  material  presented 
will  be  of  a practical  nature.  There  is  no  registra- 
tion fee  and  all  physician.*;  of  Virginia  are  invited 
and  urged  to  attend. 

Maryland  Academy  of  General  Practice. 

More  than  400  physicians  from  IMaryland,  District 
of  Columbia,  Virginia,  Delaware  and  Pennsylvania 
are  expected  to  attend  the  instructive  day-long  pro- 
gram of  post-graduate  lectures  arranged  for  the 
Maryland  Academy  of  General  Practice  at  the  Lord 
Baltimore  Hotel,  Baltimore  on  October  21. 

Six  outstanding  clinicians  and  teachers  will  ad- 
dress the  Academy — coming  from  Boston,  New  York 
City,  Philadelphia,  District  of  Columbia — on  prob- 
lems in  medicine,  surgery,  obstetrics,  and  endo- 
crinolog}'.  They  will  present  timely  and  practical 
information  on  “Late  Complications  of  Diabetes”, 
“Management  of  Cardiac  Failure”,  “Indication  for 
Pulmonary  Resection”,  “Management  of  Osteoporo- 
sis”, “X-ray  Diagnosis  of  Pregnancy”,  and  “The 
Newer  Treatment  of  Asthma”. 

The  highlight  of  the  annual  banquet  in  the  evening 
will  be  an  address  by  .Mfred  P.  Haake,  Ph.D., 
author,  lecturer  and  economic  consultant  to  the  Gen- 
eral Motors  Corporation.  Dr.  Haake’s  topic  is  “Pills 
and  People”. 

All  practicing  physicians,  hospital  residents  and 
internes  of  Virginia  are  cordially  invited  to  be 
present,  and  the  Committee  urges  that  the  physicians 
bring  their  wives.  An  interesting  program,  including 
luncheon,  is  being  arranged  for  them. 

There  is  no  registration  fee  for  the  scientific  pro- 
gram. The  tickets  for  the  banquet  may  be  obtained 
from  Dr.  Nathan  E.  Needle,  4215  Park  Heights 
Avenue,  Baltimore  15,  Main-land,  at  a charge  of 


$7.50  per  plate  for  physicians,  and  $5.00  for  tlieir 
wives. 

The  South  Dakota  Board  of  Medical  Exam- 
iners 

Has  announced  the  passage  of  legislation  creating 
an  annual  registration  fee  for  licensees  in  that  state 
in  the  amount  of  $2.00.  The  registration  takes  effect 
January  1,  1954.  If  you  are  licensed  in  South  Da- 
kota and  wish  to  maintain  that  license  by  payment 
of  the  registration  fee,  please  contact  the  Soutli 
Dakota  Board  of  Medical  Examiners,  300  First 
National  Bank  Building,  Sioux  Falls,  South  Dakota. 

New  Appointees  on  Stuart  Circle  Hospital 
Staff. 

Stuart  Circle  Hospital,  Richmond,  announces  the 
following  appointments  to  its  staff:  Dr.  Wyndham 
B.  Blanton,  Jr.,  in  Medicine;  Dr.  Edward  G.  Davis, 
Jr.,  in  Pediatrics;  and  Dr.  Hunter  S.  Jackson  in 
pla.stic  .surgery. 

Medical  Symposium  at  Duke. 

The  Duke  University  School  of  Medicine  at  Dur- 
ham, N.  C.,  again  invites  physicians  of  North  and 
South  Carolina,  Virginia  and  neighboring  counties  in 
Tennessee  to  attend  a medical  symposium  on  the 
Duke  University  campus  on  December  1 and  2.  The 
theme  selected  for  this  year  is  “Psychiatry  for  the 
Non-Psychiatrist”.  The  speakers  will  be  psychia- 
trists familiar  with  the  problems  of  the  non-psychia- 
tric physician  practicing  in  the  community.  The 
program,  which  will  concern  itself  with  the  frequent 
emotional  adjustment  problems  at  different  age 
levels,  with  “Psychosomatic  Medicine  in  Everyday 
Practice”,  and  a section  on  “Front  Line  Psychiatry 
in  Modern  War”,  “Psychiatry  in  Industry”,  and 
“Rural  Psychiatry”,  will  be  mailed  in  October. 

Roanoke’s  Commissioner  of  Health  Resigns. 

Dr.  J.  N.  Dudley,  who  has  been  commissioner  of 
health  of  Roanoke  since  September  1946,  has  re- 
signed, effective  August  24,  to  accept  a position  with 
the  Lovelace  Clinic  at  x\lbuquerque.  New  Mexico. 
This  is  a private  group  of  about  thirty  doctors  that 
practices  in  all  fields  of  medicine. 

The  Virginia  Society  of  Ophthalmology  and 
Otolaryngology 

W’ill  hold  its  Fall  Clinical  Session  in  Richmond, 
November  30,  December  2 and  3 (Monday  through 
Thursday).  The  first  two  days  will  be  devoted  to 


542 


Virginia  Medical  Monthly 


Volume  80 


Otolaryngology,  and  the  second  two  days  to  Oph- 
thalmolog)'.  This  meeting  is  open  to  all  interested 
specialists  in  the  United  States.  Inquiries  for  in- 
formation should  be  addressed  to  Dr.  P.  N.  Pastore, 
Box  25,  1200  East  Broad  Street,  Richmond  19, 
Virginia. 

Mrs.  Plyler's  Nursing  Home, 

Richmond,  is  adding  a new  wing  to  its  building 
at  1613-15-17  Grove  Avenue  thus  increasing  its 
ca[)acity  to  50  Ijeds.  This  home  was  established  in 
the  early  thirties  by  Mrs.  Plyler  and  her  sister,  and 
is  jiresently  ojjerated  b}-  Mrs.  Plyler's  niece,  Mrs. 
Gene  Clark  Regirer.  It  has  twenty-four  hour  nursing 
care  under  the  supervision  of  the  patient’s  own  l)h\-- 
sician.  The  Home  is  completely  equipped  with 
ever)'  convenience  and  has  a lovely  lounge  room  with 
library  and  television  for  use  of  the  j>atients. 

Plant  Tours  of  Detroit  Facilities. 

.\pproximatel)'  4,000  employees  of  Parke,  Davis 
&:  Compaii)'  will  see  how  their  individual  jobs  fit 
into  the  drug  firm's  overall  operations  at  Detroit  dur- 
ing unique  jdant  tours  in  the  next  six  weeks. 

The  emjfioyees,  who  will  be  paid  for  the  time 
required  to  make  the  tours,  will  take  the  trips  during 
regular  working  hours.  There  will  be  eight  groups 
of  15  each  on  the  daily  tours,  which  will  last  four 
hours  and  include  a refreshment  break  in  the  com- 
]iany's  snack  l)ar.  Daily  production  would  be  main- 
tained, because  only  a limited  number  from  each 
department  would  be  assigned  to  the  groups  at  a 
time. 

Special  jjlant  guides,  who  conduct  regular  company 
tours  for  medical  and  pharmaceutical  groups,  will 
explain  the  various  manufacturing,  research  and 
administrative  processes.  The  tours  began  August 
10  and,  at  the  rate  of  120  persons  per  day,  will  take 
ai^proximatel)'  six  weeks  to  complete. 

The  American  Public  Health  Association 

Will  hold  its  81st  annual  meeting  in  New  York 
City,  November  9-13,  at  Hotels  Statler  and  New 
Yorker.  More  than  5,000  workers  in  forty  related 
organizations  interested  in  preventing  disease  and 
promoting  personal  and  public  health  are  expected 
to  attend.  Presentation  of  the  Sedgwick  Memorial 
Medal  for  distinguished  service  in  public  health 
and  the  Lasker  .Awards  for  1953  for  outstanding 
contributions  in  medical  research  and  public  health 
administration  are  to  be  highlights  of  the  meeting. 


Further  information  may  be  obtained  from  the  As- 
sociation headquarters,  1790  Broadway  at  58th 
Street,  New  York  City  19. 

Dr.  J.  Marion  Bryant, 

Class  of  ’42,  University  of  Virginia,  School  of 
Medicine,  recently  connected  with  the  University  of 
Michigan  Hospital  at  Ann  Arbor,  has  moved  to 
New  York.  There  he  is  with  the  Department  of 
Medicine  of  New  York  University  Post-Graduate 
Medical  School  w’here,  as  of  July  1,  he  was  appointed 
assistant  professor  of  Medicine  and  is  in  charge  of 
in-patient  cardiology  Fourth  Medical  Division  at 
Bellevue  Hospital. 

New  Members  for  World  Medical  Associa- 
tion. 

Leading  medical  advertising  agencies  are  par- 
ticipating in  a campaign  to  encourage  .American 
doctors  to  join  the  United  States  Committee  of  the 
World  Medical  .Association.  The  world  group  is 
devoted  to  the  interest  of  freedom  in  medicine  and 
to  the  exchange  of  new  medical  experiences.  Other 
advantages  to  physicians  are  letters  of  introduction 
to  foreign  groups  for  use  during  trips;  representa- 
tion before  the  World  Health  Organization  and 
others;  and  quarterly  Bulletins  reporting  medical 
advances. 

Contributing  to  the  campaign  are  L.  W.  Frolich 
& Company;  William  Douglas  Mc.Adams;  Noyes 
& Sproul;  Cortez  Enloe;  Paul  Klemptner;  and  Rob- 
ert Wilson. 

The  National  Gastroenterological  Association 

Will  hold  its  eighteenth  annual  convention  and 
scientific  sessions  at  The  Biltmore  Hotel  in  Los 
.Angeles  on  October  12,  13,  14,  1953.  The  program 
will  include  a Symposium  on  Cirrhosis  of  the  Liver; 
Panel  Discussions  on  “Peptic  Ulcer”;  “Diseases  of 
the  Large  Bowel”  and  “Latest  Developments  in  Can- 
cer Research”.  There  will  be  additional  papers  on 
interesting  subjects  in  gastroenterology  and  related 
fields. 

Following  the  Convention,  on  October  15,  16,  17, 
the  Association’s  annual  course  in  Postgraduate  Gas- 
troenterology will  be  given  at  The  Biltmore  Hotel 
and  the  College  of  Medical  Evangelists  in  Los  An- 
geles. The  Course  will  be  under  the  personal  direc- 
tion of  Drs.  Owen  H.  Wangensteen  of  Minneapolis, 
Minn.,  and  1.  Snapper  of  Chicago,  111.,  who  will  be 
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assisted  by  a faculty  from  the  medical  schools  in 
and  around  Los  Angeles. 

The  Scientific  Sessions  on  October  12.  13  and  14 
are  oj)en  to  all  j)hvsicians  witliout  cliarge.  The  Post- 
graduate Course  will  only  be  open  to  tho.se  who  have 
matriculated  in  advance.  Further  information  con- 
cerning the  program  and  details  of  the  Postgraduate 
Course  may  be  obtained  b}'  writing  to  the  Executive 
Officer,  National  Gastroenterological  .Association, 
1819  Broadway,  New  York  23,  N.  Y. 

Fellowships  for  Basic  Research  in  Arthritis. 

The  Arthritis  and  Rheumatism  Foundation  is  of- 
fering the  following  research  fellowships  in  the  basic 
.sciences  related  to  arthritis: 

1.  Predoctoral  fellowships  ranging  from  $1,500  to 
$3,000  per  annum,  depending  on  the  family  resiion- 
sibilities  of  the  fellow,  tenable  for  1 year  with 
prospect  of  renewal. 

2.  Postdoctoral  fellowships  ranging  from  $3,000  to 
$6,000  per  annum,  depending  on  family  responsi- 
bilities, tenable  for  1 year  with  pro.spect  of  renewal. 

3.  Senior  fellowships  for  experienced  investiga- 
tion will  carr\'  an  award  of  $6,000  to  $7,500  per 
annum  and  are  tenable  for  5 years. 

The  deadline  for  ap])lications  is  November  1, 
1953.  -Applications  will  be  reviewed  and  awards 
made  by  February  15,  1954. 

For  information  and  ap])lication  forms  addre.ss 
the  Medical  Director,  The  .Arthritis  and  Rheumatism 
Foundation,  23  AVe.st  45th  Street.  New  A'ork  36,  N.Y. 

The  American  Goiter  Association 

■Again  offers  the  A’an  Aleter  Prize  Award  of  Three 
Hundred  Dollars  and  two  honorable  mentions  for 
the  best  essays  submitted  concerning  original  work 
on  problems  related  to  the  thyroid  gland.  The 
award  will  be  made  at  the  annual  meeting  of  the 
.Association  to  be  held  in  Boston,  Mass.,  .April  29, 
30  and  May  1,  1954,  providing  essays  of  sufficient 
merit  are  presented  in  competition. 

I’he  competing  essays  may  cover  either  clinical  or 
research  investigations;  should  not  exceed  three 
thousand  words  in  length;  must  be  presented  in  Eng- 
lish, and  a typewritten  double  spaced  copy  in  du- 
plicate sent  to  the  Corresponding  Secretary,  Dr.  John 
C.  McClintock,  149|/2  AA’ashington  .Avenue,  .Albany 
10,  New  York,  not  later  than  January  15,  1954. 


The  American  College  of  Chest  Physicians 

Will  hold  its  20th  annual  meeting  in  San  Fran- 
cisco, California,  June  17-20,  1954.  Physicians  in- 
terested in  presenting  scientific  paj^ers  on  any  phase 
in  the  diagnosis  and  treatment  of  heart  and  lung 
disease  should  send  a 100  word  aljstract,  net  later 
than  January  1,  1954,  to  Dr.  Edgar  Mayer,  Chair- 
man of  the  Committee  on  Scientific  Program,  850 
Fifth  .Avenue,  New  York  21,  New  York. 

Prize  Essay  on  Cardiac  Surgery. 

The  Trustees  of  the  Caleb  Fiske  Prize  of  tire 
Rhode  Island  Medical  Society  announce  as  the  sub- 
ject for  this  year’s  prize  dissertation  “RECENT 
ADV.ANCES  IN  CARDI.AC  SURGERA'”.  The 
dissertation  must  be  typewritten,  double  spaced,  and 
should  not  exceed  10,000  words.  .A  cash  i)rize  of 
$250  is  offered. 

For  complete  information  regarding  the  regula- 
tions write  to  the  Secretary,  Caleb  Fiske  Fund,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 3,  R.  I. 

Eli  Lilly  & Company’s  Help. 

The  appeal  of  American  Staff  Sergeant  Carl  G. 
Hansen  and  a Catholic  chaplain  in  l>ehalf  of  300 
Korean  war  orphans  found  a response  in  Indian- 
apolis recently.  .A  gift  shipment  of  tincture  of  ’Mer- 
thiolate’  (Thimerosal,  Lilly)  is  on  its  way  from  Eli 
Lilly  and  Company  to  Father  Roland  C.  Reny.  a 
major  in  the  I^.S..A.F.  17th  Bomb  Wing,  in  Korea. 
Enough  of  the  antiseptic  is  Ijeing  ])rovided  to  treat 
the  wounds,  cuts  and  abrasions  of  the  300  Korean 
children  for  at  least  a year. 

The  story  of  the  needs  of  the  Korean  orphans  is 
txpical  of  the  misery  and  want  of  100,000  ]xirent- 
less  children  in  that  unhappy  land.  It  is  to  me  t 
such  needs  that  the  .American-Korean  Foundation 
is  now  seeking  $150,000  in  Indiana  as  the  Hoosier 
.share  of  a $5,000,000  relief  fund. 

In  a letter  to  the  Indianapolis  irharmaceutical 
house.  Staff  Sergeant  Carl  G.  Hanson  said  Father 
Reny  was  organizing  contributions  of  clothing  and 
food  for  an  orphanage  set  up  near  the  K-9  .Air  Base 
in  Korea,  but  that  the  antiseptic  was  “sorely  needed” 
because  military  jiersonnel  could  not  sjrare  enough. 

For  Sale: 

Retiring  physician’s  home  and  equipped  rented  of- 
fice in  Cape  Charles,  Virginia.  .Address  P.  O.  Box 
304,  that  town.  (Adv.) 
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Resolutions  on  the  Death  of  Dr.  Watkins 

The  Staff  of  the  Marshall  Lodge  Memorial  Hospital 
Inc.,  of  which  Dr.  Otis  Lee  Watkins  has  been  an  honored 
member,  desires  to  place  on  record  this  tribute  as  an  ex- 
pression of  respect. 

Wh  EREAS,  Dr.  Otis  Lee  W^atkins  has  been  a much  be- 
loved physician  in  the  science  of  healing  in  Campbell 
County,  and 

Whereas,  our  association  both  professional  and  social, 
has  been  one  of  mutual  admiration  and  respect. 

We  the  members  of  the  Staff  of  Marshall  Lodge 
Memorial  Hospital  wish  to  recognize  in  writing  for  future 
posteritj-,  the  high  order  of  his  physicianship  while  op 
this  earth,  and  the  fineness  of  his  character. 

It  is  our  desire  to  spread  a copy  of  these  resolutions  on 
the  minutes  of  our  Staff  and  that  a copy  be  sent  to  his 
family  and  to  the  Virginia  Medical  Monthly. 

Respectfully  submitted, 

G.  Edward  Calvert,  M.D.,  Srcrrh  ry 

Resolutions  on  Dr.  George  T.  Myers. 

.Among  those  physicians  who,  during  the  greater 
part  of  the  first  half  of  the  jiresent  century,  gave 
freely  of  their  time  and  medical  knowledge  to  the 
upbuilding  of  the  Norfolk  ('ounty  Medical  Societ}’. 
Dr.  George  T.  M yers  wa.s  pre-eminent. 

•After  graduation  from  the  Medical  College  of 
\'irginia  and  liefore  entering  ujion  what  proved  to 
be  a very  successful  career  in  the  practice  of  his 
profession,  he  .served  internships  in  Norfolk  and 
New  York  that  jirovided  the  intimate  and  practical 
knowledge  of  the  art  of  Medicine  that  was  the  basis 
of  his  success.  In  addition  to  a large  private  jirac- 
tice,  for  many  }ears  he  served  as  City  physician 
of  Norfolk — a jiosition  wliich  he  held  until  19.17 
when,  by  reason  of  physical  disability,  he  was  forced 
to  retire.  Since  then,  until  his  death,  which  occurred 
on  July  8,  1953,  he  had  been  almost  continuously 


confined  to  his  home.  His  intense  loyalty  to  his 
friends  as  to  his  profession  drew  to  him  a host  of 
those  who  sorrowfully  regret  his  passing. 

Therefore  We  Resolve  that  in  the  death  of  Dr.  MyetN 
the  Norfolk  County  Medical  Society  has  sustained  the  loss 
of  a valued  and  honored  member, 

.A  I so.  We  Resolve  that  this  memorial  shall  be  incor- 
porated in  records  of  this  Society. 

.And  we  Further  Resolve  that  a copy  be  sent  to  Dr. 
Myers’  family  and  one  to  the  Virginia  Medical  Monthly. 

George  Schenck,  M.D. 

W.  P.  McDowell,  M.D. 

N.  G.  Wilson,  M.D. 

Dr.  L.  Leroy  Jones, 

Well  known  eye,  ear,  nose  and  throat  specialist 
of  Portsmouth,  died  May  29,  after  a brief  illness. 
He  was  sixty-one  years  of  age  and  a graduate  in 
medicine  from  the  University  of  Pennsylvania  in 
1917  and  later  took  postgraduate  courses  there.  He 
served  in  the  Navy  during  World  War  1 after  which 
he  located  in  Portsmouth.  He  was  (irominent  in 
Masonic  circles  and  was  identified  with  numerous 
local,  state  and  national  societies.  He  was  also  a 
surgeon  in  his  specialties  for  several  railroads.  His 
wife,  two  daughters  and  a large  family  connection 
survive  him. 

Dr.  Elmer  Lee  Henderson, 

Former  president  of  the  .American  Medical  .As- 
sociation, died  July  30  at  his  home  in  I.ouisville, 
Kentucky,  at  the  age  of  68.  He  had  been  confined 
to  his  bed  for  sometime.  He  had  practiced  in  Ken- 
tucky for  more  than  forty  years.  Dr.  Henderson 
was  also  the  first  president  of  the  World  Medical 
.Association  and  was  active  in  the  .A.AI..A.  campaign 
against  a national  comjiulsory  liealth  |)rogram. 
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Introduction 

The  manifold  physiological  activities  of  extracts  of  the  posterior  lobe  ot_ 
pituitary  gland  are  now  well  known;  namely 
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GUEST  EDITORIAL 

The  Arteriosclerotic  Abdominal  Aortic  Aneurysm 

UNTIL  recently,  abdominal  aortic  aneurysms  were  considered  a rarity^,  usually  due 
to  syj)hilis2,  characterized  by  a poor  prognosis  without  therapy,  and  in  many  in- 
stances the  prognosis  worsened  with  surgical  intervention. 

In  the  year  of  1953,  some  of  the  above  thoughts  have  changed  for  several  reasons. 
Firstly,  effective  antiluetic  therapy  combined  with  enlightened  public  health  measures 
have  reduced  markedly  the  number  of  patients  suffering  from  syphilitic  aneurysms 
of  the  abdominal  aorta.  Secondly,  the  increasing  number  of  the  population  in  the 
si.\th  to  eighth  decades  and  possibly  an  increasing  incidence  of  arteriosclerosis  asso- 
ciated with  a more  advanced  degree  of  the  disease  than  observed  earlier  in  this  century 
have  led  to  an  actual  increase  in  the  number  of  patients  developing  arteriosclerotic 
aneurysms  of  the  abdominal  aorta.  Thirdly,  and  probably  the  most  important  of 
all,  is  the  fact  that  following  the  development  of  a therapeutic  method  effective  in  con- 
trolling a disease,  afflicted  patients  begin  to  turn  up  at  every  corner.  Although  it 
would  be  unduly  optimistic  to  imply  that  safe  curative  techniques  are  now  available  for 
the  control  of  arteriosclerotic  aneurysm  of  the  abdominal  aorta,  there  are  at  present 
several  surgical  approaches  which  are  either  genuinely  palliative  or  actually  curative. 
The  major  problem  at  present  is  that  the  techniques  with  low  risk  are  only  palliative, 
and  the  curative  methods  are  associated  with  mortality  rates  not  entirely  insignificant. 

The  arteriosclerotic  process  leads  to  an  elongation,  dilatation  and  tortuosity  of  the 
abdominal  aorta.  The  most  advanced  intimal  changes  are  seen  in  its  terminal  10  to 
12  centimeters  at  times  with  ulceration  and  calcification  of  the  intima.  When  aneu- 
rysmal dilatation  has  occurred,  there  is  angulation  of  the  aorta  with  protrusion  an- 
teriorly and  to  the  left  and  sometimes  an  associated  buckling  of  the  left  common  iliac 
artery.  Rarely  does  pressure  develop  against  the  vertebral  bodies.  The  aneurysm 
is  usually  fusiform  in  contour  but  occasionally  well  developed  saccular  aneurysms  are 
encountered.  The  most  frequent  and  usually  first  symptom  (and  sign)  is  a proges- 
sively  evident  abdominal  pulsation  noted  by  the  patient  and  by  his  physician.  The 
second  most  common  symptom  is  rupture  usually  followed  by  death  in  hours  or,  at 
the  most,  days.  Low  back  pain  and  mild  abdominal  pain  are  occasionally  noted. 

The  most  important  question  raised  by  the  patient  is  how  long  will  be  the  period 
between  discovery  of  the  aneurysm  and  its  rupture?  One  recorded  case  lived  18  years. 
I have  observed  rather  helplessly  a patient  die  within  three  weeks  of  the  initial  dis- 
covery of  the  aneurysm.  However,  a fair  estimate  is  that  the  patient  lives  in  reasonable 
comfort  and  fairly  good  health  for  12-18  months  following  the  original  diagnosis. 
Tragically,  no  finding  on  physical  examination  nor  any  laboratory  tool  will  delineate 
between  the  aneurysm  which  will  hold  for  several  years  and  the  one  which  will  burst 
in  a few  days. 

Since  the  disease  has  such  a poor  ultimate  prognosis  and  since  there  is  little  effective 
therapy  after  the  onset  of  rupture,  surgical  intervention  following  recognition  is  usually 
the  path  of  choice.  At  present  there  are  a variety  of  techniques  available,  the  most 
important  one  being  resection  of  the  aneurysm  followed  by  restoration  of  arotic-iliac 
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continuity  by  means  of  homologous  aortic  graft.  The  development  of  satisfactory 
methods  of  storage  of  arterial  segments  and  evidence  of  their  relative  safety  when  used 
in  man  has  made  possible  a frontal  attack  on  the  abdominal  aortic  aneurysm.  Murray, 
Freeman,  Bahnson,  Cooley  and  DeBakey  have,  along  with  others  in  Canada  and  the 
United  States,  contributed  to  this  curative  approach.  The  operative  risk  is  not  small 
and  the  ultimate  fate  of  the  grafts  unknown.  Nevertheless,  the  hospital  mortality  is 
far  less  than  that  of  the  disease’s  natural  course.  Gross,  who  pioneered  homologous 
aortic  grafts  for  coarctation  of  the  aorta,  has  found  them  to  stand  up  satisfactorily  for 
at  least  five  years  in  replacing  segments  of  thoracic  aorta. 

A second  operative  method  of  less  magnitude  but  still  of  some  therapeutic  value 
is  the  application  of  a sclerosing  agent  to  the  adventitial  layers  of  the  aneurysm. 
Polythene  film  impregnated  with  sodium  dicetyl  phosphate  has  controlled  the  progress 
of  many  abdominal  arteriosclerotic  aneurysms  but  has  not,  to  my  knowledge,  cured 
a single  one.  The  use  of  a suspension  of  sodium  dicetyl  phosphate  has  recently  been 
studied^  and  a number  of  favorable  early  results  noted,  such  as  relief  of  pain  and 
cessation  of  its  growth,  .\gain,  probably  in  no  case  will  the  fibrotic  encasement 
eradicate  the  aneurysm. 

There  are  other  methods  of  controlling  the  arteriosclerotic  aneurysm  of  the  abdominal 
aorta  such  as  1 ) ligature  of  the  aorta  proximal  to  the  aneurysm  and  distal  to  the  renal 
arteries — rarely  successful  either  for  life  or  survival  of  limbs;  2)  packing  with  wire 
sufficient  to  cause  an  increase  in  the  intrasaccular  thrombus  but  not  to  cause  sudden 
complete  thrombosis — a method  with  some  advocates  but  with  many  failures  and 
complications  in  the  hands  of  other  surgeons;  .3)  proximal  aortic  partial  occlusion 
with  slingshot  rubber  band  favored  by  Blakemore — tricky  because  of  an  extremely 
narrow  margin  of  safet}’  between  too  little  and  too  much  occlusion. 

In  summary,  the  arteriosclerotic  aneur}-sm  of  the  abdominal  aorta  is  being  encoun- 
tered relatively  more  frequently,  is  a highly  lethal  disease  usually  within  two  years 
of  discovery,  best  treated  at  present  by  either  the  most  radical  method  of  resection 
with  graft  or  by  the  most  conservative  method  of  application  of  a sclerosing  agent  to 
its  wall.  The  therapeutic  approaches  available  between  the  two  extremes  appear  to 
have  less  favorable  features  for  general  application. 

Jere  \V.  Lord,  M.D. 

Dr.  Lord  is  Associate  Professor  of  Clinical  Surgery,  New  York  University  Post-Graduate 
Medical  School,  New  York  City. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  POST-TRAUMATIC 
CEREBROSPINAL  FLUID  RHINORRHOEA— 

A REPORT  OF  FOUR  CASES* 

J.  M.  Meredith,  M.D., 

Richmond,  Virginia 
and 

Joseph  Kell,  Jr.,  M.D.,** 

Sioux  City,  Iowa 


Introduction: 

This  report  presents  descriptions  of  four  patients 
with  this  lesion  whom  we  have  seen  and  treated  at 
the  Medical  College  of  Virginia  Hospitals  in  the 
last  five  years.  Three  were  white  patients,  one  was 
colored.  All  four  cases  were  adult  males  and  they 
all  had  post-traumatic  cerebrospinal  fluid  rhinor- 
rhoea;  two  of  the  four  cases  developed  this  lesion 
after  head  injury  or  operative  intervention  on  the 
nasal  sinuses;  the  remaining  two  were  caused  by 
gunshot  wounds  of  the  head,  the  bullet  traversing 
or  penetrating  the  anterior  fossa  on  one  or  both 
sides  in  each  case;  one  of  these  two  latter  patients 
also  had  a post-traumatic  pneumocephalus  in  which 
the  ventricles  were  clearly  outlined  on  the  skull 
films,  as  in  a ventriculogram.  These  four  cases  will 
be  briefly  described  together  with  comment  on  the  def- 
inition of  the  lesion,  the  symptoms,  signs,  diagnosis 
and  complications  of  this  always  dangerous  condi- 
tion, and  the  surgical  treatment  of  choice  employed 
by  us  for  its  permanent  correction. 

Definition: 

Post-traumatic  cerebrospinal  fluid  rhinorrhoea  is 
defined  as  a leak  of  cerebrospinal  fluid  from  one  or 
both  sides  of  the  nose  following  head  trauma  (or 
operative  interference  upon  the  paranasal  sinuses) 
and  is  thus  distinguished  from  the  spontaneous  va- 
rietv  occurring,  it  is  now  thought,  from  congenital 
defects  in  the  cribriform  plate  and  dura  through 
which  the  arachnoid  herniates  and  ruptures,  often 
during  coughing,  sneezing  or  straining,  without  other 
trauma  of  any  kind.  Three  such  patients  with 
spontaneous  leaks  (rhinorrhoea)  were  successfully 
operated  upon  by  the  late  Dr.  C.  C.  Coleman  in  an 
eighteen-month  period  (1943-44)  at  the  Medical 

*From  the  Department  of  Neurological  Surgery,  Medical 
College  of  Virginia,  Richmond. 

••Former  Resident  Neuro-Surgeon  (1951-52),  Medical 
College  of  Virginia,  now  located  at  Sioux  City,  Iowa. 

Read  at  the  Richmond  Academy  of  Medicine,  March 
24th,  1953,  and  at  a meeting  of  the  West  Chester  (N.  Y.) 
Surgical  Society  held  at  the  Medical  College  of  Virginia 
Hospital,  Richmond,  April  28th,  1953. 


College  of  Virginia  Hospital  with  elimination,  per- 
manently, of  the  leak  in  every  case  by  implanting 
muscle  intradurally  after  first  gently  avulsing  the 
olfactory  nerve  and  bulb  on  the  side  of  the  rhinor- 
rhoea, through  a unilateral  transfrontal  craniotomy. 
These  cases  were  reported  by  Drs.  Coleman  and 
Troland^  in  1947.  Oddly  enough,  all  three  of  those 
patients  were  middle-aged  white  females,  ranging 
from  40  to  50  years  of  age.  CSF  rhinorrhoea  has 
also  been  reported,  rarely,  as  due  to  a post-traumatic 
dural  defect  in  the  middle  or  posterior  fossa,  the  fluid 
reaching  the  nose  by  way  of  the  Eustachian  tube. 
Four  such  cases  of  rhinorrhoea  were  reported  by 
Ecker^,  one  of  which  followed  removal  of  a cystic 
cerebello-pontine  angle  tumor.  Ecker  emphasizes 
that,  to  avoid  misdirected  exploration  of  the  anterior 
fossa  of  the  skull,  it  is  important  to  recognize  these 
rare  cases  in  which  CSF  issues  from  the  nose  and 
in  which  the  dural  defect  lies  in  the  middle  or  pos- 
terior, and  not  the  anterior,  fossa.  There  are  a 
number  of  reports  in  the  literature  in  which  cere- 
brospinal fluid  rhinorrhoea  occurred  incident  to  a 
large  pituitary  tumor  which  had  eroded  the  floor 
of  the  sella  (roof  of  the  sphenoid  sinus).  Shea®,  and 
Som  and  Kramer*  have  reported  such  cases  ending 
fatally  due  to  meningitis.  The  senior  author  of  this 
paper,  several  years  ago.  operated  on  a middle-aged 
white  woman  with  a CSF  rhinorrhoea  incident  to  a 
chromophobe  pituitary  tumor.  .After  evacuation  of 
the  partly  cystic  pituitary  lesion,  the  floor  of  the 
sella  turcica  was  firmlv  packed  with  muscle  which 
was  allowed  to  remain  in  situ.  The  rhinorrhoea 
promptly  stopped  permanentlv.  Occasionallv,  nasal 
“polyps”  are  removed,  following  which  CSF  rhinor- 
rhoea develops,  suggesting  that  the  “polyps”  were 
probably  intransal  meningoceles. 

Signs,  Symptoms,  Diagnosis  and  Complications 
OE  CSF  Rhinorrhoea 

A leak  of  clear  fluid  from  the  nose  does  not  always 
mean  a cerebrospinal  fluid  fistula.  The  “fluid”  may 
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be  merely  nasal  mucus  but  the  application  of  Gurd- 
Jian’s  handkerchief  test  usually  solves  the  problem. 
He  states  that  mucus  from  the  nose  when  drying  on 
a handkerchief  stiffens  the  fabric,  whereas  CSF  does 
not  do  so.  Often  the  leak  is  not  voluminous  and 
may  be  easily  overlooked  by  the  patient,  the  nurse, 
or  the  physician.  Another  method  of  demonstrating 
its  presence  in  doubtful  cases  is  to  have  the  patient 
lean  forward  in  a sitting  position,  during  which  the 
jugular  veins  are  both  compressed  simultaneously 
by  the  examiner;  this  manoeuver  usually  sharply 
accelerates  the  rate  of  flow  of  CSF  from  the  nose. 
Indigo-carmine  in  the  lumbar  subarachnoid  space 
can  be  seen  coming  from  one  or  both  nostrils  30  to 
45  minutes  later  by  the  rhinologist,  although  even  or- 
dinary spinal  puncture  in  these  post-traumatic  cases 
is  somewhat  risky  from  the  standpoint  of  meningitis 
that  might  follow  such  a procedure.  The  fluid  from 
the  nose  may  be  collected  in  a test  tube  and  analyzed 
for  cell  count,  protein  and  sugar  content,  thus  prov- 
ing that  it  is  spinal  fluid  and  not  mucus.  Also, 
inspection  of  the  upper  nares  by  the  rhinologist 
usually  yields  the  desired  localizing  information  in 
the  spontaneous  type  of  case.  X-ray  examination  of 
the  skull  in  the  post-traumatic  cases  of  CSF  rhinor- 
rhoea  usually  shows  a fracture  line  or  multiple  frac- 
ture lines  in  the  area  of  the  frontal  sinuses,  ethmoids, 
cribriform  plate  or  the  sphenoid  sinus.  Often  the 
so-called  Water’s  P-A  X-ray  view  of  the  frontal- 
ethmoid-zygomatic  area  yields  the  most  information. 
Most  post-traumatic  CSF  rhinorrhoeas — and  the  le- 
sion is  seen  not  rarely  in  any  busy  neurosurgical 
clinic  dealing  with  considerable  numbers  of  head 
trauma  cases  of  all  h'pes — heal  spontaneously  in  a 
few  days  and  nothing  further  is  required;  such  is 
almost  invariably  the  case  with  CSF  otorrhoea.  It 
is  only  the  persistent  types,  that  continue  to  drain 
spinal  fluid  from  the  nose  after  two  weeks  or  more 
following  trauma,  that  require  operative  repair  of 
the  leak.  A rather  severe  headache  often  accompanies 
the  leak  of  fluid,  probably  for  the  same  reason  that 
the  occasional  spinal  puncture  is  followed  by  post- 
puncture headache.  Gurdjian  and  Webster®,  in  com- 
menting on  cerebrospinal  fluid  rhinorrhoea,  state  that 
the  post-traumatic  form  may  be  seen  during  the  acute 
stage  of  the  head  injury,  or  as  a late  complication. 
They  believe  that  if  the  fluid  is  found  by  the  rhinolo- 
gist to  be  coming  from  the  roof  of  the  nose,  the 
cranio-nasal  fistula  is  probably  by  way  of  the  cri- 
briform plate;  if  the  fluid  seems  to  escape  from 


below  the  middle  turbinate,  the  fistula  is  probably 
through  the  frontal  sinus.  In  one  of  the  cases  re- 
ported by  Cairns®  in  1937,  the  leakage  of  CSF 
through  the  nose  took  place  on  the  side  opposite  that 
of  the  fracture  in  the  anterior  fossa  of  the  skull. 
Therefore,  on  the  basis  of  the  above  variations,  it  is 
evident  that  each  case  must  be  diagnosed  on  its  own 
merits  as  an  individual  diagnostic  problem. 

Occasionally,  the  CSF  rhinorrhoea  is  accompanied 
by  intracranial  aerocele.  It  is  of  interst  that  the  first 
case  of  this  type  demonstrated  roentgenologically  was 
presented  as  a pathological  curiosity  by  LucketC  and 
was  reported  in  1913:  clearly  demonstrated  was  the 
ventricular  system  in  the  skull  films  made  in  a patient 
with  a basilar  head  injur)-;  this  publication  antedated 
by  five  years  the  report  of  the  deliberate  introduction 
of  air  into  the  cerebral  ventricles  by  Dandy,  thus 
demonstrating — even  to-day — the  best  way  to  local- 
ize operable  brain  tumors.  The  presence  of  air 
in  the  cranial  cavity  is,  of  itself,  no  basis  for  great 
concern  (according  to  Gurdjian  and  Webster)  except 
that  following  trauma,  it  is  due  to  the  existence  of 
a communication  between  the  intracranial  subarach- 
noid or  (and)  ventricular  spaces  and  the  outside 
air.  Considered  in  this  light,  it  is  a dangerous  sign, 
because  of  the  always-present  risk  of  meningitis  in 
such  a situation.  The  air  may  be  in  the  ventricles 
(as  in  our  case  #4),  in  the  subdural  space,  or  even 
in  the  intercerebral  hemispheric  space  alongside  the 
falx,  reported  in  a case  of  CSF  otorrhoea.  Tarlov 
and  Mule®  published  (1946)  a report  of  post -trau- 
matic pneumocephalus  associated  with  cerebrospinal 
fluid  otorrhoea  which  terminated  fatally.  Post-trau- 
matic pneumocephalus  without  CSF  leak  through  the 
nose  or  ear  usually  is  absorbed  spontaneously,  as  can 
be  shown  by  a series  of  skull  films  taken  every  few 
days  after  the  pneumocephalus  is  first  discovered. 
There  is,  of  course,  always  a danger  of  meningitis 
developing  in  these  cases  of  CSF  rhinorrhoea  with 
or  without  pneumocephalus,  much  more  so  than  with 
otorrhoea,  in  our  experience.  The  sudden  develop- 
ment of  high  fever,  increase  of  headache,  together 
with  the  finding  of  a spastic  neck  and  stupor  usuall)’ 
lead  to  the  inevitable  demonstration  of  cloudy  spinal 
fluid  by  lumbar  puncture,  a development  which,  be- 
fore the  days  of  sulfa  drugs  and  antibiotics,  almost 
always  heralded  the  rapidly-developing  lethal  ex- 
odus of  the  patient.  Occasionally,  the  pneumo- 
cephalus will  not  be  seen  on  the  initial  films  made 
at  the  time  of  trauma,  but  will  be  demonstrated  for 
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the  first  time  a week  or  more  later  after  the  patient 
has  coughed  or  strained  considerably.  Such  an  ex- 
ample is  our  case  #4  (infra),  due  to  a bullet  wound 
of  the  anterior  fossa  and  right  cerebral  hemisphere, 
chiefly.  It  was  only  in  the  later  films — 12  days  after 
trauma — that  the  ventricles  were  first  found  filled 
with  air  and  obviously  a post-traumatic  pneumo- 
cephalus  had  developed.  This  patient  was  the  most 
difficult  one  of  the  four  cases,  herein  reported,  to 
treat  as  he  was  first  seen  by  us  rather  late  after 
trauma  when  a certain  amount  of  basilar  infection 
and  subarachnoid  hemorrhage  had  been  present  for 
10  days,  associated  with  CSF  rhinorrhoea,  a spastic 
neck,  temperature  elevation,  and  a late  development 
of  post-traumatic  ventricular  pneumocephalus.  Cer- 
tainly the  early  and  aggressive  use  of  sulfa  drugs, 
and  the  antibiotics  as  well,  was  fully  as  important 
in  salvaging  this  patient  as  the  surger}-  that  was 
performed  ultimately.  Loyal  Davis®  states,  in  com- 
menting on  pneumocephalus,  that  sneezing,  cough- 
ing, straining,  or  swallowing  is  necessary  to  force 
air  through  the  bony,  dural  and  arachnoidal  defect 
into  the  cranial  chamber.  Air  may  fill  a frontal 
or  parietal  lobe  of  the  brain  without  involving  the 
ventricles  at  all;  it  may  be  confined,  on  the  other 
hand,  to  the  subarachnoid  spaces.  Davis  states  that 
the  cavity  of  air  in  the  frontal  or  other  lobes  always 
communicates  with  the  frontal  or  ethmoid  sinus  by 
an  opening  which  may  be  so  minute  as  to  be  easily 
overlooked.  The  presence  of  air  in  the  intracranial 
chamber  somewhat  complicates  the  treatment  of  the 
CSF  rhinorrhoea,  but  the  air  is  usually  permanently 
obliterated  at  the  same  time  as  the  rhinorrhoea  by 
the  operative  procedure  about  to  be  described. 

Surgical  and  Other  Treatment 
The  essential  factor  and  principle  to  be  followed 
in  the  operative  repair  of  cases  of  post-traumatic 
CSF  rhinorrhoea  is  the  same  as  in  the  spontaneous 
type,  i.e.  firm  application  of  muscle  intradurally  to 
the  opening  or  fistula  between  the  subarachnoid  space 
and  the  bony  defect  in  the  basi-frontal  region  or 
cribriform  plate.  In  previous  years,  a wide  variety 
of  procedures — operative  and  non-operative — were 
reported  in  the  literature,  the  great  number  of  differ- 
ent methods  testifying  to  the  fact  that  none  of  them 
were  consistently  as  effective  as  the  modern  intra- 
dural implantation  of  muscle  in  the  fistula,  rather 
than  gel-foam  which  is  too  absorbable.  The  only 
difference  in  repairing  the  post-traumatic  and  the 


spontaneous  CSF  rhinorrhoea  case  is  that  in  the 
latter  it  is  necessary  to  avulse  gently  the  olfactory 
nerve  and  bulb  from  its  groove  on  the  side  of  the 
leak  and  then  to  implant  muscle  firmly  in  its  place. 
For  many  years,  as  suggested  by  Adson  and  Uih- 
lein^®  at  the  Mayo  Clinic,  bilateral  frontal  extra- 
dural operations  were  carried  out  in  rhinorrhoea 
cases  with  sacrifice  of  both  olfactory  nerves  and 
often  ligation  of  the  superior  longitudinal  sinus. 
All  extradural  procedures  in  tliis  area  are  open  to  the 
criticism  that  the  dura  over  the  cribriform  plate  is 
very  thin,  adherent  and  friable  and  extremely  liable 
to  be  torn  when  stripped  from  the  bone  extradurally. 
.•\11  four  post-traumatic  cases  herein  reported  were 
permanently  relieved  of  their  CSF  rhinorrhoea  (as 
were  the  three  cases  of  spontaneous  CSF  rhinorrhoea 
in  our  clinic  referred  to  above  and  previously  re- 
ported)— one  with  associated  ventricular  pneumo- 
cephalus— by  a simple  intradural  unilateral  occlu- 
sion of  the  post-traumatic  fistulae  with  muscle,  via 
transfrontal  craniotomy. 

A successful  outcome  in  the  treatment  of  CSF 
rhinorrhoea  associated  with  pneumocephalus  has  re- 
cently been  reported  by  Pfeil  and  Schear^^.  A pos- 
terior nasal  pack  was  inserted  for  ten  days  and  this 
alone  successfully  stopped  the  leak  of  fluid  from  the 
nose  and  the  pneumocephalus,  involving  the  ven- 
tricles and  the  subdural  and  subarachnoid  spaces  as 
well,  disappeared.  Sixteen  months  later,  the  patient 
was  in  good  health.  In  another  patient,  an  unex- 
plained disappearance  of  the  leak  for  many  months 
followed  the  introduction  of  2 cc.  of  dye  (indigo- 
carmine)  in  the  lumbar  subarachnoid  space,  used 
as  a diagnostic  test,  but  the  leak  again  appeared 
spontaneously  twenty  months  later  (Kahn^^,  1951). 
Silver  nitrate  applied  to  the  fistula  intranasally  has 
l)een  tried  with  some  success  in  other  clinics,  but  this 
method  has  now  been  largely  abandoned.  If  the 
CSF  leak  does  not  stop  spontaneously  in  approxi- 
mately two  weeks  after  trauma  by  placing  the  patient 
in  the  .semi-Fowler  position,  restriction  of  fluids,  the 
constant  daily  administration  of  sulfadiazine,  ter- 
ramycin  and  penicillin,  until  six  or  seven  days  after 
the  leak  stops,  operative  intervention  is  usually 
indicated.  Likewise,  in  those  patients  with  asso- 
ciated pneumocephalus,  if  subsequent  skull  films 
show  an  increase  in  the  amount  of  air  together  with 
a continuation  of  the  CSF  leak,  operation  is  urgently 
Indicated  and  the  procedure  of  choice  is — at  present 
— intradural  occlusion  of  the  fistula — almost  always 
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in  the  basi-frontal-ethmoid-cribriform  area — with 
muscle  firmly  packed  in  the  bony  defect.  This  method 
is  followed  more  consistently  by  success  in  permanent- 
ly closing  the  fistula  and  obliteration  of  the  CSF  leak 
and  pneumocephalus  ■ (if  present),  than  any  other 
procedure  that  has  been  utilized  in  our  clinic. 

Four  Case  Reports  or  Post-Traumatic 
Cerebro-Spinal  Fluid  Rhinorrhoea 

The  first  two  cases  to  be  reported  followed  {Case 
I)  a long  series  of  frontal  sinus  operations  in  the 
course  of  which  it  is  presumed  an  opening  was  made 
inadvertently  in  the  posterior  plate  of  the  frontal 
sinus,  the  dura  and  the  arachnoid,  and  the  second 
case  {Case  II)  followed  a fracture  of  the  anterior 
fossa  of  the  skull  6 years  before  repair  of  the  CSF 
leak  was  accomplished  surgically;  this  was  carried 
out  several  months  after  a severe  attack  of  meningi- 
tis. 

Case  I:  F.  M.,  white  male,  aged  38,  was  admitted  to 
the  Medical  College  of  Virginia  Hospital  on  the  14th 
February,  1948.  His  chief  complaint  on  admission  was 
increasingly  severe  convulsive  seizures.  He  had  had 
twenty-four  separate  operative  procedures  in  his  right 
frontal  region  during  the  previous  nine  years  before  ad- 
mission to  the  neurosurgical  service,  involving,  for  the 
most  part,  the  removal  of  sequestra  and  ether  sequelae 
of  an  initial  right-sided  purulent  f ronto-ethmoiditis  (Fig. 
1).  Six  years  before  admission,  generalized  convulsive 
seizures  began,  presumably  due  to  scarring  of  the  right 
frontal  lobe  and  they  were  becoming  more  and  more 
frequent.  The  bony  decompression  (incident  to  the 
numerous  operations  in  the  right  frontal  region)  would 
protrude  for  a day  or  two  after  the  seizure.  For  six  years 
before  admission  he  had  had  several  episodes  of  rhinor- 
rhoea from  the  right  nostril  followed  by  acute  fulminating 
meningitis  responding  promptly  on  each  occasion  to  sulfa 
drugs  and  penicillin.  Undoubtedly  before  the  introduc- 
tion of  these  drugs  the  patient  would  have  died  in  one  of 
these  very  severe  attacks  of  basilar  meningitis.  The  last 
such  infection  had  been  two  months  before  admission.  The 
primary  reason  for  admitting  him  to  the  hospital  was  for 
surgical  repair  and  closure  of  the  presumed  cerebrospinal 
fluid  fistula  between  the  basi-frontal  subarachnoid  space 
in  the  right  frontal  region  and  the  fronto-ethmoid  sinuses. 
Sulfadiazine  and  penicillin  therapy  was  begun  forty-eight 
hours  before  operation.  Except  for  poor  vision  in  the 
right  eye,  he  had  no  other  complaints.  Examination  dis- 
closed several  scars  in  the  right  frontal  and  supraorbital 
regions.  There  was  a bony  defect  about  7x3  cms.  in  the 
right  frontal  bone  with  deformity  of  the  supraorbital  ridge 
(Fig.  2).  The  skin  was  retracted  and  concave  over  this 
area  except  when  the  patient  leaned  forward  at  which 
time  it  protruded  outward.  There  was  no  papilledema  in 
either  fundus  and  neurologically  he  was  otherwise  en- 
tirely normal. 


Fig.  1.  Case  /.  Appearance  of  patient  before  repair  of  cerebro- 
spinal fluid  leak  from  right  nostril ; 24  operative  procedures 
in  right  frontal  region  for  sinus  infection  before  leak  of  fluid 
repaired. 


Fig.  2.  Case  I.  P-A  skull  and  facial  film  to  show  defect  in  right 
frontal  bone  (arrows)  incident  to  many  previous  operations 
for  sinus  infection.  The  communicating  fistula  in  this  case 
was  in  the  region  of  the  cribrifonn  plate. 
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On  the  18th  of  February,  1948,  in  collaboration  with 
Dr.  George  Thrift,  of  the  Otolaryngology  Department,  the 
cerebrospinal  Huid  leak  was  attacked  through  the  old  right 
frontal  defect  (JMM).  Endotracheal  ether  anesthesia  was 
utilized.  The  approach  was  through  the  scarred  scalp 
area  immediately  above  the  remnants  of  the  right  frontal 
sinus.  Normal  brain  tissue  in  the  right  frontal  lobe  was 
not  seen  at  any  time  a ter  the  scalp  was  opened;  the  dura 
was  non-existent  under  the  skull  defect.  The  posterior 
plate  of  the  right  frontal  sinus  was  exposed  after  de- 
vitalized brain  tissue  from  the  right  frontal  lobe  was 
aspirated  with  the  suction  apparatus.  In  the  region  of 
the  cribriform  plate  to  the  right  of  the  midline  could  be 
seen  fluid  leaking  down  into,  and  air  from  the  ethmoids 
bubbling  upward  in  a stoma  several  millimeters  in 
diameter.  No  probe  or  curette  was  introduced  for  fear  of 
making  the  opening  larger  and  its  occlusion  more  difficult 
surgically.  The  fistula  intradurally  was  covered  with 
several  stamps  of  muscle  which  had  previously  been  ob- 
tained from  the  left  thigh.  A strip  of  fascia  lata  was 
placed  over  the  muscle,  the  entire  area  was  covered  tem- 
porarily with  cotton  and  aspirated  completely  dry  with 
the  suction  apparatus,  after  which  no  air  or  cerebrospinal 
fluid  was  seen  in  the  opening;  a water-tight  closure  of  the 
fistula  seemed  to  result  from  this  procedure.  Closure  of  the 
scalp  was  made  with  interrupted  silk  sutures  without 
drainage.  No  remnant  of  dura  could  be  found  due  to  the 
many  operations  that  had  occurred  previous  to  the  in- 
tradural operative  attack  on  the  fistula  itself. 

Recovery  was  uneventful;  the  patient  left  the  hospital 
on  the  ninth  post-operative  day.  There  had  been  no  leak 
of  CSF  since  the  operation  and  his  temperature  had  been 
normal  for  at  least  a week  before  discharge  from  the 
hospital.  Phenobarbital  was  administered  in  moderate 
doses  post-operativ'ely.  A recent  letter  from  the  patient 
in  answer  to  our  inquiry  (March  12th,  1953),  slightly 
more  than  five  years  after  operation,  stated  that  he  had 
had  an  occasional  convulsion  and  still  requires  penicillin 
at  intervals  presumably  for  residual  sinus  infection.  He 
made  no  mention  of  any  further  attacks  of  meningitis.  He 
has  been  working  practically  all  the  time  since  operation. 
He  describes  a “discharge”  occasionally  from  his  nose, 
which  is  probably  mucus  from  the  residual  sinus  infection. 
The  patient  has  not  been  seen  by  us  since  operation,  so  it 
is  not  known  for  certain  whether  he  is  taking  phenobarbital 
or  other  anti-convulsant  drugs  regularly  at  this  time. 

Case  II  :W.  B.,  colored  male,  aged  36,  was  first  ad- 
mitted to  St.  Philip’s  Hospital  (M.C.V.)  on  the  Medical 
Service  on  September  18th,  1951,  with  a diagnosis  of 
pneumococcic  meningitis.  He  had  a history  at  that  time 
of  a CSF  leak  of  fluid  from  the  right  nostril  at  intervals 
for  the  previous  six  years  following  a head  injury,  at 
which  time  he  was  struck  across  the  forehead  with  a tree 
limb.  He  particularly  noticed  the  fluid  draining  from  his 
nose  when  he  leaned  forward;  it  would  occasionally  drain 
for  2-3  days  and  then  stop  spontaneously.  A neuro- 
surgical consultation  on  October  6th,  1951,  after  the  pneu- 
mococcic meningitis  was  under  control,  recommended  sur- 
gical repair  of  the  fistula  at  a somewhat  later  date  as 


soon  as  he  had  convalesced  entirely  from  the  meningitis. 
A spinal  puncture  at  the  time  of  admission  (September 
18th)  yielded  an  initial  pressure  of  410  mm.  of  water, 
cloudy  fluid,  4,060  WBC  per  cu.  mm.,  92%  of  which  were 
polys.  Two  days  later  (September  20th)  the  fluid  was 
again  described  as  cloudy  at  the  time  of  the  second  lumbar 
puncture  ( 10,985  WBC’s).  Culture  of  the  first  spinal  fluid 
obtained  was  reported  as  showing,  twenty-four  hours 
later,  diplococcus  pneumoniae.  The  patient  responded 
rapidly  to  treatment  with  aqueous  penicillin  intramus- 
cularly and  terramycin  intravenously  and  was  discharged 
twenty  days  after  admission  (October  8th)  with  a normal 
temperature  for  the  previous  six  days,  all  antibiotics  hav- 
ing been  discontinued  for  several  days  before  discharge. 
Skull  films,  including  special  paranasal  sinus  films,  made 
during  this  hospital  period  revealed  old  fracture  lines  in 
the  basi-frontal  region  on  the  right  side  (Fig.  3). 


i 


Fig.  3.  Case  II.  Re-touched  P-A  skuU  film  showing  (arrow) 
multiple  fracture  lines  in  the  right  inferior  fronto-ethmoid 
region,  the  site  of  the  fistula  repaired  at  operation. 

The  patient  was  re-admitted  on  December  2nd,  1951- 
for  operative  attack  on  the  presumed  post-traumatic  fis- 
tula connecting  the  basi-f rontal-ethmoid  sinus  area  on  the 
right  side  with  the  supra-adjacent  subarachnoid  space.  It 
was  learned  at  that  time  that  two  and  a half  weeks  after 
the  head  trauma  had  been  sustained  (six  years  previous- 
ly), cerebrospinal  fluid  had  begun  to  leak  from  the  right 
nostril  and  had  continued  rather  constantly  ever  since, 
there  never  having  been  a period  of  more  than  three  con- 
secutive days  when  there  was  freedom  from  CSF  rhinor- 
rhoea.  His  temperature,  pulse  and  respiration  at  the 
time  of  the  last  admission  were  normal  and  his  general 
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condition  was  excellent,  approximately  two  months  after 
recovery  from  the  pneumococcic  meningitis  with  the  aid  of 
antibiotics.  On  +th  December,  1951,  a right  frontal 
osteoplastic  flap  was  turned  down  (J-K.)  and  an  in- 
tradural occlusion  of  the  connecting  fistula  carried  out 
with  the  aid  of  a muscle  implant.  The  crista  galli  was 
indentified  intradurally,  and  in  the  area  of  the  olfactory 
bulb  the  first  cranial  nerve,  which  appeared  to  be  com- 
posed largely  of  degenerated  nerve  fibers,  was  gently 
avulsed  and  a large  muscle  implant  inserted  firmly  in 
the  olfactory  groove  and  cribriform  plate  area  and  firmly 
stamped  down  by  strong  suction  over  cotton  and  down- 
ward pressure  by  the  operator’s  finger  for  a minute  or 
two.  It  is  of  interest  that  in  spite  of  a degenerated-appear- 
ing first  cranial  nerve  on  the  right  side,  the  sense  of  smell 
(to  peppermint)  was  present  in  the  right  nostril  before 
operation.  The  dura  in  the  frontal  region  behind  the 
frontal  sinus  showed  an  inflammatory  reaction,  probably 
attributable  to  the  recent  meningitis.  The  dura  was 
tightly  closed  without  drainage  and  the  bone  flap  re- 
placed. The  patient’s  temperature  was  elevated  to  102°- 
103°  on  several  occasions  in  the  first  six  post-operative 
days  but  fell  thereafter  abruptly  and  remained  normal  un- 
til discharge  on  the  twelfth  post-operative  day.  At  that 
time,  the  patient  was  in  excellent  condition  and  the  area 
of  operation  in  the  right  frontal  region  was  completely 
healed.  In  the  succeding  fifteen  months  that  have  elapsed 
since  operation  to  the  date  of  this  report  he  has  remained 
well  with  little  or  no  headache  and  there  has  been  no  leak 
of  fluid  from  the  nose.  In  two  post-operative  visits  to  the 
out-patient  clinic,  he  has  been  asymptomatic  and  has  re- 
mained so.  On  March  11th,  1953,  the  patient  wrote  in 
answer  to  our  inquiry  that  there  was  no  leak  of  fluid  from 
his  nose  since  the  operation:  “I  am  working  and  getting 
along  fine.” 

Cases  III  and  IV  are,  on  the  other  hand,  both  due 
to  gunshot  wounds,  Case  IV  being  further  compli- 
cated by  pneumocephalus  involving  the  ventricles, 
meningitis,  bilateral  choked  disks  and  subarach- 
noid hemorrhage,  received  in  the  hospital  as  a de- 
layed case. 

Case  III:  A.  H.,  white  male,  aged  41,  was  admitted  to 
the  Medical  College  of  Virginia  Hospital  on  the  8th  of 
January,  1952,  in  a critical  condition  immediately  after 
a gunshot  wound  of  the  frontal  portion  of  the  head  in- 
volving both  cerebral  hemispheres  by  a .32  caliber  pistol 
bullet.  It  has  never  been  definitely  determined  whether 
the  bullet  wound  was  self-inflicted  of  homicidal.  The 
wound  of  entrance  vvas  in  the  right  inferolateral  frontal 
area  of  the  head.  From  this  point,  the  bullet  (as  shown  by 
X-ray  films  made  at  the  time  of  admission)  travelled,  in 
a transverse  trajectory  across  the  right  frontal  lobe, 
crossed  the  midline  either  through  or  below  the  falx 
cerebri  to  lodge  in  the  left  frontal  lobe  just  beneath  the 
dura,  above  and  to  the  left  of  the  orbital  rim  of  the  left 
orbit  (Fig.  4).  He  had  not  been  definitely  rendered  un- 
conscious by  the  injury,  had  walked  away  from  the 
scene  of  its  infliction  and  was  talking  and  cooperative  at 


Fig.  4.  Case  III.  P-A  skull  film  at  time  of  first  admission.  The 
wound  of  entrance  is  on  the  right ; the  direction  of  the  bullet 
was  from  right  to  left;  the  bullet  (.32  caliber)  is  seen  lying 
superficially  in  left  frontal  region.  Note  multiple  fracture 
lines  involving  sinuses. 

the  time  of  admission,  several  hours  afterward,  although 
his  responses  to  questions  were  obviously  not  reliable. 
The  X-ray  films  of  the  skull,  in  addition  to  showing  the 
course  of  the  bullet  already  referred  to,  also  showed 
multiple  fracture  lines  in  the  frontal  sinus-ethmoid  area, 
bilaterally.  Although  he  could  see  with  each  eye  when 
admitted  several  hours  after  the  injury,  within  one  and  a 
half  hours  after  admission  to  the  hospital,  marked  am- 
blyopia had  developed  in  the  right  eye.  It  was  thought 
that  the  course  of  the  bullet  had  been  very  close,  probably 
just  superior,  to  both  optic  nerves. 

The  patient  was  operated  upon  (JMM)  on  the  day  of 
admission,  primarily  (1)  to  debride  the  wound  of  entrance 
in  the  right  frontal  area  and  thus  to  prevent  a fatal 
cerebritis,  and  (2)  to  remove  the  bullet  if  it  could  be 
quickly  found  beneath  the  intact  skull  in  the  inferior  left 
frontal  area.  These  procedures  were  carried  out  without 
great  difficulty  or  loss  of  blood,  the  patient  being  under 
intravenous  pentothal  and  endotracheal  gas-oxygen-ether 
anesthesia.  Pulpified  brain  was  oozing  from  beneath  the 
torn  dura  when  the  wound  of  entrance  in  the  right  frontal 
area  was  debrided.  The  bony  injury  had  penetrated  the 
right  frontal  sinus  (Fig.  5)  and  gelfoam  was  placed  in 
this  structure.  Bleeding  from  the  cerebral  cortex  and 


October,  1953 


Virginia  Medical  Monthly 


553 


Figr.  5.  Case  III.  Artist’s  drawing  of  approximate  course  of  the  bullet.  Note  that  it  traversed  the 
frontal  sinus  on  right  side,  thus  accounting  for  the  cerebrospinal  fluid  rhinorrhoea  repaired  at 
later  date  by  intradural  muscle  implant.  View  on  right  shows  extraction  of  the  bullrt  in  left 
frontal  region  through  a separate  craniectomy. 


subjacent  white  matter  of  the  right  frontal  lobe  was  con- 
trolled with  the  electro-surgical  cautery  and  warm  saline 
irrigations.  No  drainage  was  employed  in  either  wound. 
The  bullet  was  located  in  the  left  lateral-inferior  frontal 
area  by  measuring  its  location  on  the  skull  films  and  then 
on  the  patient’s  shaved  scalp.  By  means  of  a small  crani- 
ectomy in  that  area  the  bullet  was  readily  found  sub- 
durally  and  removed  by  forceps.  The  dura  was  widely 
opened  because  of  cerebral  edema  and  gelfoam  placed 
over  the  brain.  The  scalp  was  tightly  closed  in  layers 
without  drainage.  The  next  day  the  patient  could  count 
fingers  with  each  eye  and  intraorbital  pressure  was  not 
excessive.  Nine  days  later  (January  17th)  a secondary 
closure  of  the  left  frontal  wound  was  carried  out  as  the 
marked  edema  of  the  left  frontal  lobe  had  caused  a sepa- 
ration of  the  scalp  wound.  Under  endotracheal  ether 
anesthesia  the  old  incision  was  re-opened  and  additional 
brain  tissue  aspirated  away  and  several  cc.  of  a weak 
penicillin  solution  (5000  u/cc.)  were  instilled  in  the 
cerebral  wound.  The  galea  was  approximated  with  in- 
terrupted sutures  of  catgut  and  the  skin  with  silk.  No 
drainage  was  employed.  The  wound  healed  satisfactorily 
and  caused  no  further  difficulty.  After  a rather  stormy  con- 
valescence, the  patient  was  discharged  approximately  six 
weeks  after  the  initial  injury,  his  discharge  from  the  hos- 
pital being  delayed  by  a not  unexpected  “frontal-lobe 
syndrome”  characterized  for  several  weeks  by  marked 
restlessness,  fabrication,  euphoria,  urinary  incontinence 
and  poor  cooperation. 

He  continued  to  have  a “moist”  right  nostril  from  the 
date  of  discharge  (February  23rd)  after  the  two  original 
operations  until  re-admission  (May  18th)  for  the  inser- 
tion of  two  tantalum  plates  in  the  two  frontal  bony  de- 
fects (Fig.  6)  and  a muscle  implant  in  the  opening  in  the 
posterior  plate  of  the  right  frontal  sinus  which  had  re- 
sulted from  the  original  bullet  wound,  which  in  turn  had 
been  followed  by  a rhinorrhoea  on  the  right  side.  On 
the  right  side,  the  frontal  lobe  remnant  was  elevated 


(May  2Cth)  and  a 2 mm.  fistula  found  extending  through 
the  posterior  wall  of  the  right  frontal  sinus.  Muscle  was 
inserted  tightly  intradurally  in  this  opening,  the  scalp 
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Fig.  6.  Case  III.  Post-operative  P-A  view  of  skull  showing  two 
small  separate  craniectomies,  the  one  on  the  right  the  debrided 
wound  of  entrance,  that  on  the  left,  the  site  of  the  bullet  re- 
moval. These  bony  defects  were  repaired  later  by  small  tanta- 
lum plates  (see  text). 
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closed  without  drainage  and  he  has  not  leaked  fluid  from 
the  nose  since  then,  ten  months  after  the  repair  of  the  CSF 
fistula.  He  remains  in  excellent  condition  at  this  time,  as 
reported  to  us  by  letter  (March  14th,  1953)  and  also  has 
been  free  of  headaches  and  other  ill  eflFects  since  his  last 
operation;  “My  eyesight  has  fully  recovered.  I am  starting 
a new  business  next  month.” 

C.ASE  IV' : Dr.  L.  R.,  aged  48,  a white  male  physician  was 
admitted  to  the  Medical  College  of  Virginia  Hospital  on 
April  19th,  1952,  in  a critical  condition  following  a self- 
inflicted  gunshot  wound  of  the  head  involving  both 
cerebral  hemispheres  ten  days  previously  at  his  home  in 
another  state  (.45  caliber  pistol  bullet  fired  through  a 
rifle  into  the  roof  of  his  mouth).  He  was  not  rendered  un- 
conscious by  the  bullet  and  was  found  standing  after  the 
shot  in  his  examining  room  by  an  entering  patient.  The 
bullet  was  lodged  in  the  left  parietal  area  as  seen  readily 
on  the  X-ray  films  and  the  wound  of  entrance  was  in  the 
hard  palate  just  to  the  right  of  the  midline.  Skull  films 
sent  with  the  patient  to  the  hospital  made  on  the  day  of 
injury  showed  only  these  findings  (Fig.  7).  At  the  time  of 


Fig.  7.  Case  IV.  Forty-five  caliber  pistol  bullet  lodged  in 
parietal  region  just  to  left  of  midline,  as  seen  in  lateral  skull 
film  made  immediately  after  injury.  The  bullet  entered  the 
intracranial  cavity  through  the  mouth  and  the  right  basi- 
frontal  region,  ricochetting  eventually  into  the  left  parietal 
area. 

admission,  he  was  conscious  and  fairly  rational  although 
childish  and  very  poorly  oriented  as  to  time  and  place. 
There  was  a leak  of  spinal  fluid  from  the  right  nostril. 
He  had  been  placed  on  antibiotics  at  home  immediately 
after  the  injury  but  had  complained  of  increasingly  severe 
headache  in  the  right  frontotemporal  region.  Four  days 
after  the  injury  a spinal  puncture — done  elsewhere — 
showed  an  initial  pressure  of  540  m.  water  and  1,000,000 
RBC  per  cu.  mm.  indicative  of  a high  degree  of  increased 
intracranial  pressure  and  rather  marked  subarachnoid 
hemorrhage.  Papilledema  developed  not  unexpectedly 
with  these  complications  and  when  seen  by  us,  ten  days 
after  the  bullet  wound  was  inflicted,  he  had  2-3  D.  eleva- 
tion of  each  optic  disk.  He  was  ambulatory  but  not  very 
cooperative.  Temperature  was  101.6  rectally.  Vision 
seemed  good  in  each  eye.  The  visual  fields  were  grossly 
normal  by  confrontation  test.  There  was  mild  hyper- 
tonicity in  the  right  leg,  the  bullet  being  in  the  left  parietal 


lobe  near  the  vertex  of  the  head.  It  was  assumed  that  the 
bullet  had  entered  the  right  basifrontal  area  of  the  intra- 
cranial cavity  through  the  roof  of  the  mouth,  traversed  the 
right  frontal  lobe  obliquely  from  before  backward,  pene- 
trated the  falx  and  had  come  to  lodge  just  beneath  the 
dura,  probably,  slightly  to  the  left  of  the  midline  in  the 
parietal  area.  Because  of  the  persistence  of  the  headache, 
skull  films  were  repeated  (April  21st,  twelve  days  after 
injury)  and  a perfect  image  of  the  ventricular  system 
was  seen,  i.e.,  air  had  undoubtedly  entered  from  the 
frontal  sinus-ethmoid  area  on  the  right  side,  traversed 
the  severely  traumatized  right  frontal  lobe  and  entered 
the  anterior  horn  of  the  right  lateral  ventricle,  during 
coughing  or  straining,  to  produce  a typical  ventriculogram. 
(Fig.  8). 


Fig.  8.  Case  IV.  Right  lateral  skull  film  made  twelve  days 
after  injury  showing  perfect  image  of  lateral  ventricles  (spon- 
taneous ventriculogram)  and  separate  rather  large  extra- 
ventricular air  pockets  in  the  right  frontal  lobe. 

In  summary,  then,  here  was  a severely  lacerated  right 
frontal  lobe,  a .45  pistol  bullet  in  the  left  parietal  lobe,  a 
CSF  fistula  with  rhinorrhoea  in  the  right  basi-frontal 
area,  which  included  a direct  connection  with  the  ven- 
tricular system  (aerocele),  severe  subarachnoid  hemor- 
rhage, a high  degree  of  increased  intracranial  pressure 
with  choked  disks  bilaterally,  and  undoubtedly  a con- 
siderable degree  of  basilar  meningitis  and  right  cerebral 
cerebritis,  first  seen  by  us  ten  days  after  trauma.  A con- 
siderable problem  in  surgical  judgment  presented  itself 
as  to  the  best  procedure  to  undertake  in  surgically  at- 
tacking these  lesions  and  v:hen  to  do  so.  As  the  patient 
had  considerable  fever  on  admission,  and  was  not 
drowsy  or  stuporous,  it  was  decided  to  ignore  the  bullet 
(rarely  the  major  acute  problem  in  bullet  wounds  of  the 
head  compared  to  retained  bone  fragments  in  the  brain 
when  the  bullet  is  lodged  at  the  end  of  a long  trajectory 
in  the  brain),  and  to  treat  the  patient  vigorously  with 
antibiotics  for  a few  days,  at  least,  in  an  effort  to  elim- 
inate the  meningitis  but  to  operate  as  soon  as  possible 
due  to  the  ventricular-subarachnoid-fronto-ethmoid  fistula 
and  CSF  rhinorrhoea  associated  with  bilateral  choked 
disks.  This  plan  was  followed  and  nine  days  later  (19 
days  after  injury),  the  TPR  then  being  entirely  normal, 
a large  right  frontal  bone  flap  was  outlined  and  turned 
down  (April  28th).  A left  frontal  burr  opening  had  been 
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made  just  previously  and  the  anterior  horn  of  the  left 
frontal  lobe  tapped  to  be  certain  that  there  was  no  left- 
sided subdural  hematoma  or  intracerebral  abscess.  The 
left  anterior  horn  was  tapped  and  60  cc.  of  clear  ventri- 
cular fluid  obtained  thus  eliminating  any  mass  lesion  in 


time  of  this  report,  approximately  eleven  months  after 
the  wound  was  sustained. 

Summary 

(1)  Post-traumatic  CSF  rhinorrhoea  with  or  with- 


Fig.  9.  Case  IV.  Artist’s  drawing  showing  muscle  stamp  being  placed  in  fistulous  tract  in  right 
cribriform  plate,  after  its  exposure  under  retracted  and  elevated  right  frontal  lobe.  This  is 
essentially  the  method  employed  in  all  four  cases  herein  reported. 


this  area.  The  right-sided  frontal  bone  flap  was  then 
turned  down  (JMM)  and  discarded  as  the  brain  was 
quite  full  and  very  over-vascularized  (?  cerebritis)  in 
spite  of  the  left  anterior  horn  having  been  tapped  twice 
immediately  before  craniotomy.  A ventricular  needle  in 
the  right  frontal  lobe  was  followed  by  a “puff”  of  air 
several  cm.  from  the  surface;  the  frontal  pole  of  that 
hemisphere  was  then  elevated  and  muscle  stamps  were 
placed  over  the  fractured  site  in  the  right  cribriform  plate 
(Fig.  9).  The  scalp  was  tightly  closed  without  drainage 
and  the  patient  has  remained  well  since,  except  for  his 
mental  status.  On  May  10th,  1952,  (12  days  after  opera- 
tion) skull  films  showed  no  air  in  the  ventricles  (Fig.  10). 
When  seen  in  the  office  slightly  more  than  6 months  after 
operation  (November  4th,  1952),  his  general  condition 
was  excellent,  the  optic  disks  were  normal,  and  no  CSF 
Teak  had  occurred  from  the  nose  since  operation.  He  was 
ambulatory  and  had  gained  at  least  fifteen  pounds  in 
weight.  He  is  still  confined  to  a mental  institution  at  the 


Fig.  10.  Case  IV.  Lateral  skull  film  made  twelve  days  after  re- 
pair of  CSF  leak  through  right  nostril  and  tapping  of  lateral 
ventricle  and  both  frontal  lobes  with  release  of  entrapped  air. 
Note  (1)  absence  of  bone  flap  due  to  cerebritis  and  edema,  and 
particularly  (2)  absence  of  ventricular  or  frontal  lobe  air 
(compare  with  Fig.  8.)  The  bullet  is  still  in  situ,  adjoining  the 
longitudinal  sinus.  The  patient  remains  in  excellent  condition 
thirteen  months  after  injury  and  operation. 
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out  complicating  pneumocephalus  is  discussed  with 
particular  reference  to  the  recognition  of  the  con- 
dition and  the  satisfactory  non-operative  and  opera- 
tive management  of  this  serious  lesion. 

(2)  Four  illustrative  cases  (two  of  them  due  to 
gunshot  wounds)  from  our  clinic  are  presented — 
all  operated  upon  by  a uniform  intradural  method 
and  occlusion  of  the  fistula  by  muscle  with  success- 
ful outcome  in  each  instance,  to  date. 

Bibliography 

1.  Coleman,  C.  C.,  and  Troland,  C.  E. : The  Surgical 

Treatment  of  Spontaneous  Cerebrospinal  Rhinor- 

rhoea,  Ann.  Surgery,  125:718  (June),  19+7. 

2.  Ecker,  A.:  Cerebrospinal  Rhinorrhoea  by  Way  of  the 

Eustachian  Tube — Report  of  Cases  with  the  Dural 

Defect  in  the  Middle  or  Posterior  Fossa;  J.  Neuro- 

Surgery,  4:77-78,  (March),  1947. 

3.  Shea,  J.  J.:  Cerebrospinal  Rhinorrhoea  with  Autopsy 

Report,  Ann.  Otol.,  Rhin.  and  Laryng.,  47:253-260 

(March),  1938. 

4.  Som,  M.  L.,  and  Kramer,  R. : Cerebrospinal  Rhinor- 

rhoea— Pathological  Findings,  Laryngoscope,  50: 

1167-77  (Dec.),  19+0. 

5.  Gurdjian,  E.  S.,  and  Webster,  J.  E.:  Surgical  Manage- 

ment of  Compound  Depressed  Fracture  of  Frontal 


Sinus,  Cerebrospinal  Rhinorrhoea  and  Pneumo- 
cephalus. Arch.  Otolaryngol.,  39:287-306  (April), 
19+4. 

6.  Cairns,  Hugh:  Injuries  of  the  Frontal  and  Ethmoidal 

Sinuses  with  Special  Reference  to  Cerebrospinal 
Rhinorrhoea  and  Aeroceles,  J.  Laryngol.  and  Otol., 
52:589-623  (Sept.),  1937. 

7.  Luckett,  W.  H.:  Air  in  the  Ventricles  of  the  Brain, 

Following  a Fracture  of  the  Skull — Report  of  a 
Case,  Surg.,  Gynec.,  and  Obstet.,  17:237,  1913. 

8.  Tarlov,  I.  M.,  and  Mule,  J.:  Traumatic  Pneumo- 

cephalus Associated  with  Cerebrospinal  Otorrhoea, 
Am.  J.  Roentgenol.,  56:179-8+  (Aug.),  19+6. 

9.  Davis,  Loyal:  Principles  of  Neurological  Surgery,  +th 

ed..  Revised,  Phila.,  Lea  and  Febiger,  1953,  pp. 
109-110. 

10.  Adson,  A.  W.,  and  Uihlein,  A:  Repair  of  Defects  in 

Ethmoid  and  Frontal  Sinuses  Resulting  in  Cere- 
brospinal Rhinorrhoea,  Arch.  Surg.,  58:623-3+ 
(May),  19+9. 

11.  Pfeil,  Jr.,  E.  T.,  and  Schear,  E.  W.:  Use  of  Unre- 

ported Treatment  in  Spontaneous  Pneumoventricle 
Following  Trauma — Report  of  a Case,  J.A.M.A., 
151  :728-30  Feb.  28,  1953. 

12.  Kahn,  Jr.,  A.:  Spontaneous  Cerebro-Spinal  Rhinor- 

rhoea with  Remission  Following  Dye  Injection, 
J.A.M.A.,  146:728-29,  June  23,  1951. 


PR  TIP  OF  THE  MONTH — The  patient  who  drives  ’round  the  block 
for  twenty  minutes  before  she  can  find  a parking  place  near  the  doctor’s 
office — or  who  receives  a parking  ticket  because  the  doctor  was  late 
in  seeing  her  often  complains  loudly  about  doctors.  Consequently, 
many  physicians  and  medical  societies  are  making  special  parking  ar- 
rangements for  the  convenience  of  such  persons.  It  makes  good  public 
relations  sense. 
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UNUSUAL  COMPLICATIONS  IN  DIABETES  MELLITUS— 

CASE  REPORT 


D.  R.  Packard,  M.D., 
F.  S.  Beazlie,  Jr.,  M.D., 

and 

A.  A.  Creecy,  M.D., 

Newport  News,  Virginia 


There  have  been  several  reports  in  the  literature 
concerning  cystitis  emphysematosa  and  necrotizing 
renal  papillitis  occurring  in  diabetics;  and  many 
articles  on  cortical  necrosis  due  to  a variety  of  causes, 
but  to  our  knowledge  this  is  the  first  report  of  all 
three  conditions  occurring  in  the  same  patient. 

Case  Report 

Mrs.  B.  D.  W.  (123059),  a 57  year  old  white 
housewife  and  a known  diabetic  of  6 years,  was 
admitted  on  November  3,  1951,  with  a chief  com- 
plaint of  pain  in  the  left  flank,  side  and  lower  ab- 
domen of  24  hours  duration.  The  pain  had  come 
on  suddenly,  was  persistent,  sharp,  and  localized. 
There  was  associated  nausea,  but  no  vomiting,  diar- 
rhea, nor  melena.  She  stated  that  she  had  been 
passing  gross  blood  in  her  urine  for  twenty-four 
hours  and  had  more  burning,  and  frequency,  up  to 
ten  times  at  night,  than  usual,  having  had  these  latter 
symptoms  since  1946. 

Her  past  medical  history  was  significant  in  that 
she  was  known  to  have  had  diabetes  mellitus  for 
6 years,  which  had  proved  difficult  to  control  even 
with  insulin  and  a rigid  diet.  She  had  lobular  pneu- 
monia in  1942  without  sequelae,  and  malaria  as  a 
child.  In  February',  1946,  she  had  a right  nephrec- 
tomy for  a staghorn  calculus.  In  September,  1946, 
she  had  a vaginal  hysterectomy  and  perineal  repair 
because  of  prolapse  of  the  uterus. 

Laboratory  studies  in  September,  1946,  showed: 
Cath.  urine:  sp.gr.  1.014,  reaction  acid,  albumin 
trace,  sugar  4-plus;  microscopic:  numerous  wbc,  and 
numerous  rbc  per  h.p.f.  A urine  culture  at  this 
time  grew  out  E.  coli.  Blood  sugar  ranged  from 
305-130  mgm.  %.  Blood  urea  was  52  mgm.  %.  A 
KFIB  did  not  reveal  any  suspicious  shadows. 

The  review  of  systems  and  family  history  were 
non-contributory. 

Physical  examination  on  the  present  admission 
revealed  a pale,  stout,  elderly,  white  female  with 
drawn  facies,  complaining  of  severe  pain.  Her  tem- 
perature, pulse,  and  respirations  were  102  F.,  120, 


22,  respectively.  Her  blood  pressure  was  118/78. 
The  tongue  was  dry,  and  there  was  an  acetone  odor 
to  her  breath.  Fine  moist  rales  were  heard  over 
both  lung  fields.  The  cardiac  rate  was  increased  and 
a systolic  murmur  was  present.  Moderate  tender- 
ness with  spasm  was  present  over  the  left  costover- 
tebral angle  and  left  lower  abdominal  quadrant. 

Laboratory  data  was  as  follows:  Urine:  sp.  gr. 
1.014,  acid  reaction,  4 plus  albumin,  3 plus  sugar, 
and  numerous  rbc/hpf.  No  acetone  nor  diacetic 
acid  was  present.  Urine  culture  grew  out  E.  coli. 
The  blood  count  was  normal.  Her  blood  sugar  was 
302  mgm.  %,  and  blood  urea  68  mgm.  % on  ad- 
mission. 

The  patient’s  diabetes  was  treated  by  a strict  dia- 
betic diet,  parenteral  fluids  and  60  U NPH  insulin 
supplemented  with  regular  insulin.  She  was  also 
given  antibiotics,  analgesics,  digitoxin,  and  oxygen. 
Her  prognosis  was  poor.  Urinary  output  was  dimin- 
ished. On  November  5,  1951,  cystoscopy  was  per- 
formed to  find  if  the  solitary  left  kidney  was  block- 
ed. A small  amount  of  urine  was  obtained.  The 
bladder  mucosa  was  intensely  red  throughout.  The 
lateral  walls  and  trigone  were  profusely  studded  with 
crepitant  air  blebs  beneath  the  mucosa.  The  ure- 
teral orifices  could  not  be  located.  The  patient  tol- 
erated the  procedure  well.  She  was  given  vigorous 
supportive  treatment  the  next  four  days,  but  she  con- 
tinued to  go  downhill,  became  comatose,  and  expired 
on  November  9,  1951. 

At  autopsy  (Dr.  M.  B.  Beecroft,  Pathologist) 
massive  cortical  necrosis  and  necrotizing  renal  papil- 
litis of  the  left  kidney  were  found.  The  microscopic 
picture  of  these  lesions  has  been  well  described  by 
Edmondson,  Martin,  Evans  and  Robbins,  Mallory 
and  Kinney,  and  others,  and  will  not  be  repeated 
here.  Glomerulosclerosis  was  not  observed.  There 
were  air  blebs  in  the  submucosa  of  the  bladder.  A 
totally  unexpected  finding  was  a ruptured  dissecting 
aneurysm  of  the  left  common  iliac  artery  with  mas- 
sive retroperitoneal  hemorrhage,  the  immediate  cause 
of  death. 
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Discussion 

There  has  been  much  speculation  as  to  the  etiology 
of  cystitis  emphysematosa.  The  possible  causative 
factors  have  been  divided  into  four  classes:  (1) 
Anaerobic  gas-forming  bacteria,  which  produce  a 
generalized  virulent  infection,  may  cause  an  asso- 
ciated cystitis  emphysematosa.  (2)  Cystitis  emphy- 
sematosa may  develop  as  a result  of  invasion  of  the 
mucosa  and  submucosa  of  the  bladder  by  a gas-form- 
ing bacillus  which  also  produces  a hemorrhagic  cysti- 
tis. (3)  An  abacterial  cystitis  emphysematosa  is 
found  in  diabetics  with  a hyperglycemia  of  200  mgm. 
% or  more ; the  gas  is  supposedly  formed  by  enzymic 
action  in  the  mucosa  and  submucosa  of  the  bladder. 
(4)  These  cases  of  cystitis  emphysematosa  that  re- 
sult from  abrasions  (catheters,  cystoscopes,  or  other 
instrumentations),  in  which  the  air  or  gas-produc- 
ing bacteria  are  introduced  under  the  epithelium.  It 
is  interesting  to  note  that  in  our  case  there  is  a pos- 
sibility that  three  of  the  above  etiological  factors 
may  have  played  a role:  Our  patient’s  blood  sugar 
level  was  over  300  mgm.  %;  a colon  bacillus  was 
cultured  from  the  urine;  and  there  was  a chance  of 
the  introduction  of  air  or  gas-producing  bacteria 
during  catheterizations  or  cystoscopy. 

The  finding  of  necrotizing  renal  papillitis  at  au- 
topsy was  a not  une.xpected  observation.  This  is  a 
severe,  usually  fatal,  type  of  acute  pyelonephritis, 
distinguished  by  necrosis  of  the  renal  papillae,  which 
occurs  in  middle-aged  diabetic  patients,  and  also  in 
cases  of  severe  urinar\-  tract  infection  with  obstruc- 
tion but  without  diabetes.  The  criteria  for  the  clin- 
ical diagnosis  of  N.R.P.  in  diabetic  patients  has 
been  given  as  fever,  hematuria,  renal  colic,  unex- 
plained coma,  and  sudden  increase  in  severity  of 
symptoms  of  known  pyelonephritis — all  of  which 
w’ere  found  in  this  case.  Slipyan  and  Barland  pre- 
sent a stimulating  discussion  of  possible  etiological 
and  anatomical  basis  for  this  lesion.  Pyelographic 
studies  were  not  done  but  might  have  demonstrated 
the  irregular  filling  defects  of  the  renal  calices  due 
to  necrosis,  and  sloughing  of  the  tips  of  the  papillae. 
Early  diagnosis  is  essential  in  order  to  interrupt  the 
process  of  infection  before  it  progresses  to  the  stage 
of  necrosis. 

Cortical  necrosis  has  been  associated  with  a wide 
variety  of  conditions.  IVIost  authors  agree  that  ne- 
crosis of  the  renal  cortices  is  ischemic  in  origin 
whether  it  be  due  to  intense  vaso-constriction,  vaso- 


parahsis,  thrombosis  or  necrosis  of  the  arteries  by- 
passed. 

The  work  of  Homer  Smith,  Trueta,  Goodwin, 
Sloan,  and  Scott  on  this  problem  has  been  basic.  The 
latter  investigators  confirm  the  work  of  Trueta,  and 
conclude  that  there  is  a neurovascular  control  of  the 
renal  blood  flow  and  that  renal  and/or  splanchnic 
nerve  stimulation  may  permit  the  juxta-medullary 
glomeruli  to  carry  the  blood  through  the  kidneys, 
by-passing  the  cortical  glomeruli  which  become 
ischemic.  Goodwin,  Cason,  and  Scott  state  that  their 
experiments  would  seem  to  show  that  “the  triad  of 
shock,  splanchnic  nerve  stimulation,  and  hemoglo- 
binemia  will  produce  the  lesion  clinically  and  path- 
ologically, whereas  anyone  of  the  three  taken  sep- 
arately or  in  pairs  will  not”.  Trueta  also  found  that 
any  intense  injury  or  insult  to  the  iliac  vessels  can 
set  up  a neurovascular  reflex  that  may  result  in 
cortical  necrosis  of  the  kidneys. 

The  clinical  application  of  this  neurovascular  re- 
flex has  been  well  demonstrated  in  cases  of  trans- 
urethral resections  of  the  prostate,  rough  handling 
of  the  ureters,  following  cystoscopy,  over-whelming 
abdominal  surgery,  shock,  crush  injuries,  vascular 
injuries,  etc.  In  our  case,  in  addition  to  the  cysto- 
scopic  examination  as  a possible  contributory  factor, 
the  autopsy  revealed  the  presence  of  dissecting 
aneurysm  of  the  left  common  iliac  arten.’. 

Summary 

A case  of  diabetes  mellitus  with  cystitis  emphy- 
sematosa diagnosed  ante-mortem  is  presented,  which, 
in  spite  of  intensive  therapy,  succumbed  rapidly.  At 
necropsy  a necrotizing  renal  papillitis,  cortical  ne- 
crosis of  the  kidney,  and  a dissecting  aneurysm  of 
the  left  common  iliac  artery  with  massive  retroperi- 
toneal hemorrhage  were  found.  These  findings  again 
demonstrate  the  need  to  be  alert  for  unusual  com- 
plications in  individuals  with  diabetes  mellitus  and 
urinary  tract  infection,  and  the  value  of  postmortem 
examinations  in  diabetics  even  though  the  cause  of 
death  may  appear  to  be  obvious. 
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Home  Care  Advantageous  Over  Hospitaliza- 
tion in  Some  Cases. 

Home  care  for  the  chronically  ill  and  for  children 
with  chronic  active  rheumatic  fever  has  many  advan- 
tages over  hospitalization,  two  articles  in  a recent 
J.A.M.A.  disclosed. 

A 30-month  study  of  45  children  with  rheumatic 
fever  showed  that  “when  certain  initial  criteria  for 
home  suitability  are  met,  most  children  with  active 
rheumatic  fever  and  free  of  congestive  heart  failure 
can  be  cared  for  as  well  at  home  as  in  the  hospital, 
with  an  equally  good  end-result  and  with  greater 
over-all  advantage  to  the  patient  and  his  family.” 
The  study  was  made  by  Drs.  Dennison  Young,  White 
Plains,  N.Y.,  and  Manuel  Rcdstein,  New  York  City, 
who  are  associated  with  the  division  of  social  medi- 


cine and  the  medical  division  of  Montefiore  Hospi- 
tal. 

Dr.  Louis  Udell,  Philadelphia,  described  a 39- 
month  study  of  160  chronically  ill  persons  who  were 
treated  at  home.  Results  indicated  that  “those  who 
display  readiness  to  cooperate  in  intensive  care  show 
improvement  physically,  emotionally  or  socially  in 
situations  formerly  believed  static  or  hopeless.”  . . . 
“Many  patients  who  do  poorly  in  the  hospital  do 
much  better  in  their  home  surroundings,  eating  the 
food  that  suits  their  palate,  seeing  their  friends  at 
anytime,  and  being  with  their  loved  ones.” 

The  cost  of  the  care  of  the  patient  at  home  is  much 
less  than  the  cost  of  caring  for  the  patient  in  the 
hospital.  Dr.  Udell  stated.  In  addition,  home  care 
will  help  to  alleviate  the  shortage  of  hospital  beds. 
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CLINICAL  ASPECTS  OF  BARBITURATE  INTOXICATION 

R.  Finley  Gayle,  Jr.,  IM.D., 

Professor  of  Psychiatry  and  Neurology,  Medical  College  of  Virginia, 

and 

George  L.  Gee,  Jr.,  M.D., 

Instructor  in  Psychiatry,  Medical  College  of  Virginia, 

Richmond,  Virginia 


Tlie  problems  of  barbiturate  addiction  and  suicide 
attempts  with  barbiturates  are  encountered  with  in- 
creasing frequency.  The  extent  of  the  addiction 
problem  was  forcefully  brought  to  the  attention  of 
one  of  the  authors  during  a year  that  he  was  attached 
to  the  staff  of  the  U.  S.  Public  Health  Service  Hos- 
pital at  Lexington,  Kentucky.  Though  a hospital 
for  narcotic  addicts,  many  of  the  patients  admitted 
there  also  had  either  active  barbiturate  habits  or 
had  used  barbiturate  drugs  extensively  in  the  past. 
Approximately  one  out  of  twenty  addicts  to  narcotics 
are  started  on  the  road  to  addiction  by  medication 
prescribed  by  a physician.  However,  a much  larger 
percentage  of  barbiturate  addicts  are  given  their 
start  by  injudicious  prescription  of  these  drugs.  As 
little  as  a half  gram  of  a barbiturate  daily  may  be 
an  addicting  dose,  though  of  course  this  varies  de- 
p>ending  on  individual  tolerance.  Practically  everj' 
new  patient  we  see  is  taking  barbiturates  to  some 
extent. 

The  frequency  of  suicide  attempt  by  barbiturates 
is  increasing  by  leaps  and  bounds  each  year,  although 
the  over-all  suicide  rate  has  declined.  Barbiturates 
are  used  more  often  than  any  other  poison  in  at- 
tempting suicide,  as  any  physician  with  experience 
in  the  emergency  room  of  a general  hospital  will 
recognize. 

We  feel  that  it  is  the  responsibility  of  all  phy- 
sicians and  those  working  in  allied  professional  fields 
to  recognize  the  dangers  of  barbiturates  and  the 
results  of  making  these  drugs  available  to  patients 
without  adequate  restriction.  We  see  two  definite 
types  of  risks — suicide  and  addiction. 

In  chronic  barbiturate  intoxication,  as  seen  in 
addiction,  there  are  symptoms  of  depression  of  the 
cortex.  These  include  drowsiness,  confusion,  ina- 
bility to  concentrate,  and  impairment  of  judgment. 
In  addition  the  barbiturate  addict  presents  signs  of 
dysfunction  of  the  cerebellum  with  ataxia,  nystag- 
mus, slurred  speech,  tremors,  adiadokokinesis,  and 
choreiform  movements.  It  is  obvious  that  many  of 


these  signs  and  symptoms  are  similar  to  those  seen 
in  chronic  alcoholics. 

Barbiturate  addicts  are  subject  to  injuries  due  to 
falling,  they  may  be  involved  in  automobile  accidents 
while  under  the  influence  of  these  drugs,  often  smoke 
in  bed  and  cause  fires,  and  may  even  commit  crim- 
inal acts.  These  addicts  tend  to  become  disturbed 
in  their  inter-personal  relations  and  even  to  become 
social  outcasts  as  far  as  their  families,  old  friends, 
and  employers  or  fellow  employees  are  concerned. 
Barbiturates  are  often  prescribed  to  help  emotional 
disturbances  and  yet  when  used  excessively  and  un- 
wisely by  the  patient,  they  may  provoke  severe  de- 
pressions, emotional  lability,  infantile  behavior,  ag- 
gressive acts  and  paranoid  ideation. 

Upon  withdrawal  from  any  active  barbiturate 
habit,  a patient  rapidly  develops  fatigue,  anxiety 
or  apprehension,  fasciculation  and  coarse  tremors  of 
the  hands  and  face,  especially  peri-oral.  Later  the 
patient  will  suffer  abdominal  cramps,  nausea  and 
vomiting,  weight  loss,  and  rather  severe  insomnia. 
The  pulse,  temperature,  and  blood  pressure  are  all 
elevated.  Some  lYz  days  after  withdrawal  the  pa- 
tient is  apt  to  have  one  or  more  grand  mal  convulsive 
seizures  and  some  3 to  7 days  after  withdrawal  a 
psychosis  may  develop.  Characteristically  this  bar- 
biturate withdrawal  psychosis  resembles  the  delirium 
seen  in  alcoholic  psychosis;  however,  it  is  related 
to  the  withdrawal  of  barbiturates  and  is  relieved  by 
the  administration  of  barbiturates,  whereas  this  is 
not  true  in  the  case  of  alcoholic  psychosis.  Most 
psychoses  following  the  withdraw’al  of  barbiturates 
will  clear  in  less  than  two  weeks  but  some  may  go  on 
for  a longer  time,  even  for  two  or  three  months,  and 
in  that  event  they  often  resemble  more  nearly  a 
schizophrenic  reaction. 

.\cute  barbiturate  intoxication  as  seen  in  accidental 
over-dosage  or  suicide  attempts  is  characterized  by 
unconsciousness  with  slow,  shallow  respirations  and 
cyanosis.  The  history  obtained  from  reliable  in- 
formants aids  in  the  diagnosis.  The  laboratory  can 
help  us  also  in  diagnosing  cases  of  barbiturate  coma. 
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The  State  Toxicology  Laboratory  can  analyze  gastric 
contents  or  specimens  of  blood  or  urine  and  give  us 
a report  within  30  to  45  minutes  during  the  day  and 
1 to  1 ^ hours  during  the  night. 

In  this  paper  we  will  review  our  experiences  with 
acute  and  chronic  barbiturate  intoxication  at  the 
Medical  College  of  Virginia  Hospital  Psychiatric 
Service  during  the  year  1952.  This  includes  (with 
exceptions  noted  later)  only  patients  admitted  to  the 
Psychiatric  Service,  though  many  more  were  seen  in 
the  emergency  rooms  and  handled  through  admis- 
sion to  another  hospital  or  referral  to  the  out-patient 
clinic.  Some  who  were  seen  in  the  emergency  rooms 
were  taken  home  against  medical  advice  by  relatives 
who  did  not  appreciate  the  severity  of  the  problem. 

Of  a total  of  747  in-patients  treated  by  the  Psy- 
chiatric Service  during  1952,  32  patients  had  bar- 
biturate drugs  as  a distinct  part  of  their  problem. 
This  represents  a rate  of  4.3%. 

Of  these  32  patients,  19  were  admitted  to  Psychia- 
try actively  addicted  to  barbiturates  or  had  used 
them  in  addicting  quantities  previously;  13  patients 
w'ere  admitted  for  barbiturate  over-dosage  in  at- 
tempted suicide.  It  is  of  note  that  4 doctors  and  1 
nurse  w’ere  among  the  32  patients. 

Of  the  19  patients  admitted  for  addiction,  5 either 
had  on  admision  or  subsequently  developed,  during 
their  hospital  stay,  withdrawal  psychoses.  One  of 
these  patients  had  a history  of  withdrawal  psychosis 
which  had  cleared  prior  to  admission.  Ten  patients 
had  barbiturate  withdrawal  convulsive  seizures  after 
admission  or  prior  to  admission.  Four  patients  of 
this  group  had  both  barbiturate  withdrawal  convul- 
sive seizures  and  psychotic  episodes.  There  were  no 
deaths  among  this  group.  Our  treatment  for  these 
addicts  included  stabilization  on  an  adequate  dosage 
sufficient  to  produce  mild  intoxication  and  then  grad- 
ual withdrawal  from  barbiturates  usually  proceeding 
at  the  rate  of  reduction  of  1 % grains  every  one  to 
two  days.  These  patients  must  be  watched  closely 
from  the  standpoint  of  impending  convulsive  seizures 
and  this  often  means  side  rails  on  the  bed,  proper 
escort  to  the  bathroom,  etc.  When  indicated,  psycho- 
therapy was  a part  of  our  treatment,  though  unfor- 
tunately many  addicts  are  fixed  at  such  an  infantile 
level  that  this  type  of  therapy  does  not  have  much 
to  offer.  In  addition,  many  of  these  patients  stayed 
with  us  during  the  period  of  reduction  but  not  long 
enough  for  any  intensive  psychotherapy  in  a hos- 
pital setting. 


The  problems  encountered  in  withdrawing  a pa- 
tient from  barbiturates  may  readily  by  illustrated 
by  the  following  case  report: 

One  of  the  patients  in  our  addict  group  was  a 45- 
year  old  white  female  using  barbiturates  for  several 
years  following  her  husband’s  death.  The  patient 
had  previously  been  treated  in  other  hospitals  for 
addiction  but  had  never  managed  to  stay  away  from 
drugs  for  any  length  of  time.  She  was  admitted  to 
our  Psychiatric  Service  actively  addicted  to  barbi- 
turates, the  dosage  being  estimated  by  the  patient 
and  relatives  as  30-33  grains  of  Nembutal  per  day. 
In  spite  of  stabilization  on  an  adequate  dosage,  and 
careful  and  gradual  withdrawal,  she  subsequently 
developed  a barbiturate  withdrawal  psychosis  four 
days  after  admission — with  confusion,  disorienta- 
tion, delusions,  and  auditory  and  visual  hallucina- 
tions. She  was  maintained  on  optimum  barbiturate 
dosage  during  her  psychotic  period  and  in  addition 
received  ACTH.  Her  psychotic  episode  cleared  after 
three  days,  or  about  the  seventh  hospital  day,  and  her 
course  thereafter  was  uneventful.  Completion  of  her 
withdrawal  was  accomplished  at  our  hospital  and 
a convalescent  nursing  home  to  which  she  was  trans- 
ferred for  financial  reasons.  Unfortunately,  as  is 
the  case  with  so  many  addicts,  she  returned  to  our 
hospital  a few  months  later  with  another  roaring 
habit  and  was  then  committed  to  the  state  hospital 
for  treatment. 

As  will  be  recalled,  of  our  32  patients  admitted 
with  a definite  problem  in  regard  to  barbiturates, 
13  of  these  patients  were  admitted  for  barbiturate 
intoxication  after  a suicide  attempt.  Of  these  13 
patients,  ten  were  diagnosed  re-active  depressions,  two 
involutional  depressions,  and  one  undiagnosed.  The 
majority  of  these  patients  received  the  usual  treat- 
ment with  picrotoxin  or  other  drugs  in  the  emer- 
gency room.  One  patient  of  this  group  was  revived 
with  the  aid  of  the  Reiter  Electro  Stimulator,  and 
we  will  speak  more  of  this  machine  later  in  this 
paper. 

Some  patients,  of  course,  take  so  feiy  capsules  that 
heroic  measures  in  the  emergency  room,  etc.,  are 
not  necessary.  However,  our  e.xperiences  indicate 
that  even  patients  who  take  a few  capsules  may  have 
made  a full-fledged  suicide  attempt,  and  that  their 
use  of  an  obviously  innocuous  dose  cannot  be  dis- 
missed as  a suicidal  gesture.  It  is  a policy  at  our 
hospital  that  Psychiatry  sees  every  case  of  barbi- 
turate intoxication.  One  patient  who  took  only  a 
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few  capsules  of  one  of  the  barbiturates  was  signed 
out  of  the  emergency  room  by  a responsible  party 
only  to  jump  off  a bridge  the  same  day.  One  other 
patient  took  a few  barbiturate  capsules  and  also 
turned  on  the  gas,  indicating  her  definite  intention 
to  do  away  with  herself.  third  patient,  in  addi- 
tion to  taking  barbiturates,  had  inflicted  severe  lacer- 
ations, emphasizing  her  real  intent.  Of  course,  lay 
p>eople  are  not  schooled  in  the  lethal  dose  of  bar- 
biturates and  may  take  a few  capsules,  thinking  that 
this  will  be  sufficient.  It  certainly  behooves  us  to 
do  our  utmost  not  to  provide  great  amounts  of  bar- 
biturates for  patients  with  self-destructive  tendencies. 

At  the  Medical  College  of  Virginia  Hospital  we 
have  a Reiter  Electro  Stimulator  available  for  the 
treatment  of  patients  with  acute  barbiturate  intox- 
ication. Of  our  group  of  13  patients  admitted  to 
Psychiatry  during  1952  for  a suicide  attempt  with 
barbiturates,  only  one  received  Reiter  treatment.  We 
also  gave  this  type  of  treatment  to  one  of  the  patients 
in  the  addict  group  admitted  in  an  unconscious  con- 
dition, though  it  could  never  be  determined  definitely 
whether  this  represented  actual  over-dosage  in  a 
suicidal  attempt.  Two  other  patients  not  admitted 
to  the  Psychiatric  Service  received  Reiter  Electro 
Stimulation  during  1952  at  our  hospital  for  bar- 
biturate over-dosage,  in  the  emergency  room. 

One  of  these  was  fully  aroused  from  her  barbi- 
turate coma  with  Reiter  treatment  but  died  three  days 
later  of  the  toxic  effects  of  another  poison  she  had 
taken  in  conjunction  with  the  barbiturates.  The 
second  patient  not  admitted  to  our  service  but  re- 
ceiving Reiter  treatment  for  barbiturate  over-dosage 
was  a Negro  nurse  who  had  taken  an  allegedly  mas- 
sive over-dosage  of  barbiturates  and  could  not  be 
roused  adequatel}’  with  other  chemical  means.  When 
Reiter  Stimulation  was  begun  patient  was  areflexic 
and  in  shock,  but  after  93  minutes  of  continuous 
Reiter  treatment  she  was  roused  and  was  talking. 
Two  days  later,  while  the  patient  was  awaiting 
transfer  to  a state  hospital  following  commitment 
procedures,  a bottle  of  100  phenobarbital  tablets  was 
found  in  her  bed.  She  had  appropriated  these  dur- 
ing her  brief  hospital  stay  from  a locked  cabinet 
somehow.  We  should  also  like  to  call  attention 
to  one  patient  treated  during  1953  with  the  Reiter 
machine.  This  patient,  a nurse,  ingested  31  Yz  grains 
of  Seconal  in  a suicide  attempt  and  after  admission 
to  the  Psychiatric  Service  was  areflexic  and  in  shock. 


She  was  revived  with  the  help  of  Reiter  Electro 
Stimulation  maintained  almost  continually  for  a 
period  of  twelve  hours. 

It  seems  in  order  at  this  point  to  mention  in  more 
detail  the  Reiter  apparatus  which  we  feel  to  be  a 
valuable  aid  in  the  treatment  of  acute  barbiturate 
intoxication,  whether  this  is  the  result  of  suicidal 
attempt,  accident,  or  over-dosage  in  the  course  of 
sedation  of  a patient.  This  machine  provides  con- 
tinuous electrical  stimulation  over  as  many  hours 
as  are  required  to  rouse  the  patient.  By  increasing 
the  respiratory  rate,  it  brings  about  a more  rapid 
elimination  of  barbiturates  and  by  an  earlier  awaken- 
ing tends  to  reduce  such  complications  as  pneu- 
monia, etc.  We  advocate  its  immediate  use  in  all 
cases  of  profound  barbiturate  coma,  though  other 
measures  such  as  gastric  lavage,  chemicals,  and 
frequent  shifting  of  the  patient,  should  be  used  in 
addition  to  the  Reiter  treatment.  We  certainly  think 
that  the  emergency  room  in  any  city  hospital  ought 
to  be  aware  of  what  the  Reiter  machine  can  do  for 
patients  brought  in  unconscious  from  barbiturate 
overdosage. 

In  summary,  we  have  reviewed  some  of  the  aspects 
of  acute  and  chronic  barbiturate  intoxication  in  gen- 
eral, and  have  discussed  patients  on  our  Psychiatric 
Service  in  1952  who  had  a definite  problem  with 
regard  to  barbiturates,  either  in  the  realm  of  ad- 
diction or  over-dosage  in  suicide  attempt.  We  would 
like  to  urge  again  that  all  members  of  the  medical 
profession  and  allied  fields  consider  the  dangers  in- 
volved in  making  barbiturate  drugs  easily  available 
to  patients. 
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The  clinical  syndrome  of  mucoviscidosis,  as  well 
as  various  laboratory  aids  in  diagnosis,  has  been  well 
established,  but  the  pathogenesis  of  this  disease  is 
still  in  a state  of  flux.  Until  this  is  established  the 
disease  cannot  be  well  understood,  and  therefore,  at 
present,  remains  inadequately  treated.  Basically 
there  are  three  theories  of  pathogenesis  which  to  date 
have  not  been  refuted.  These  are,  first,  that  it  may 
be  an  infection  in  utero^  or  the  result  of  a postnatal 
infection. But,  if  so,  the  selective  ability  of  the 
damaging  organism  is  most  remarkable.  The  second 
theory  is  that  it  is  a genetic  problem  and  it  has  rather 
conclusively  been  shown  that  it  occurs  in  families  in 
a manner  consistent  with  a mendelian  recessive  trait. 
The  frequent  presence  of  other  congenital  defects  in 
these  children  helps  to  lend  support  to  the  genetic 
origin. The  third  theory  was  first  expressed  by 
Farber  who  believes  that  the  disease  is  the  result  of 
the  functional  imbalance  of  the  autonomic  nervous 
system  governing  the  secretion  of  mucus  throughout 
the  entire  body  wdth  the  result  that  the  mucoprotein 
fraction  of  this  mucus  is  abnormal.  This  in  turn 
causes  the  characteristic  disease  picture  seen  in  the 
several  organ  systems.^’"’® 

From  cur  study  of  mucoviscidosis,  based  on  our 
own  autopsy  findings  and  of  that  recorded  in  the 
literature,  we  feel  that  the  most  plausible  theory 
is  that  of  widespread  abnormal  mucus  production  on 
a congenital  basis,  and  that  the  disease  procesfe  begins 
in  the  embryologic  entodermal  tube  before  it  divides 
to  form  the  respiratory  and  gastro-intestinal  tracts. 
To  our  knowledge  this  concept  has  not  heretofore 
been  expressed.  It  seems  reasonable  that  an  alter- 
ation on  a congenital  basis  of  a glandular  mucus 
enzyme  system  could  also  explain  the  production  of 
abnormal  mucus  wdth  its  established  disease  pattern. 
The  pathogenesis  of  the  disease  would  then  be  as  in 
Fig.  1. 

This  concept  refutes  the  idea  that  the  disease 
originates  in  the  pancreas  and  somehow’,  in  some 
mysterious  manner,  spreads  to  the  other  organs  in- 

*Read  at  the  annual  meeting  of  the  Medical  Society 
of  Virginia  in  Richmond,  September  28-October  1,  1952. 


volved^®  and  amplifies  Farber’s®  theory  of  a systemic 
disorder.  If  then,  one  accepts  the  concept  that  the 
abnormality  exists  in  the  original  entodermal  tube, 
it  is  not  difficult  to  explain  how  or  why  the  disease 
also  coexists  in  the  several  widely  separated  organs 
and  with  varying  clinical  pictures.  Meconium  ileus 
with  resulting  intestinal  obstruction  is  characteristic 
of  the  disease  in  the  early  newborn  period.^  During 
infancy,  cough,  emphysema  and  recurrent  pneumonias 
are  statistically  more  prominent,  but  vomiting,  and 
bulky,  foul  stools  are  also  fairly  frequent.  The  full 
blown  picture  of  both  lung  and  intestinal  involve- 
ment is  most  typically  seen  in  the  early  childhood 
period.^’®’”  From  autopsy  reports  we  find  that  the 
extent  of  pancreatic  involvement  can  also  vary  with 
reports  of  as  little  as  20%  of  the  organ  showing 
characteristic  pathology. The  liver  seems  least 
often  to  be  implicated. It  is  fairly  easy  to  con- 
ceive that  when  the  two  tracts  form  from  the  original 
entodermal  tube,  that  any  proportion  of  diseased 
glands  may  split  off  to  follow  either  or  both  paths, 
giving  us  then  these  widely  varying  clinical  findings 
and  symptomatology. 

At  the  Medical  College  of  Virginia  Hospitals  five 
cases  of  mucoviscidosis  have  come  to  our  attention, 
four  of  them  autopsied  and  one  diagnosed  at  surgery. 
The  five  case  histories  follow: 

Case  1.  Baby  girl  B.  was  a seven  pound,  fifteen 
ounce  colored  female  infant  delivered  by  low  for- 
ceps, who  vomited  meconium  stained  material  fre- 
quently from  birth  until  operation  after  forty-eight 
hours  of  life.  X-rays  showed  small  bowel  obstruc- 
tion, and  subsequent  surgery  revealed  thick  inspis- 
sated meconium  in  the  terminal  ileum,  which  was 
manually  removed.  No  other  pathology  was  found 
to  account  for  the  obstruction.  The  postoperative 
course  w’as  stormy  and  the  child  expired  two  days 
after  surgery.  Of  interest  is  the  fact  that  this  child 
exhibited  numerous  other  congenital  anomalies.  The 
hair  on  her  head  w’as  kinky  and  snow’  white  except 
for  two  circular  patches  approximately  two  inches 
in  diameter  in  the  occipital  region,  which  were  coal 
black  in  color.  There  was  complete  agenesis  of  the 
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Fig.  1.  Proposed  pathogenesis  of  mucoviscidosis. 


right  pinna  and  external  ear  canal.  Absence  of 
pigmentation  of  the  skin  existed  in  a dermatome  pat- 
tern over  the  arms,  upper  thorax,  and  lower  ex- 
tremities. 

Case  2.  M.G.  was  a four  month  old  colored  male, 
who  had  never  done  well,  with  frequent  vomiting 
since  birth.  The  last  two  months  of  his  life  he 
had  many  “head  and  chest  colds”  with  a deep  hack- 
ing cough  which  had  become  progressively  worse. 
He  was  small  and  poorly  nourished  with  an  emphy- 
sematous chest  and  inspiratory  and  expiratory  rales 
to  auscultation.  There  was  no  response  in  his  chest 
condition  to  all  the  usual  forms  of  therapy.  Toward 
the  end  of  his  life  he  developed  huge,  bulky  stools 
accompanied  by  severe  dehydration  with  electrolyte 
imbalance,  and  ceased,  in  spite  of  heroic  treatment. 
At  autopsy  a widely  patent  foramen  ovale  was  also 
found. 

Case  3.  V.M.W.  who  was  a 2 month  old  white 
female,  breast  fed  for  the  first  month  of  life  and  who 
nursed  eagerly,  but  was  never  satisfied.  At  one 
month  of  age  her  stools  became  frequent  with  a foul 
odor  and  she’ had  been  vomiting  5 days  before  hos- 
pital admission.  She  was  somewhat  edematous  and 
the  liver  edge  was  palpable  3 finger  breadths  below 
the  right  costal  margin.  Autopsy  revealed  typical 
cystic  and  fibrotic  changes  in  the  pancreas  with 
marked  fatty  changes  in  an  enlarged  liver.  The 
lungs  showed  no  pathology. 

Case  4.  F.D.  was  a 5 month  old,  white  male, 
first  admitted  in  a dehydrated,  shock-like  state  at  4 
months  of  age,  because  of  vomiting  and  abnormal 


stools.  He  improved  on  a IMullsoy  regime  and  was 
sent  home  only  to  return  in  two  weeks  with  vomit- 
ing, abnormal  stools,  edema  and  wdth  a liver  edge 
felt  at  the  iliac  crest,  expiring  suddenly  after  3 days. 
Post-mortem  examination  showed  little,  if  any,  in- 
volvement of  the  lungs.  Typical  cystic  fibrosis  of 
the  pancreas  existed.  The  huge  liver  was  almost 
entirely  replaced  by  fat  and  the  bile  ducts  were  also 
involved. 

Case  5.  M.A.R.  was  a seven  year  old  white  female 
with  seven  hospital  admisisons  during  her  brief 
life,  the  first  because  of  constant  hacking  cough  and 
marked  weight  loss  at  three  years  of  age  and  a chest 
X-ray  compatible  with  miliary  tuberculosis  and  em- 
physema. When  approximately  four  years  old,  large 
foul  stools  appeared  with  continuance  of  cough  and 
rales  in  the  chest.  The  chest  was  emphysematous 
and  to  X-ray  showed  extensive  bilateral  linear  mot- 
tlings,  suggesting  bronchiectasis  and  interstitial  pneu- 
monitis. Decreased  trj-psin  in  the  duodenal  drainage 
was  found  at  that  time  and  the  diagnosis  of  cystic 
fibrosis  of  the  pancreas  with  lung  involvement  was 
established.  She  made  a marked  improvement  on 
pancreatin  granules  and  was  supported  with  various 
antibiotics,  but  still  returned  with  serious  lung  in- 
fections. On  her  last  admisison  she  was  cyanotic, 
dyspneic,  with  substernal  and  subcostal  retraction, 
showed  clubbing  of  her  digits  and  evidence  of  heart 
failure.  EKG  at  that  time  revealed  right  axis  de- 
viation with  sinus  tachycardia.  There  was  no  re- 
sponse to  any  therapy. 

With  reference  to  the  pathological  lesions,  we  do 
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not  feel  that  we  can  add  much  to  the  already  existing 
detailed  descriptions  of  this  ailment.®  The  pancreas 
can  vary  greatly  in  gross  appearance  from  completely 
normal  to  a markedly  shrunken  and  distorted  organ. 
Microscopically,  the  pancreas  shows  prominent  fi- 
brosis of  the  interstitial  tissue  with  dilated  large 
ducts  and  smaller  ductules  (Fig.  2).  Eosinophilic 


staining,  viscous  appearing  material,  which  may  have 
a concentric  appearance,  plug  many  of  these  ducts 
(Fig.  3 ).  There  is  usually  a lymphocytic  and  plasma 
cell  response  to  the  extravasation  of  this  abnormal 
mucus.  Remarkably,  the  islets  of  Langerhans  are 
preserved,  often  showing  hyperplasia  and  lying  in 
close  approximation  to  each  other  (Fig.  4).  We  feel 


Fig.  2.  (A).  Pancreas  with  dilated  ducts,  atrophy  of  acini  and  interstitial  fibrosis.  Normal 
pancreas  on  the  right  for  comparison. 


Fig.  2.  (B).  Cystic  pancreatic  ducts  surrounded  by  thick  fibrous  bands. 
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that  the  interesting  phenomena  of  the  preservation 
of  the  pancreatic  islets  in  this  disease  is  probably  best 
explained  as  being  the  result  of  obstruction  of  the 
pancreatic  ducts  by  viscous  mucus  plugs.  Banting 


and  Best,^"*  in  their  original  experiments  with  insulin 
production,  found  that  after  ligation  for  7 to  10 
weeks  of  the  pancreatic  ducts  in  dogs,  the  ducts  distal 
to  the  obstruction  were  dilated,  the  acinar  tissue 


Fig.  3-  Eosinophilic,  inspissated  concretions  (mucus  secretion)  fill  a 
dilated  duct. 


Fig.  4.  Islets  of  Langerhans  showing  hyperplasia  and  lying  in  an  adjacent  location. 


October,  1953 


Virginia  Medical  Monthly 


567 


destroyed  with  fibrous  tissue  replacement,  and  the  Grossly,  the  lungs  can  vary  in  appearance  from 
islets  were  still  preserved  and  remarkably  healthy  in  normal  to  that  of  typical  bronchopneumonia  and  later 
appearance.  marked  bronchiectasis  and  abscess  formation.  The 


Fig.  5.  Bronchus  is  plugged  with  thick  mucus,  reminiscent  of  that  found  in 
bronchial  asthma. 


Fig.  6.  (A).  Lungs  are  pale  and  emphysematous  with  foci  of  dark  atelectasis. 
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bronchioles,  large  and  small,  may  be  grossly  plugged 
with  mucus  (Fig.  5).  Microscopically,  when  the 
lung  is  involved,  emph\sema  is  present  in  nearly  all 


Fig.  6.  (B).  Diffuse  fibrosis  throughout  lung  fields. 


areas  not  replaced  by  atelectasis,  fibrosis,  or  a bac- 
terial process  (Fig.  6).  The  bronchial  epithelium 
may  be  edematous  and  the  lumen  filled  with  tena- 
cious mucus.  Much  of  this  mucus  takes  the  same 
eosinophilic  stain  as  already  noted  in  the  pancreatic 
ducts.  Irritation  results  in  increasing  peri-bronchial 
and  alveolar  wall  flrosis.  It  is  only  a question  of 
time  unless  the  patient  can  be  successfully  controlled 
on  antibiotics  until  superimjiosed  infection  results. 
Some  feel  that  the  use  of  the  broad  spectrum  anti- 
biotics may  actually  cause  striking  im])rovement  in 
the  general  nutritional  state.^  This  has  not  been 
our  e.xperience  thus  far.  The  staphylococcus  organ- 
ism has  most  often  been  incriminated  and  the  in- 
creased flow  of  abnormal  mucus  no  doubt  jdays  a 
prominent  ])art  in  augmenting  the  invasive  charac- 
teristics of  this  organism.® 

Depending  upon  the  degree  to  which  fibrosis  has 
replaced  normal  lung  tissue  will  the  heart  itself  be 
involved,  resulting  in  cor  pulmonale®hi  (Fig.  7). 
This  occurred  in  17%  of  42  cases  reported  by  Nadas 
et  alP  The  thickened  right  heart  musculature  with 
heavy  trabeculae  in  one  of  our  patients  with  exten- 
sive lung  disease,  is  mute  testimony  to  this. 

The  liver,  when  involved,  shows  increase  in  size 
with  replacement  by  fat  of  normal  cell  structure.  The 
bile  ductules  mav  be  dilated  and  filled  with  mucus 


Fig.  7.  Extreme  dilatation  and  hypertrophy  of  the  right  side  of  the  heart. 
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(Fig.  8).  Extremely  distended  and  hyperactive 
glands  may  be  found  in  the  mucosa  of  the  gallblad- 
der. 

\\'hen  severely  involved,  the  mucosal  surface  of 
the  intestine  is  plastered  with  mucus  and,  micro- 
scopically, Brunner’s  glands  in  the  duodenum  are 
found  to  be  over-active  and  may  produce  the  same 
eosinophilic  staining  type  of  abnormal  mucus. 

There  is  an  interesting  microscopic  finding  in  one 
of  our  cases,  which  to  our  knowledge  has  not  yet 
been  described  in  the  literature.  In  this  patient  the 
examination  of  a lymph  node  from  the  pancreatic 
region  revealed  macrophages  laden  with  eosinojihilic 


creas  at  the  Medical  College  of  Virginia  Hospitals 
were  reviewed.  All  those  who  had  any  related  liver, 
gallbladder,  or  gastric  disease  were  discarded,  as 
were  those  with  a history  of  chronic  alcoholism.  This 
left  a small  group  of  adults  who  died  of  causes  aji- 
parently  unrelated  to  their  pancreas  with  the  same 
microscopic  picture  in  the  pancreas  on  hematoxylin 
and  eosin  stain,  as  is  found  in  mucoviscidosis  in 
childhood.  Two  case  histories  follow: 

Case  1.  R.J.  was  an  81  year  old,  white  male,  who 
had  suffered  with  frequent  bouts  of  pneumonia  for 
at  least  half  of  his  life  span,  these  episodes  having 
been  suffiicently  severe  to  require  numerous  clinic 


Fig.  8.  Bile  duct  and  ductules  dilated  and  contain  abundant  mucus.  Surrounding  liver 
cells  are  engorged  with  fat. 


staining  mucus,  signifying  perhaps  a body  so  over- 
burdened with  abnormal  mucus  that  the  defense 
mechanisms,  to  get  rid  of  harmful  foreign  material, 
were  called  into  active  play  (Fig.  9). 

If  our  theory  of  the  pathogenesis  of  mucoviscidosis 
is  tenable,  then  the  prognosis  of  this  disease  should 
be  better  than  has  formerly  been  thought.  Especially 
should  this  be  true  in  those  individuals  whose  respi- 
rator}- tree  has  been  relatively  spared.  The  location, 
the  number,  and  the  extent  of  involvement  of  the 
mucous  glands  would  then  directly  vary  the  prog- 
nosis. With  this  in  mind,  all  of  the  autopsied  cases 
of  adults  between  1936  and  1951  with  the  diagnosis 
of  chronic  pancreatitis  or  cystic  disease  of  the  pan- 


visits and  several  hospital  admissions.  The  last 
admission  was  for  cardiac  failure  which  did  not 
respond  to  attempted  digitalization.  At  autopsy, 
besides  the  cardiac  findings,  the  pancreas  showed 
marked  peri-acinar  fibrosis  and  cystic  dilatation  of 
the  ducts  and  with  eosinophilic  plugging  in  numerous 
areas  (identical  with  Fig.  2B). 

Case  2.  R.C.G.  was  a 68  year  old,  white  male, 
who  had  undergone  a cholecystectomy  several  years 
previously  for  abdominal  pain  without  relief.  Two 
subsequent  laparotomies  were  done  without  signifi- 
cant findings.  (This  type  of  history  is  frequently 
obtained  in  long  standing  cases  of  chronic  pancrea- 
titis.) Twenty-four  hours  before  suffering  a myo- 


570 


Virginia  Medical  Monthly 


Volume  80, 


cardial  infarction  and  sudden  death,  he  had  copious 
watery  stools.  Other  than  the  cardiac  pathology, 
autopsy  revealed  the  typical  picture  of  chronic  pan- 
creatitis. 

Frequently  the  dilated  duct  luniina  of  chronic 
adult  pancreatitis  contain  eosinophilic  staining,  often 
laminated,  viscid  appearing  material  which  is  thought 
to  be  a mucoprotein  secreted  from  the  remaining 
acinar  cells  and  the  epithelium  of  the  ducts.^*^  Mi- 
croscopic e.xamination  shows  peri-acinar  fibrosis. 
Pancreatic  stones  may  or  may  not  be  a feature. 

After  all  known  causes  of  chronic  pancreatitis  in 


tent  of  pancreatic  juice  varies  with  the  stimulating 
agent.  The  juice  formed  by  vagal  or  pilocarpine 
stimulation,  which  is  more  constant  in  effect,  is 
smaller  in  quantity  and  less  alkaline,  but  is  rich 
in  enzymes.  Following  a meal,  a free  flow  of  highly 
alkaline  juice,  poor  in  enzymes,  is  produced  which 
serves  to  flush  out  the  ducts,  carrying  with  it  the 
more  viscid  enzyme  rich  material. This  implies 
that  in  a certain  group  of  adults  with  chronic  pan- 
creatitis, excessive  vagal  stimulation,  at  the  expense 
of  the  sympathetic  component,  may  be  the  basic 
cause  of  the  disease.  These  same  investigators  have 


Fig.  9.  Dark  staining  histiocytes 

adults  have  been  ruled  out,  there  still  remains  this 
group  in  which  this  characteristic  pathology  occurs 
and  who  may  never  have  suffered  any  known  pan- 
creatic discomfort  in  life.  Recent  investigators  re- 
mark, “Though  chronic  pancreatitis  may  become 
manifest  by  all  the  symptoms  and  signs,  it  is  most 
puzzling  that  severe  morphologic  changes  can  occur 
in  the  organ  and  the  patient  remain  symptomless. 
These  authors  present  sixteen  such  cases  and  de- 
scribe the  eosinophilic  staining,  inspissated  concre- 
tions in  the  pancreatic  ducts  which  they  believe  to 
be  abnormal  mucoprotein  and  to  form  the  nidus  upon 
which  calcium  may  be  precipitated  to  form  stones. 
They  believe  that  the  quantity,  pH,  and  enzyme  con- 


filled  with  mucus.  P.A.S.  stain. 

found  that  the  normally  alkaline  pancreatic  juice, 
which  is  supersaturated  with  calcium  carbonate,  can 
be  made  more  alkaline  by  excessive  mucoprotein  se- 
cretion, causing  calcium  to  be  precipitated,  and  thus 
stones  to  form.^® 

This,  then,  reveals  that  in  a certain  group  of  adult 
patients  with  chronic  pancreatitis,  with  or  without 
stone  formation,  the  pathogenesis  is  strikingly  sim- 
ilar to  that  of  mucoviscidosis  and  may  represent  a 
subclinical  form  which  has  held  over  into  adult- 
hood. At  least  one  other  case  of  possible  cystic  fi- 
brosis of  the  pancreas,  diagnosed  by  autopsy,  in  a 
34  year  old  Negro  male  is  on  record.^®  It  is  an 
intriguing  thought  that  a minimal  involvement  of 
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the  mucus  secreting  glands  in  the  original  entoder- 
mal  tube  may,  in  the  last  analysis,  be  the  cause  of 
a significant  number  of  thus  far  unexplained  cases 
of  chronic  pancreatitis  in  adulthood. 

Addendum 

Since  the  completion  of  this  paper  we  have  had 
the  opportunity  of  studying  three  additional  cases 
diagnosed  pre-mortem  and  proven  by  autopsy.  Two  of 
these  cases  were  admitted  to  the  Medical  College  of 
Virginia  and  the  third  was  diagnosed  by  William 
M.  Bruch,  M.D.,  Bluefield,  Va.,  and  was  autopsied 
there  by  one  of  us  (G.R.H.). 
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Inflammatory  fungous  infections  of  the  skin  oc- 
curring in  man  and  acquired  from  cattle  have  been 
known  in  Europe  for  many  years.  These  infections 
are  frequently  caused  by  the  faviform  trichophyta 
which  were  first  studied  by  Sabouraud^  in  1893. 

Recognition  of  such  infections  in  this  country  is 
of  more  recent  date.  The  first  Canadian  report  in 
1934  by  Davidson,  Gregory  and  Birt^  described  28 
cases,  9 of  which  were  proven  by  culture  to  be  caused 
by  Trichophyton  faviforme.  In  1938  Gammel  and 
^^'ork^  reported  three  cases,  one  of  which  was  from 
the  United  States.  Fowle  and  Georg^  described  14 
cases  from  Pennsylvania  in  1947  and  this  was  fol- 
lowed by  Carney’s®  publication  from  Iowa  describing 
39  cases  of  inflammatory  ringworm,  17  of  which 
were  caused  by  the  faviform  trichophita. 

The  increasing  number  of  reports  of  such  infec- 
tions indicates  not  only  the  likelihood  of  a greater 
incidence  of  this  type  of  ringworm  in  the  United 
States,  but  also  a better  understanding  of  the  cul- 
ture methods  necessary  for  isolation  of  the  faviform 
trichophyta.  To  further  focus  attention  on  the 
increasing  incidence  of  this  disease,  we  are  report- 
ing five  cases  of  recent  occurrence  in  Virginia.  Since 
the  methods  for  successful  cultivation  of  the  favi- 
form trichophyta  vary  somewhat  from  the  generally 
used  methods  for  growth  of  the  ringworm  fungi,  we 
are  reporting  them  here  in  some  detail. 

Fungous  infections  of  the  skin  due  to  the  faviform 
trichoph}ta  appear  in  at  least  three  forms.  In  the 
scalp  kerion  formation  is  described,  identical  clin- 
ically to  that  caused  by  Microsporum  lanosiim.  In 
the  bearded  region,  indurated  boggy  areas,  some- 
what kerion-like  occur  and  are  confused  with  in- 
fections in  this  region  due  to  bacteria.  On  the 
glabrous  skin,  the  organisms  may  produce  either 
inflammatory  circinate  tinea,  with  or  without  pus- 
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tules,  and  agminate  folliculitis.  All  three  of  these 
forms  were  encountered  in  our  cases. 

Case  Reports 

Case  1. — J.H.M.,  a 35  year  old  male,  noticed 
a few  pustules  on  the  left  side  of  the  chin  about 
April  3,  1952.  Prior  to  this  time  he  had  been 
treating  cattle  for  ringworm  with  a preparation  sup- 
plied by  a veterinarian.  The  disease  in  the  animals 
was  predominantly  about  the  head  and  appeared 
as  dry  grayish  scaling  plaques  which  were  accom- 
panied by  hair  loss  in  the  involved  areas.  Upon 
examination  of  the  patient  on  April  10,  1952,  there 
were  noted  three  groups  of  pustules  on  the  bearded 
region  surrounded  by  an  indurated  elevated  ery- 
thematous plaque  which  ivas  fairly  well  defined. 
The  pustules  when  opened  discharged  a slightly 
bloody  purulent  material.  The  hairs  in  the  area  were 
easily  epilated  manually.  Up  to  this  time  the  pa- 
tient had  used  a salve  without  success.  Cultures 
for  bacteria  and  fungi  were  taken  and  since  we  were 
then  unfamiliar  with  cattle  ringworm  in  this  part 
of  the  country,  the  patient  was  placed  on  wet  com- 
presses of  boric  acid,  neomycin  ointment  locally 
and  penicillin  internally.  Four  days  of  this  therapy 
had  very  little  effect  upon  the  lesions.  Within  the 
next  10  days  he  received  two  fractional  doses  of  75r 
x-ray,  unfiltered,  parenteral  penicillin,  and,  because 
of  the  history  of  exposure  to  cattle  ringworm,  was 
placed  on  oral  potassium  iodide  beginning  with  15 
drops  t.i.d.  On  the  eleventh  day  of  treatment  aureo- 
mycin  was  combined  with  the  penicillin.  Two  days 
later  a fungus  was  found  to  be  growing  on  the 
Sabouraud  media  and  all  antibiotics  were  discon- 
tinued. The  patient  was  treated  for  a total  of  six 
weeks  with  seven  weekly  x-ray  exposures  of  75r 
unfiltered,  wet  compresses  of  boric  acid  and  8% 
ammoniated  mercury  ointment.  The  potassium  iodide 
was  gradually  increased  to  30  drops  t.i.d.  A favi- 
form trichophyton  was  recovered  from  the  culture. 
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This  case  illustrates  the  ineffectiveness  and  even 
possible  exaggeration  of  the  disease  by  the  use  of 
antibiotics  when  fungi  are  not  suspected. 

Scales  were  obtained  from  the  infected  cattle  and 
were  found  to  contain  Trichophyton  favi forme. 


Plate  I.  Kerion  type  lesion  of  the  beard  region. 


Case  2. — H.D.,  a 24  year  old  farmer,  was  seen  in 
May,  1952,  complaining  of  an  eruption  on  the  right 
side  of  the  neck  of  one  month’s  duration.  He  had 
come  in  daily  contact  with  cattle  but  was  unaware 
that  any  were  diseased.  There  had  been  considerable 
local  treatment,  including  wet  compresses,  to  no 
avail.  On  examination  there  was  an  indurated  area 
4x6  cms.  in  diameter  on  the  right  side  of  the  neck 
below  the  mandible.  Grouped  in  this  erythematous 
plaque  were  multiple  pustules  from  which  slightly 
sanguineous  purulent  material  was  expressed.  Direct 
examination  of  hairs  were  positive  for  fungi.  The 
hairs  in  the  area  were  manually  epilated.  The  pa- 
tient was  placed  on  potassium  iodide  internally 
and  boric  acid  compresses  follow'ed  by  8 per  cent 
ammoniated  mercury  ointment  three  times  daily.  Over 
a period  of  six  weeks  he  was  given  weekly  fractional 
doses  of  75r  x-ray,  unfiltered,  to  the  involved  areas 
and  was  clear  at  the  end  of  this  time.  Cultures  re- 
vealed the  presence  of  T.  faviforme. 

Case  3. — W.S.P.,  a 35  year  old  business  man  was 
examined  on  August  15,  1952,  complaining  of  an 
eruption  on  the  left  cheek  of  two  weeks  duration. 
He  had  been  treated  with  wet  compresses,  local  an- 
tibiotics, ammoniated  mercury  ointment,  and  a triple 
sulfonamide  drug  internally.  During  the  10  day 
period  of  this  treatment  he  had  become  progressively 
worse.  There  was  no  history  of  contact  with  cattle 


although  he  occasionally  visited  a farm.  The  lesion 
on  the  left  cheek  measured  4x5  cms.  and  was  in- 
durated, somewhat  boggy  to  the  touch  and  deep 
red  in  color.  On  this  plaque  were  pustules  from 
which  a moderate  amount  of  pus  could  be  expressed. 
A direct  smear  was  positive  for  fungi  and  T.  favi- 
forme was  later  identified  from  the  culture.  The 
patient  was  placed  on  potassium  iodide  beginning 
with  45  drops  and  increasing  to  90  drops  a day. 
Locally,  wet  compresses  of  Epsom  salts  with  3 per 
cent  iodide  crystals  in  petrolatum  were  applied  three 
times  daily.  In  addition  he  was  given  weekly  treat- 
ment of  75r  unfiltered  x-ray,  and  manual  epilation, 
and  was  clear  at  the  end  of  four  weeks. 

Case  4. — F.R.M.,  a farmer,  age  34,  was  .seen  on 
May  2,  1952,  with  an  annular  lesion  on  the  left  upper 
arm,  8 cms.  in  diameter,  of  three  weeks  duration. 
There  was  a history  of  having  treated  cattle  for 
ringworm.  The  lesion  had  an  erythematous  edge 
with  fine  scaling.  Throughout  the  center  were  mul- 
tiple papules  with  vesicles  often  associated  with  hair 
follicles  (agminate  folliculitis).  Direct  examina- 
tion was  positive  for  fungi.  The  patient  was  placed 
on  potassium  iodide  internally  and  Castellani’s  fluid 
t.i.d.  externally.  At  the  end  of  seven  days  8%  am- 
moniated mercury  ointment  was  applied  locally  along 
with  w'eekly  fractional  doses  of  x-ray  for  four  weeks. 
The  patient  was  clear  at  the  end  of  six  weeks.  Cul- 
tures revealed  T.  faviforme. 


Plate  11.  Pustular  asrininate  folliculitis  occurring  in  hairy  areas. 


Case  5. — Mrs.  k'.R.M.,  wife  of  Case  4,  had  helped 
her  husband  treat  the  cattle.  When  seen  on  May  2 
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there  were  lesions  on  the  left  shoulder  of  three  weeks 
duration.  The  lesions  were  very  superficial,  2 cms. 
in  diameter,  with  a circinate,  erythematous  border. 
The  patient  was  given  one  exposure  of  75r  x-ray, 
placed  on  potassium  iodide  internally,  and  given 
Castellani’s  fluid  for  local  use  three  times  daily. 
W hile  this  lesion  was  thought  to  be  very  superficial 
and  clearing  was  expected  early,  yet  four  weeks 
were  required  for  cure.  T.  faviforme  was  recovered 
from  the  culture. 


Plate  III.  Circinate  lesions  on  glabrous  skin  with  some 
vesiculation. 


There  is  considerable  difference  of  opinion  in  re- 
gard to  the  treatment  of  cattle  ringworm  in  man, 
although  the  duration  of  treatment  varies  only  from 
four  to  six  weeks.  Some  authors  prefer  iodides  in- 
ternally, ammoniated  mercury  externally,  with  or 
without  x-rays.  Carney^  stated  that  his  patients, 
most  of  which  w'ere  children,  were  cured  with  man- 
ual epilation,  wet  compresses  and  3 per  cent  am- 
moniated mercury  in  about  four  weeks.  It  is  cer- 
tainly true  that  some  of  these  infections  are  self- 
limiting  in  view  of  the  beneficial  effect  of  pustulation 
in  helping  to  bring  about  evacuation  of  fungi.  How- 
ever, if  the  simple  treatment  as  outlined  by  Carney 
seems  to  have  little  effect,  as  was  evident  in  three 
of  our  cases,  we  believe  iodides  and  x-rays  of  con- 
siderable value.  In  our  hands,  x-ray  has  seemed 
to  be  of  benefit  in  reducing  the  uncomfortable  in- 
flammatory reaction,  and  is  not  intended  to  be  fungi- 
cidal. 

Mycology 

The  suppurative  type  of  ringworm  infection  of 
man  transmitted  liy  cattle  is  usually  caused  by  one 
of  the  faviform  trichophytons.  There  appears  to  be 
a difference  of  opinion  among  mycologists  as  to 


the  relationship  to  one  another  of  the  three  organ- 
isms generally  involved  — Trichophyton  album, 
Trichophyton  discoides  and  Trichophyton  ochra- 
ceum.  Conant  and  his  collaborators®  claim  that  these 
so-called  species  are  synonymous  with  Trichophyton 
schonleini,  the  causative  agent  of  favus.  MacKin- 
non and  Artagaveytia-.^llende^  believe  the  three  may 
be  considered  as  synonyms  but  that  they  are  quite 
distinct  on  a botanical,  chemical,  and  epidemiological 
basis  from  T.  schonleini.  Georg®  has  suggested  that 
they  be  considered  as  varieties  of  a single  species — 
Trichophyton  faviforme.  We  are  more  inclined  to- 
ward the  latter  view,  although  in  our  experience  we 
have  not  found  the  distinguishing  characteristics  be- 
tween T.  faviforme  album  and  T.  faviforme  dis- 
coides to  be  clear-cut. 

The  infecting  agents  isolated  from  the  four  human 
cases  and  also  obtained  from  one  of  the  cows  were 
identified  as  Trichophyton  faviforme*  and  according 
to  cultural  appearance  were  classified  by  us  as  be- 
longing to  the  album  variety. 

Certain  unusual  features  of  Trichophyton  favi- 
forme as  seen  in  direct  examination  of  material  from 
the  lesion  and  also  in  culture  may  be  confusing  to 
anyone  not  familiar  with  this  species  of  derma- 
tophyte, and  for  this  reason  we  are  describing  the 
laborator)"  observations  as  an  aid  to  diagnosis. 

Direct  Examination:  The  fungous  elements  may 
be  seen  in  wet  mounts  or  gram  stained  smears  of 
material  expressed  from  the  pustules  present  on  the 
surface  of  the  lesion.  In  the  latter  preparations, 
where  not  too  strongly  decolorized,  the  fungus  spores 
usually  appear  as  gram  positive,  round  or  oval  bodies, 
3 to  4 microns  in  diameter  lying  singly,  in  pairs  or 
occasionally  in  chains  of  three  or  more  elements 
among  the  leucocytes.  Rarely  short  chains  of  three 
or  more  rectangular  cells  may  be  seen.  The  spherical 
form  and  relative  scarcity  of  the  fungous  elements 
is  in  contrast  to  the  numerous  branching  filaments 
generally  seen  in  the  common  ringworm  infections 
of  man  and  may  be  confusing  unless  the  examiner 
has  had  previous  experience  with  the  faviform  tricho- 
phytons. The  Hotchkiss-McManus  stain  is  also 
satisfactory  for  direct  examination  but  shows  less 
contrast  than  does  the  gram  stain. 

Culture.  Various  authors,  including  MacKinnon®, 
Robbins,  MacKinnon  and  Ma^®,  Fowle  and  Georg^, 

♦Confirmation  of  this  identification  was  made  by  Dr. 
Libero  Ajello  of  tlie  Communicable  Disease  Center, 
Chamblee,  Georgia. 
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MacKinnon  and  Artagaveytia-Allende’^,  have  studied 
the  vitamin  requirements  of  the  faviform  trichophy- 
tons and  pointed  out  the  importance  of  certain  mem- 
bers of  the  vitamin  B complex  in  their  nutrition. 
Georg*  has  suggested  the  use  of  Sabouraud  agar  sup- 
plemented with  thiamine  or  (difco)  blood  agar  base  as 
suitable  culture  media  for  isolation  and  culture 
of  this  species.  Growth  occurs  more  rapidly  at  30 °C. 
to  37*^0.  than  at  room  temperature. 

Our  initial  isolations  grew  well  on  blood  agar, 
but  poorly  or  not  at  all  on  Sabouraud  dextrose  agar. 
However,  when  a thiamine  supplement  of  100  meg. 
per  cent  was  added  to  the  latter  medium,  good  growth 
ensued.  In  contrast  to  the  majority  of  dermatophytic 
fungi  of  man,  growth  takes  place  slowly,  individual 
colonies  attaining  a diameter  of  only  4 mm.  to  5 
mm.  after  ten  days.  The  colony  is  glabrous  in  ap- 
pearance with  a raised,  vermiculate  center  and  ad- 
heres closely  to  the  medium.  As  growth  continues, 
the  colony  becomes  much  folded  with  sloping  sides 
upon  which  a white,  downy  growth  appears.  Upon 
microscopic  examination  of  the  colony,  irregular, 
many-branched  hyphae  may  be  seen.  Terminal  and 
intercalary  chlamydospores  are  numerous  in  some 
colonies.  Georg*  has  described  the  appearance  of 
microconidia  and  macroconidia  t}'pical  of  the  Tri- 
chophyton genus  when  these  fungi  are  grown  on 
media  supplemented  with  thiamine. 

Summary' 

Five  cases  of  inflammatory  ringworm  in  man  due 
to  Trichophyton  faviforme,  the  common  agent  of 
ringworm  infection  of  cattle,  are  presented.  The 
source  of  infection  is  clearly  indicated  by  the  his- 
tories of  the  patients,  four  of  whom  were  in  daily 
contact  with  cattle.  In  three  cases  the  patients  had 
been  treating  ringworm  infection  in  these  animals. 


T.  faviforme  was  cultured  from  the  skin  lesion  of 
one  of  the  animals. 

Since  laboratory  procedures  for  the  successful 
growth  and  identification  of  T.  faviforme  differ 
somewhat  from  those  used  routinely  for  the  majority 
of  dermatophytes,  suitable  methods  are  discussed. 

\ method  of  therapy  is  outlined  which  is  of  par- 
ticular value  in  resistant  cases. 
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Failure  to  relieve  cardiospasm  by  dilation  is  al- 
most, if  not  always,  the  result  of  inadequate  stretch- 
ing of  the  cardia.  Unless  a swallowed  silk  thread 
is  employed  as  a guide  in  introducing  dilating  in- 
struments into  the  area  of  obstruction,  relief  from 
dysphagia  will  not  be  provided.  Even  when  a guid- 
ing thread  is  utilized  a hydrostatic  dilator  may  slip 
above  or  below  the  segment  of  obstruction  while  it 
is  being  distended  and  effectual  stretching  is  not 
obtained.  In  such  instances  symptoms  are  not  re- 
lieved and  frequently  patients  are  advised  to  have 
some  type  of  surgical  treatment  “because  dilatation 
has  failed  to  afford  relief  from  dysphagia.” 

We  have  seen  many  patients  with  cardiospasm  who 
have  not  been  relieved  from  symptoms  following  di- 
lation treatment  in  whom  we  have  reason  to  believe 
that  the  cardia  was  really  never  adequately  stretched. 

At  times  during  dilation  with  a hydrostatic  dilator 
the  instrument  can  be  felt  to  pull  into  the  stomach 
or  push  back  into  the  esophagus  during  inflation. 
When  this  is  noted  relocation  of  the  dilator  is  im- 
perative if  satisfactory  dilation  is  to  be  obtained. 

In  other  cases  the  dilator  may  apparently  remain 
stationary  but,  unless  expansion  of  the  instrument 
produces  pain  at  the  cardia,  effective  stretching  is 
rarely  provided.  Usually  a small  amount  of  bleed- 
ing is  associated  with  the  dilation. 

When  ordinar}-  conventional  methods  of  dilation 
fail  to  afford  relief  from  dysphagia  the  dilator  should 
be  passed  into  the  stomach  and  distended.  Then 
the  expanded  instrument  should  be  pulled  forcibly, 
elevating  the  cardia  as  high  as  possible.  Water 
pressure  is  then  relaxed  and  after  the  dilator  slips 
into  the  esophagus  for  two  or  three  inches  the  pres- 
sure is  rapidly  renewed.  This  procedure  always 
results  in  adequate  dilation  and  relief  from  symp- 
toms. This  manipulation  is  associated  with  addi- 
tional trauma  and  should  be  reserved  for  patients 
who  are  not  relieved  by  ordinary  methods  of  dilation. 

*Professor  of  Bronchoscopy,  Esophagoscopy  and  Gastro- 
scopy, Medical  College  of  Virginia. 


At  times  patients  may  have  difficulty  in  swallow- 
ing a thread  because  of  marked  esophageal  obstruc- 
tion, lack  of  cooperation,  or  as  the  result  of  unex- 
plained tangling  with  the  formation  of  knots  that 
prevent  free  passage  of  the  dilator  into  the  cardia. 
Perseverance  and  encouragement  will  almost  always 
overcome  these  obstacles. 

Infrequently  marked  starvation  and  associated 
mental  apathy  will  present  extremely  difficult  prob- 
lems as  indicated  in  the  patient  who  is  herewith 
reported.  Most  of  these  problems  are  not  insur- 
mountable, as  illustrated  in  this  unusual  case. 

Case  Report 

The  patient — a Negro  man — was  first  examined 
and  treated  here  at  the  age  of  18  in  1930  for  a gun- 
short  wound  of  the  abdomen.  A perforation  of  the 
duodenum  was  repaired  and  the  patient  made  an  un- 
eventful recovery.  At  his  second  admission  in  1942, 
he  complained  of  difficulty  in  swallowing  that  had 
been  present  for  several  years.  The  symptoms  were 
typical  of  cardiospasm  and  roentgenoscopic  studies 
revealed  obstruction  at  tbe  cardia  with  moderate 
dilation  of  the  esophagus  above  the  point  of  narrow- 
ing. 

Following  the  passage  of  a sound,  size  60  French, 
over  a guiding  thread,  the  patient  was  relieved  from 
dysphagia,  but  w’as  instructed  to  return  for  hydro- 
static dilation  of  the  cardia  in  case  obstruction  to 
swallowing  recurred.  Reappearance  was  deferred 
until  December  18,  1952,  when  he  entered  the  hos- 
pital in  a deplorable  state  of  starvation,  having  lost 
weight  from  120  to  63  pounds  (Fig.  I). 

Apparently  relief  from  dysphagia  was  temporary, 
as  is  frequently  the  case  unless  the  cardia  is  stretched 
with  a hydrostatic  dilator. 

His  blood  count  revealed  a hemoglobin  content  of 
3.  grams  per  100  cc.  and  the  red  cell  count  was  1,400,- 
000.  The  patient  was  apathetic  and  made  no  effort 
to  help  himself  in  any  way.  Roentgenoscopic  ex- 
amination revealed  a widely  dilated  esophagus  filled 
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with  food  and  secretion  (Fig.  II).  Other  studies 
showed  evidence  of  syphilis  of  the  central  nervous 


system.  Blood  transfusions,  penicillin  in  large 
amounts,  and  vitamin  products  were  introduced  in 
every  possible  way.  As  was  to  be  expected  all  efforts 
to  have  the  patient  swallow  a thread  were  fruitless. 

Supportive  treatment  was  followed  by  sufficient 
general  improvement  to  permit  esophagoscopy  on 
January  9,  1953.  After  the  esophagus  had  been 
thoroughly  evacuated  of  secretion,  the  cardia  was 
located  and  the  esophagoscope  was  passed  into  the 
stomach.  A metal  bobbin  w'ith  thread  attached  was 
placed  in  the  stomach.  Three  days  later  sufficient 
thread  had  passed  into  the  intestinal  tract  to  permit 
dilation  of  the  cardia  with  a hydrostatic  dilator. 

Following  treatment  the  patient  was  able  to  swal- 
low normally  and  was  sufficiently  improved  to  re- 
turn to  his  home  on  January  16,  1953. 


Fig.  1. 


Fig.  II. 


Fig.  III. 

At  his  last  examination  on  April  16,  1953,  patient 
looked  well  and  had  not  noted  any  further  difficulty 
in  swallowing.  He  had  gained  forty  pounds  in 
weight.  (Fig.  III). 
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CANCER  OF  THE  THYROID 

INCIDENCE  AND  RELATION  TO  THYROID  DISEASES  IN  THE 
TIDEWATER  AREA  OF  VIRGINIA  AND  NORTH  CAROLINA.* * 

Robert  L.  Payne,  Jr.,  M.D., 
and 

Arnold  F.  Strauss,  M.D., 

Norfolk,  Virginia 


The  ominous  sign  of  a solitary  node  in  the  thyroid 
gland  is  still  not  sufficiently  appreciated.  In  spite 
of  a number  of  recent  publications  indicating  the 
importance  of  this  lesion,  it  is  often  neglected  by 
physician  and  patient.  On  the  other  hand,  two  re- 
cent articles, based  largely  on  autopsy  material, 
have  tended  to  minimize  the  importance  of  the  soli- 
tary node.  Fortunately,  Cope®  and  others®-^-  have 
questioned  the  validity  of  this  approach.  They 
pointed  out  that  most  patients  with  cancer  of  the 
thyroid  die  at  home  and  therefore  do  not  come  to 
autopsy.  In  our  experience  the  physicians  of  Tide- 
water likewise  disagree  on  the  necessity  of  removing 
the  solitary  node.  Accordingly,  we  felt  that  it  would 
be  of  value  to  study  the  thyroid  lesions  of  this  area. 
Since  pathologic  manifestations  in  this  organ  show 
marked  geographical  variations,^’--^’^®  it  would  be  of 
additional  interest  to  examine  the  distribution  of  the 
various  diseases  of  the  thyroid  in  the  Tidewater 
area  of  Virginia  and  adjacent  North  Carolina.  To 
our  knowledge,  such  a study  has  not  been  made. 

The  material  consisted  of  all  the  surgical  speci- 
mens collected  over  a three  year  period  (1947  to 
1950)  from  the  pathological  laboratories  of  the 
DePaul,  Leigh  Memorial  and  Community  Hospitals 
of  Norfolk  and  of  King’s  Daughters’  and  Marjwiew 
Hospitals  in  Portsmouth.  Patients  from  nearby 
North  Carolina  as  well  as  from  Virginia  are  treated 
in  these  institutions.  This  material  also  includes 
specimens  sent  in  from  the  adjacent  Tidewater  area 
of  these  two  States. 

total  of  154  cases  was  studied.  Of  these  pa- 
tients, 79  were  born  in  Virginia  and  North  Carolina, 
and  46  elsewhere.  The  birthplace  of  29  patients 
was  unknown.  Table  1 shows  the  incidence  of  the 
various  diseases  encountered.  In  the  total  material 
there  were  twelve  cases  of  cancer,  giving  a percentage 
of  6.5.  No  agreement  exists  on  the  microscopic  diag- 
nosis of  malignancy  in  the  thyroid.  Therefore,  our 

From  the  Surgical  Service  and  Department  of  Pathology, 
De  Paul  Hospital,  Norfolk,  Virginia. 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia,  at  Virginia  Beach,  Va.,  October  7-10,  1951. 


Table  1 

Incidence  of  Thyroid  Disease  in  154  Surgical  Specimens 


No.  Per  Sex  Race  Avg.  Age 

Diagnosis  cent  M F W C age  range 

Diffuse  non-toxic  2 1.3  1 1 1 1 48  37-58 

Nodular  non-toxic 

goiter  50  32.5  1 49  34  16  43  16-67 

Toxic  Goiter 47  30.5  5 42  31  16  41  19-68 

Diffuse  32  3 29  18  14  36  19-55 

Nodular 15  2 13  12  3 53  44-68 

Adenoma* 37  24.0  5 32  31  6 42  24-72 

Carcinoma  10  6.5  2 8 9 1 42  24-68 

Thyroiditis  8 5.2  8 8 47  23-64 

Lymphomatous 5 5 5 44  23-58 

Subacute 

Giant  Cell 1 1 1 49 

Fibrosing 

(Riedel)  1 2 2 60  55-64 

Total  154  100%  14  140  114  40 


*Colloid  23;  Microfollicular  6;  Fetal  (tubular  and 
trabecular)  6;  Papillary  2. 

criteria  should  be  stated.  Infiltration  beyond  the 
capsule  and  unquestionable  blood  vessel  invasion 
(demonstration  of  the  point  of  invasion  in  the  sec- 
tion or  thrombosis)  were  required  for  the  diagnosis 
of  cancer  in  debatable  cases.  Under  these  criteria 
none  of  the  tumors  with  benign  cell  picture  was 
classed  as  carcinoma.  Table  2 shows  the  different 
types  of  cancer  encountered.  The  most  common  type 
was  the  low  grade  papillary  adenocarcinoma.  At- 
tention is  called  to  the  fact  that  the  average  age  of 
these  patients  was  3 1 and  three  of  the  six  were  under 
the  age  of  30.  Tumors  of  moderately  high  grade 
malignancy,  the  alveolar  carcinomas,  had  a higher 
age  incidence.  This  was  also  true  of  the  single  case 
of  high  grade  anaplastic  carcinoma.  It  is  interesting 
to  note  that  in  only  one  case  was  a pre-operative  diag- 
nosis of  cancer  made  and,  in  this  patient,  the  lesion 
was  inoperable. 

Two  of  the  cases  of  low  grade  malignancy  belong 
to  the  group  previously  classified  as  “lateral  aberrant 
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Table  2 

Cancer  of  Thyroid — 10  Cases 


Type  No.  of 

cases 

Avg. 

age 

Age 

range 

Sex  Clinical 

male  female  Diagnosis 

Papillary  5 

31 

24-42 

2 3 

2 Lymphadenopathy 

3 Benign  Adenoma 

Alveolar  4 

50 

37-65 

4 

4 Benign  adenoma 
or  nodular  goiter 

Anaplastic  1 

68 

1 Carcinoma 

thyroid.”  Until  a few  years  ago  it  was  widely  be- 
lieved that  this  benign  appearing  thyroid  tissue  oc- 
curring in  the  lateral  part  of  the  neck  was  a con- 
genital abnormality.  Recently  it  has  been  shown  that 
it  is  a true  metastatic  grow’th  and  that  the  primary 
tumor  can  always  be  found  in  the  thyroid  gland.  It  is 
generally  small,  sometimes  so  minute  that  it  can 
only  be  found  microscopically.®**>i^’^*-i®  In  the  two  ' 
patients  mentioned  a lymphnode  lateral  to  the  caro- 
tid sheath  was  excised  and  was  found  to  contain 
thyroid  tissue.  According  to  the  modem  concept 
of  these  tumors,  the  adjacent  thyroid  lobe  was  later 
removed  and,  in  each  case,  the  primary  carcinoma 
was  discovered.  These  primary  tumors  were  char- 
acteristically small,  one  measuring  5 mm.  and  the 
other  2 mm.  in  diameter. 

No  cases  of  cancer  were  found  in  association  with 
diffuse  toxic  goiter  or  with  nodular  goiter.  The  rarity 
of  malignancy  in  toxic  goiter  is  well  known^^. 

We  were  particularly  interested  in  establishing  the 
relationship  of  carcinoma  to  the  solitary  node.  Forty- 
two  of  our  154  cases  were  clinically  diagnosed  as 
benign  solitary  adenoma.  Five  (12%)  of  these 
proved  to  have  carcinoma. 

The  number  of  our  cases  is  obviously  too  small  to 
permit  precise  statistical  conclusions.  However,  va- 
rious points  valuable  for  discussion  are  clearly  shown. 
There  is  no  “cancer  age”  for  the  thyroid.  One-half 
of  the  cases  of  cancer  w'ere  under  the  age  of  40,  and 
a third  were  under  the  age  of  30.  There  were  no  chil- 
dren in  this  group,  but  the  great  danger  of  a solitary 
node  in  the  thyroid  of  a child  has  been  emphasized  by 
others.  In  children  under  13  years  of  age  55%  of 
solitary  nodules  are  malignant^.  The  younger  the 
patient  the  greater  is  the  danger  of  malignancy^'^. 
Cancer  of  thyroid  in  children  develops  most  often 
at  the  age  of  early  puberty;  it  also  can  occur  in  the 
pre-school  age®. 

The  single  node  is  the  point  of  attack  in  the  pre- 


vention and  cure  of  thyroid  cancer.  The  incidence 
of  malignancy  in  these  lesions  is  amazingly  high. 
As  previously  mentioned  it  was  12%  in  our  group. 
Lahey  and  Hare^^  in  reviewing  a large  series  of  cases 
report  carcinoma  in  10.04%  of  the  solitary  nodules. 
Others^’^4.5.18  have  found  the  incidence  of  malignancy 
to  be  from  9 to  24%.  G.  Ward  and  his  co-workers^^ 
believe  that  approximately  80%  of  malignancies 
originate  in  discrete  adenomas  and  that  5 to  20%  of 
discrete  adenomas  will  eventually  become  malignant, 
a point  which  is  difficult  to  prove. 

There  is  general  agreement  that  by  clinical  ex- 
amination it  is  impossible  to  tell  whether  or  not  a 
node  is  malignant.  Waiting  for  a definite  diagnosis 
means  waiting  for  inoperability.  Anglem  and 
Bradford^  point  to  the  folly  of  making  the  diagnosis 
by  observation  of  continued  growth  until  the  malig- 
nant nature  is  clear  and  unmistakable.  R.  Ward^* 
states  that  when  carcinoma  of  the  thyroid  was  diag- 
nosed or  suspected,  80%  of  the  patients  were  dead 
after  5 years;  when  the  diagnosis  was  established 
at  operation,  60%  were  dead  after  five  years;  but 
when  the  diagnosis  was  made  by  pathological  ex- 
amination alone,  only  20%  had  died  at  the  end  of 
five  years.  All  clinically  diagnosed  cases  proved 
to  be  of  high  grade  malignancy  in  Coffey’s  series^. 
In  our  group  the  one  cancer  suspected  pre-operatively 
was  inoperable  and  highly  malignant. 

The  present  approach  to  cancer  is  prevention  if 
this  can  be  accomplished  without  undue  risk.  The 
removal  of  the  single  node  in  the  thyroid  is  a harm- 
less operation.  Anglem  and  Bradford^  report  331 
prophylactic  operations  for  a solitary  nodule  without 
a death.  Lahey  and  Hare^^  also  stress  that  there 
should  be  no  mortality  or  morbidity. 

We  believe  that  for  the  purpose  of  statistics,  as 
well  as  for  the  approach  to  the  patient,  a distinction 
should  be  made  between  nodular  goiter  and  the 
solitary  nodule.  In  Lahey  and  Hare’s^^  series,  there 
w'as  a 10.04%  cancer  incidence  in  solitary  nodules. 
However,  in  patients  who  had  multiple  nodes,  the 
occurrence  of  malignancy  was  only  .62%.  Those 
who  group  the  two  entities  together  get  a much  higher 
percentage  of  malignancy  for  nodular  goiter.  It  is 
in  the  non-goitrous  area  where  the  importance  of 
the  differentiation  between  the  two  can  be  shown 
clearly.  When  we  approach  the  center  of  an  area 
of  endemic  goiter  where  most  adults  have  a nodular 
mass  in  the  neck,  the  search  for  and  the  evaluation 
of  a single  node  becomes  more  and  more  meaningless 
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even  tlicugh  the  incidence  of  cancer  rises  remark- 
ably. 

Small  is  the  number  of  cancer  types  which  can  be 
prevented.  One  is  carcinoma  of  the  thyroid.  Lay 
propaganda  informing  the  public  of  the  dangerous 
single  node  in  the  thyroid,  especially  in  non-goitrous 
regions,  is  necessary  to  accomplish  this  aim.  A great 
responsibility  rests  upon  the  family  physician.  It 
is  he  who  sees  the  patient  first ; it  is  he  who  by  action 
or  inaction  decides  the  final  outcome.  The  argument 
for  prophylactic  removal  of  the  solitary  nodule  is 
forcefully  stated  by  Lahey^^:  “It  can,  in  fact,  al- 
most be  said  that  if  every  discrete  adenoma  of  the 
thyroid  could  be  removed  in  its  earlier  stages,  we 
would  be  able  to  eliminate,  almost  entirely,  the  oc- 
currence of  carcinoma  of  the  thyroid.” 

pre-operative  diagnosis  is  generally  impossible 
in  curable  cases.  However,  there  is  a valuable  aid 
in  establishing  cancer  at  the  operating  table.  In  all 
of  our  cases  the  diagnosis  of  malignancy  was  made 
by  the  fresh  frozen  section  with  the  exception  of 
the  lateral  aberrant  cancers  in  which  this  examina- 
tion had  not  been  requested.  However,  this  method 
is  limited  in  its  value  in  that  there  is  usually  not 
sufficient  time  to  make  a careful  search  for  invasion 
of  the  capsule  and  blood  vessels.  The  rapid  frozen 
diagnosis  is  of  special  value  in  a diffusely  enlarged 
thyroid.  It  distinguishes  readily  between  a fibrosing 
carcinoma  and  the  wooden  goiter  of  Riedel.  It  rec- 
ognizes the  lymphomatous  goiter  of  Hashimoto  and 
the  subacute  giant  cell  thyroiditis.  In  these  two 
diseases,  the  value  of  thyroidectomy  is  questionable. 
It  is,  therefore,  important  that  they  not  be  treated 
as  malignancy.  X-ray  therapy  is  desirable  in  sub- 
acute thyroiditis.  In  struma  lymphomatosa  x-ray  or 
a conservative  resection  is  indicated  because  it  pre- 
vents the  patient  from  developing  hypothyroidism  or 
myxedema,  such  as  is  commonly  observed  after  ex- 
tensive surgical  removal  of  the  gland  in  this  con- 
dition. 

The  diagnostic  value  of  the  Delphian  node  which 
lies  just  above  the  middle  of  the  thyroid  over  the 
cricoid  cartilage  was  recently  pointed  out  by  Cope 
and  his  co-workers®.  They  state  that  this  node  can 
often  be  felt  pre-operatively  because  there  is  no  over- 
lying  platysma  muscle  in  this  region.  In  the  thick 
lateral  part  of  the  neck  small  metastases  are  not 
easily  felt.  At  operation  the  Delphian  node  should 
be  exposed  as  the  first  step  and  removed  for  a fresh 
frozen  section.  If  this  node  is  positive  for  cancer, 
cutting  into  tumor  tissue  for  diagnosis  is  eliminated. 


In  13  of  Cope’s  cases  of  carcinoma,  the  Delphian 
node  was  invaded  9 times,  and  it  was  palpable  pre- 
operatively  5 times.  Though  no  systematic  search 
was  made  for  the  Delphian  node  in  our  group  of 
cases  the  presence  of  metastatic  tumor  in  this  node 
established  the  diagnosis  of  cancer  in  one  of  these 
patients. 

In  conclusion,  only  one  point  will  be  emphasized. 
In  this  non-goitrous  area,  the  incidence  of  thyroid 
carcinoma  is  low,  but  it  stands  high  on  the  list  of 
preventable  cancers.  The  single  node  in  the  thyroid 
must  be  removed. 

Summary 

The  incidence  of  the  various  surgical  diseases  of 
the  thyroid  in  the  Tidewater  area  is  tabulated  and 
reviewed. 

The  incidence  of  cancer  in  solitary  nodes  was  12%. 
The  danger  of  a single  node  in  the  thyroid  is 
stressed,  and  its  prophylactic  removal  is  urged.  Lay 
propaganda  is  recommended. 

The  Delphian  node  and  the  value  of  the  fresh 
frozen  section  are  discussed. 
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AN  APPRAISAL  OF  ANTICOAGULANT  THERAPY  OF 
MYOCARDIAL  INFARCTION* 


Thomas  W.  Green,  M.D., 

Clinch  Valley  Clinic  Hospital, 
Richlands,  Virginia 


The  anticoairulants  were  first  introduced  for  treat- 
ment of  myocardial  infarction  in  1945^.  Since  then 
a voluminous  literature  concerning  their  use  has 
appeared.  However,  despite  the  passage  of  eight 
years,  there  is  no  unanimity  of  opinion  concerning 
their  value.  Wright^  considers  that  their  efficacy 
has  been  proven,  and  states  they  should  be  adminis- 
tered in  every  case  of  myocardial  infarction.  Rus- 
sek*,  after  extensive  investigation,  believes  that  they 
should  be  used  in  only  “poor  risk”  patients.  Others'*-® 
have  cast  doubt  on  their  worth  in  this  disease.  Wide- 
spread jiublicity,  both  lay  and  medical,  has  been 
focussed  upon  the  subject.  Many  thoughtful  phy- 
sicians, who  are  yet  unconvinced  or  uncertain  of  their 
value,  have  expressed  concern  about  possible  litiga- 
tion for  malpractice  if  a patient  under  their  care 
with  myocardial  infarction  were  to  succumb  without 
having  received  anticoagulants®.  It  is  the  purpose 
of  this  paper  to  review  the  pertinent  recent  literature 
and  draw  some  conclusions  applicable  for  the  aver- 
age practitioner  of  medicine  confronted  with  this 
problem. 

Wright  and  his  associates®,  in  the  American  Heart 
Association  study  of  a series  of  1031  cases,  reported 
that  the  mortality  rate  in  myocardial  infarction  could 
be  reduced  from  23.4  per  cent  to  16  per  cent.  This 
is  a statistically  significant  figure  for  such  a large 
series,  and  would  superficially  seem  to  have  proven 
the  case  for  anticoagulants.  However,  certain  de- 
ficiencies of  this  study  have  been  pointed  out*.  Sup- 
posedly only  patients  admitted  on  odd  days  received 
anticoagulants,  and  those  admitted  on  even  days 
none.  In  the  final  study  there  were  sixty-three  more 
patients  in  the  treated  group  than  in  the  control, 
which  could  not  have  happened  by  chance'*.  Cases 
were  admittedly  shifted  from  one  group  to  the  other. 
Twelve  per  cent  of  the  control  group  received  anti- 
coagulants at  one  time  or  another.  It  is  obvious 
that  strict  random  selection  of  patients  was  not 
carried  out  and  the  statistics  based  on  this  study  lose 
much  of  their  meaning.  Many  believe  that  this 

•Presented  at  the  Opening  of  the  New  Wing,  Clinch 
Valley  Clinic  Hospital,  Richlands,  Va.,  July  8,  1953. 


study  cannot  be  used  for  the  final  evaluation  of  the 
subject  because  of  these  discrepancies. 

Russek®  has  demonstrated  that  cases  of  myocardial 
infarction  can  be  successfully  divided  into  “good” 
and  “poor  risk”  groups  on  the  basis  of  information 
available  on  the  day  of  admission.  “Poor  risk” 
[latients  were  selected  on  the  basis  of  severe  shock, 
intractable  pain,  history  of  previous  myocardial  in- 
farction, cardiac  enlargement,  gallop  rhythm,  arrhy- 
thmias, heart  failure,  and  complicating  diseases.  He 
states  that  the  prognosis  of  “poor  risk”  patients  can 
be  improved  with  anticoagulants.  “Good  risk”  cases, 
which  make  up  about  forty  per  cent  of  his  large 
series,  have  a mortality  rate  in  those  surviving  the 
first  forty-eight  hours  of  1.2  per  cent,  which  could 
not  be  appreciably  affected  by  this  therapy.  There- 
fore, he  concluded  that  “good  risk”  patients  have 
little  to  gain  from  this  therapy  as  compared  to  the 
danger  of  its  use.  Furman  et  al?  have  recently  fur- 
ther divided  their  patients  into  three  prognostic 
categories  of  “good”,  “poor”  and  “very  poor  risks”. 
They  found  that  the  “good”  and  “very  poor  risk” 
patients  were  not  benefited,  but  that  mortality  was 
lowered  in  “poor  risk”  patients. 

Bresnick,®  in  a well  studied  series  at  the  Boston 
City  Hospital,  found  no  essential  difference  between 
control  and  treated  groups.  Similar  results  were 
published  in  another  study®.  Russek*®  in  1953  found 
that  about  one-half  of  a large  group  of  specialists 
that  he  polled  did  not  use  anticoagulants  routinely 
in  the  treatment  of  myocardial  infarction. 

The  question  of  the  value  of  anticoagulants  in  pre- 
venting fatal  pulmonary  embolization  from  thrombo- 
embolic disease  in  general  has  been  raised.  In  two 
large  hospitals**-*®  deaths  due  to  pulmonary  emboli 
have  risen  in  recent  years,  despite  the  widespread 
use  of  anticoagulants  and  vein  interruption. 

The  danger  inherent  in  the  administration  of  an- 
ticoagulants has  not  received  due  emphasis.  The 
reported  deaths  from  dicumarol  now  exceed  one  hun- 
dred®, and  undoubtedly  these  are  only  a fraction  of 
the  actual  number.  Many  physicians  on  conversa- 
tion will  mention  cases  they  have  personally  encoun- 
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tered  of  deaths  due  to  hemorrhage  from  dicumarol 
that  have  not  been  reported.  Major  hemorrhage  has 
occurred  in  approximately  2%  of  patients  treated 
with  anticoagulants^^. 

The  initial  dose  of  dicumarol  is  from  200  to  300 
mgms.,  and  the  maintenance  dose  is  usually  from 
50  to  100  mgms.  a day.  Most  authorities  believe 
the  prothrombin  concentration  should  be  kept  be- 
tween 20  to  30  per  cent  of  normal.  There  is  a wide 
individual  variation  in  response.  From  personal  ex- 
perience in  the  treatment  of  hundreds  of  cases  of  all 
forms  of  thrombo-embolic  diseases  at  the  Johns 
Hopkins  Hospital  it  was  found  that  the  maintenance 
dose  varied  from  as  much  as  25  to  200  mgms.  per 
day.  The  dose  for  each  individual  can  only  be 
determined  by  trial.  Daily  prothrombin  times  are 
necessary  for  control  of  dicumarol  therapy.  It  is 
well  to  remember  that  the  effect  of  any  one  dose  is 
usually  apparent  48  hours  later,  and  this  should 
be  kept  in  mind  in  ordering  the  drug.  Prothrombin 
times  are  difficult  to  perform  by  the  inexperienced, 
and  only  technicians  trained  in  their  performance 
should  be  employed.  Most  laboratories  employ  some 
modification  of  the  Link-Shapiro  one  stage  method. 
It  is  also  necessar}-  to  know  what  thromboplastin 
is  used,  as  Conley^^  found  that  different  commercial 
thromboplastins  gave  different  prothrombin  dilution 
curves.  The  therapist  should  know  the  thrombo- 
plastin and  method  used  in  his  hospital,  and  the  di- 
lution curve  for  that  thromboplastin  and  method. 

Over  a period  of  four  years  from  1948  to  1952 
at  the  Johns  Hopkins  Hospital  the  author  gained 
personal  experience  in  the  administration  of  dicu- 
marol to  several  thousand  patients.  During  that 
period  of  time  there  were  no  known  fatalities  due 
to  anticoagulants  at  that  hospital.  The  system  in 
use  there  could  well  be  adopted  by  others.  The 
prothrombin  times  were  performed  in  a central  lab- 
oratory and  the  dicumarol  therapy  w'as  ordered  by 
the  director  of  that  laboratory  and  his  assistants. 
Only  one  person  in  the  hospital  ordered  the  drug  at 
a time.  Thus  only  a few  individuals  with  wide 
experience  administered  this  therapy  instead  of  many. 

Other  anticoagulants  with  similar  properties  as 
dicumarol  have  been  introduced.  Tromexan  and 
phenylindanedione  (Hedulin)  have  received  the  most 
study.  On  the  whole,  the  reduction  of  prothrombin 
concentration  with  these  drugs  appears  and  disap- 
pears more  rapidly^.  It  is  more  difficult  to  maintain 


a stable  prothrombin  level  because  of  these  effects, 
and  most  authorities  feel  that  dicumarol  is  the  most 
satisfactory  drug  of  this  type  presently  available. 
The  therapist  should  choose  one  of  these  agents 
and  master  its  use.  For  maximum  anticoagulant 
benefit  for  the  first  forty-eight  hours,  heparin  should 
be  used  until  dicumarol  becomes  effective. 

Vitamin  Ki  intravenously  in  100  mgm.  doses  is 
an  effective  antidote  for  over-dosage  of  dicumarol, 
tromexan,  or  phenylindanedione.  The  prothrombin 
time  is  usually  lowered  to  safe  levels  in  four  hours. 
This  material  is  far  more  effective  than  Hykinone 
(vitamin  K),  in  72  mgm.  doses,  which  was  pre- 
viously employed,  and  should  replace  it  for  general 
use.  It  should  always  be  available  whenever  and 
wherever  dicumarol  or  related  drugs  are  being  ad- 
ministered. 

The  recognized  contraindications  for  dicumarol 
therapy  are  as  follows^:  hypoprothrombinenia  due  to 
vitamin  K deficiency  or  liver  disease,  subacute  bac- 
terial endocarditis,  renal  insufficiency,  blood  dys- 
crasias  with  abnormal  clotting  mechanisms,  accidental 
or  surgical  trauma  to  the  brain  or  spinal  cord,  vita- 
min C deficiency  until  corrected,  benign  or  malig- 
nant ulcers  of  the  gastor-intestinal  or  genito-urinary 
tract. 

Summary 

Anticoagulant  therapy  is  not  indicated  routinely 
for  the  treatment  of  myocardial  infarction  as  “good 
risk”  patients  have  no  demonstrable  need  for  it. 
“Poor  risk”  patients  should  receive  these  drugs  ac- 
cording to  our  present  knowledge,  although  the  final 
proof  of  their  value  is  lacking.  Dicumarol  should 
never  be  given  in  the  presence  of  recognized  con- 
traindications, in  the  absence  of  adequate  control 
facilities,  or  by  inexperienced  therapists  who  are 
ignorant  of  its  proper  administration  or  control. 
Vitamin  Ki  is  an  effective  antidote  and  should  al- 
w^ays  be  available  whenever  dicumarol  is  used. 
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Describe  New  Method  of  Suture  Removal. 

•A  new  method  for  the  quick,  relatively  painless 
removal  of  surgical  skin  sutures,  by  means  of  a 
“suture  lift,”  was  described  in  the  July  25  J.A.M.A. 
by  Drs.  Mandel  Weinstein  and  Morton  Roberts, 
Jackson  Heights,  N.Y. 

The  procedure  is  a very  simple  one.  After  the 
regular  stitches  have  been  made,  a separate  piece 
of  nonabsorbable  surgical  suture  is  passed  around  the 
loop  of  the  first  stitch  of  the  regular  suture  and 
tied.  The  thread  is  then  passed  under  the  loop  of 
the  second  stitch  and  around  the  loop  of  the  third. 
This  procedure  is  repeated  so  that  every  other  stitch 


is  fixed  to  the  “suture  lift”  by  an  extra  turn  of  the 
thread. 

When  the  regular  stitches  are  to  be  taken  out, 
traction  upward  on  one  end  of  the  “suture  lift” 
permits  the  fine  thread  of  the  regular  stitches  to  be 
easily  raised,  cut  and  removed,  the  doctors  wrote. 

Removal  of  skin  sutures  is  sometimes  very  painful 
because,  during  the  normal  healing  processes  of  oper- 
ative wounds,  sw'elling  may  cause  the  suture  to  be 
so  depressed  and  buried  in  the  skin  that  delivering 
it  for  severance  may  be  almost  impossible,  the  authors 
stated.  This  is  especially  true  if  the  incision  is 
between  skin  folds  or  crease  lines. 
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RUPTURED  LIVER  DUE  TO  PERIARTERITIS  NODOSA— 
REPORT  OF  A CASE 


Edmund  M.  Chitwood,  Jr.,  M.D.,* 

Pulaski  Hospital, 

Pulaski,  Virginia 


Periarteritis  nodosa,  a necrotizing  inflammatory 
lesion  of  small  arteries,  arterioles,  occasionally  also 
of  veins^,  used  to  be  considered  a rare  disease. 
Greater  awareness  of  the  lesion  has  resulted  in  more 
frequent  clinical  diagnosis,  even  though  its  true 
incidence  may  not  have  increased  proportionately. 
Rupture  of  the  liver  as  a complication  of  periarteritis 
nodosa  was  reported  in  1917  by  Klotz^.  Another  case 
of  fatal  rupture  was  reported  in  1943^.  The  present 
case  is  being  reported  because  of  its  rarity  and  in 
order  to  illustrate  the  difficulty  of  recognizing  the 
causes  of  acute  pain  in  the  abdomen. 

Case  Report 

A 47  year  old  white  male  was  re-admitted  on 
9-3-48  complaining  of  dyspnea,  orthopnea,  and  pedal 
edema  of  si.x  weeks’  duration.  He  had  been  dis- 
charged five  months  previously  with  a diagnosis  of 
hypertensive  arteriosclerotic  heart  disease,  arterio- 
lonephrosclerosis,  schizophrenia  and  calcification  of 
the  right  renal  artery,  of  unknown  etiology.  He  did 
fairly  well  until  August  of  1948  when  the  above 
symptoms  reappeared.  Initial  examination  revealed 
a chronically  ill  white  male  with  a temperature  of 
99.8,  pulse  120  and  blood  pressure  244/150.  Moist 
rales  were  heard  at  the  bases  posteriorly.  The  heart 
was  enlarged  to  the  left,  and  had  a gallop  rhythm. 
Tenderness  was  noted  at  both  costo-vertebral  angles 
and  the  liver  edge  was  palpable  one  finger-breadth 
below  the  costal  margin.  It  was  tender.  Moderate 
pitting  edema  of  the  ankles  was  recorded. 

Laboratory  Data:  The  urine  contained  albumin 
(four  plus)  and  a few  white  blood  cells.  The  eryth- 
rocyte count  was  4,100,000  per  cu.  mm.  and  the 
hemoglobin  was  recorded  as  13  grams  per  100  ml. 
The  Kahn  test  on  the  blood  was  negative.  The 
leucocyte  count  was  8,900  per  cu.  mm.  with  a normal 

•From  the  Laboratory  Service,  Veterans  Administration 
Hospital,  Louisville,  Kentucky,  and  the  Department  of 
Pathology,  School  of  Medicine,  University  of  Louisville, 
Louisville,  Kentucky. 

Reviewed  at  the  Veterans  Administration  and  pub- 
lished with  the  approval  of  the  Chief  Medical  Director. 
The  statements  and  conclusions  published  by  the  author 
are  the  results  of  his  own  study  and  do  not  necessarily 
reflect  the  opinion  or  policy  of  the  Veterans  Administra- 
tion. 


differential;  the  sedimentation  rate  (Westergren)  was 
98  mm.  per  hour.  The  non-protein  nitrogen  was 
42.2  mgm.  per  100  ml.  and  the  cephalin  flocculation 
was  2 plus/2  plus. 

Course:  The  patient  responded  well  to  oxygen, 
digitalis,  diuretics  and  progressed  satisfactorily  until 
his  twenty-first  hospital  day.  Then  he  developed 
severe  pain  in  his  chest  and  abdomen  and  his  eryth- 
rocyte count  dropped  to  2,300,000  per  cu.  mm. 
Two  days  later  it  was  recorded  as  1,500,000  per  cu. 
mm.  His  blood  pressure  was  96/56  and  he  died 
two  days  later.  The  clinical  diagnosis  was  in  doubt; 
dissecting  aneurysm,  pancreatitis  and  mesenteric 
thrombosis  being  considered. 

Autopsy 

Post-mortem  examination  disclosed  the  following 
pertinent  changes.  There  was  an  estimated  600  cc. 
of  partially  clotted  blood  in  the  peritoneal  cavity, 
evidently  due  to  a 6 cm.  jagged  tear  in  the  right 
lobe  of  the  liver,  which  was  surrounded  by  a sub- 


Fig.  1.  Linear  laceration  of  liver  and  extensive  subcapsular 
hemorrhage. 


capsular  hemorrhage  (Figure  1).  The  heart  weighed 
800  grams  and  the  left  ventricle  was  hypertrophied 
in  concentric  manner.  There  was  a recent  posterior 
infarction  of  the  heart  and  arteriolonephrosclerosis 
and  arteriosclerosis,  generalized,  were  found.  Adhe- 
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sive  pleuritis  was  seen  on  the  right.  There  was 
aneurysmal  dilatation  and  calcification  of  the  right 
renal  artery.  The  branch  supplying  the  upper  pole 
of  the  kidney  was  almost  completely  occluded*. 

Microscoi’y 

Infarcts,  associated  with  inflammatory  vascular 
lesions,  were  found  in  the  heart,  testis,  brain,  gall 
bladder  and  liver.  The  vascular  lesions  varied  in 
age.  In  some,  there  were  fibrinoid  changes  of  the 
vessel  wall  with  thrombosis  of  the  lumen,  while 
others  showed  “healed”  lesions  of  periarteritis  nodosa 
(Figures  2 and  3). 


Fig.  2.  Photomicrograph  of  the  gall  bladder.  In  the  walls  are 
several  vessels  with  varying  rtages  of  vasculitis  including  fi- 
brinoid necrosis,  perivascular  inflammation  and  thrombotic 
occlusion. 

Fin.al  Diagnosis 

Hemoperitoneum  due  to  spontaneous  fracture  of 
liver  due  to  diffuse  vasculitis  (periarteritis  nodosa). 


Death  was  considered  due  to  shock  and  vascular 
collapse,  secondary  to  the  changes  listed  above. 

Summary 

A case  of  spontaneous  fracture  of  the  liver  with 
fatal  hemorrhage  due  to  periarteritis  nodosa  is  re- 
ported. Attention  is  drawn  to  the  difficulty'  of  diag- 
nosing the  etiology  of  acute  abdominal  pain. 


Fig.  3.  Higher  magnification  of  one  of  the  vessels  illustrated 
in  Figure  Two.  The  vessel  contains  an  organizing  thrombus 
and  it  is  surrounded  by  inflammatory  cells.  The  walls  are 
sclerotic. 
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MEDICO-LEGAL  NOTES 


Privileged  Communications 

Physicians  are  required  by  professional  ethics  to 
preserve  the  secrets,  relating  to  the  performance  of 
their  professional  duties,  communicated  to  them  by 
their  patients  regardless  of  whether  these  facts  are 
obtained  from  examination  or  communications.  The 
extent  to  which  this  ethical  requirement  coincides 
with  the  law  varies  considerably. 

In  a strict  sense  the  term  “privileged  communica- 
tion” applies  only  to  those  communications  between 
a patient  and  his  physician,  concerning  which  the 
patient  has  a right  to  prevent  disclosure  by  the 
physician,  in  court. 

At  common  law,  this  type  of  privilege  existed  con- 
cerning communications  between  hubsand  and  wife, 
and  between  attorney  and  client,  but  not  regarding 
communications  between  a physician  and  his  patient. 
The  State  of  Virginia  has  not  passed  a statute  pro- 
viding for  such  a privileged  status  for  communica- 
tions between  patient  and  physician,  and  in  the 
absence  of  such  a statute,  the  courts,  during  the  course 
of  a legal  proceeding,  may  require  a physician  to 
divulge  anything  which  has  been  told  to  him  by  a 
patient,  regardless  of  the  objections  of  the  patient. 
ISIore  than  a dozen  of  the  states,  like  Virginia,  have 
never  provided  for  such  a privilege.  This  is  not 
necessarily  bad.  These  statutes  have,  upon  occasion, 
obviously  thwarted  justice. 

Even  in  the  states  which  provide,  by  statute,  for 
privileged  communications  between  patient  and  phy- 
sician; evidence  obtained  from  an  autopsy  is  gen- 
erally held  not  to  be  privileged;  physician’s  records 
contained  in  hospital  records  may  or  may  not  be 
privileged,  depending  on  the  circumstances;  and 

*Contributed  by  Charles  W.  Whitmore,  M.D.,  L.L.B., 
University  of  Virginia  Hospital  and  Medical  School, 
Charlottesville,  Virginia. 


communications  between  patient  and  nurse  are  gen- 
erally not  privileged.  Even  though  a professional 
relationship  exists,  only  the  information  necessary 
to  enable  the  doctor  to  act  in  his  professional  capa- 
city is  privileged.  Matters  which  are  entirely  dis- 
tinct from  medical  facts  may  be  disclosed. 

The  privilege  belongs  to  the  patient  and  not  to 
the  physician.  Hence,  the  patient  cannot  be  forced 
to  testify  about  his  medical  consultation  anymore 
than  the  doctor.  Conversely,  if  the  patient  consents 
to  the  disclosure,  the  doctor  may  no  longer  insist  on 
remaining  silent.  If  the  patient  sues  the  physician 
for  malpractice,  he  immediately  waives  his  privilege. 

A second  type  of  communication  to  which  the  term 
“privileged  communication”  is  frequently  applied, 
is  illustrated  by  that  type  of  communication  between 
the  physician  and  a public  health  authority  involving 
a report  of  a contagious  or  a venereal  disease,  pur- 
suant to  the  statutory  law  of  the  state.  In  this 
instance,  the  physician  has  a privilege  to  disclose  the 
information  obtained  through  the  medium  of  his 
confidential  relationship  with  the  patient,  in  addition 
to  a statutory  responsibility  to  do  so.  The  phy- 
sician here  accrues  no  liability  to  the  patient  for  any 
damage  that  may  ensue,  such  as  the  loss  of  employ- 
ment or  social  embarrassment. 

The  law  in  many  states  has  been  solicitous  of  the 
doctor’s  duty  to  keep  silent  on  the  witness  stand,  but 
it  has  done  little  to  protect  the  patient’s  medical 
secrets  from  disclosure  to  other  persons  in  general, 
except  when  disclosure  of  these  secrets  involves  libel, 
slander,  or  gross  invasion  of  privacy.  The  law  in 
this  latter  area  is  not  well  settled  due  to  the  absence 
of  statutes,  a minimum  of  litigation,  and  the  neces- 
sity of  showing  damages  in  order  to  collect  a worth- 
while judgment,  although  the  moral  or  ethical  obliga- 
tion is  clear. 
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PUBLIC  HEALTH 

Mack  I.  Shanholtz,  M.D. 

State  Health  Commissioner  of  Virginia 

Rabies  in  Man. 

The  recent  death  from  rabies,  August  1953,  re- 
minds us  of  the  continued  presence  of  this  disease, 
that  it  is  invarialdy  fatal  and  that  we  should  carry 
on  our  efforts  to  wipe  it  out  in  the  animal  reservoir 
and  thereby  prevent  the  infection  of  human  beings. 

Rabies  has  been  known  since  ancient  times  and 
its  symptomatology  is  characteristic.  A history  of 
e.xposure  to  infection  and  the  site  of  infection  can 
usually  be  obtained.  The  incubation  period  may  be 
short,  as  few  as  ten  days,  or  long,  up  to  eight  or  nine 
months,  but  usually  ranges  between  fifteen  days  and 
five  months.  During  the  first  two  to  four  days  of 
the  onset  there  may  be  malaise,  headache,  elevation 
of  temperature  from  one  to  three  degrees  without 
fluctuation,  anorexia,  nausea  and  sore  throat.  W’hen 
there  is  headache,  it  is  most  often  localized  in  the 
occipital  region  or  over  the  vertex.  There  is  fre- 
quently some  abnormal  sensation  about  the  site  of 
infection.  Bright  lights  and  loud  noises  may  cause 
convulsive  seizures.  The  onset  of  the  excitement  stage 
is  gradual  and  it  is  predominant  up  to  death.  The 
most  prominent  clinical  feature  is  related  to  the  act 
of  swallowing;  fluid  coming  in  contact  with  the 
fauces  is  exp>elled  with  violence  and  there  are  pain- 
ful, spasmodic  contractions  of  the  muscles  used  in 
swallowdng  and  of  the  accessory  muscles  of  respira- 
tion. When  a patient  is  known  to  have  been  bitten 
by  a rabid  animal  and  when  the  symptomatology  is 
characteristic,  there  is  little  difficulty  in  making  a 
correct  diagnosis. 

In  the  case  of  the  man  who  died  recently,  the  dis- 
ease was  not  suspected  at  first.  There  were  no  open 
wounds.  Respiratory  symptoms  suggested  asthma, 
from  which  he  had  previously  suffered.  E.xcitability 
developed  and  this,  together  with  the  history  that  the 
man  had,  in  addition  to  his  full-time  job  as  an  auto- 
mobile mechanic,  a part-time  job  in  an  animal  hos- 
pital cleaning  cages  and  holding  animals  during 
treatment,  led  to  the  consideration  of  rabies.  Death 
followed  within  three  days  and,  at  autopsy,  the  diag- 
nosis of  rabies  was  confirmed. 

If  rabies  is  to  be  eradicated  from  an  area,  there 
must  be  coordination  of  effort  so  that  control  measures 
will  be  carried  out  at  the  same  time  in  the  localities 
reporting  infection.  This  applies  in  county,  state 
or  country.  It  requires  centralized  authority  to  bring 
about  uniformity  of  measures.  Rabies  has  been  elim- 


inated from  several  counties  in  Virginia. 

The  disease  is  maintained  solely  in  animals  and 
primarily  in  dogs.  It  is  usually  the  local  veterinarian 
who  first  learns  of  its  presence  and  he  is  the  person 
whose  cooperation  is  most  desired.  Regulations  are 
essential.  They  include  the  licensing  of  dogs  and 
taxation  of  their  owners,  the  seizure  and  destruction 
of  all  stray  dogs,  the  quarantine  or  muzzling  of  all 
owned  dogs  while  rabies  prevails  and  for  at  least 
six  months  after  the  last  reported  case,  and  the 
quarantine  of  all  dogs  imported  into  the  area  for  six 
months.  If  rabies  be  prevalent  in  a community,  any 
dog  that  has  bitten  a person  should  be  confined  to 
])ermit  observation  for  7 to  14  days  and  to  insure 
that  the  animal  does  not  escape  if  it  has  rabies.  When 
a rabid  dog  is  found,  untiring  effort  should  be  made 
to  locate  all  other  animals  that  were  exposed  to  it 
so  that  they  may  be  quarantined. 

Vaccination  of  dogs  is  recommended;  in  order  to 
be  highly  effective  it  must  be  combined  with  other 
control  regulations.  To  secure  prompt  recession  of 
rabies  and  to  simplify  and  aid  the  collection  of  stray 
dogs,  a 90  day  quarantine  for  all  dogs  is  advisable. 

Rabies  in  wild  animals  may  be  combated  by  hunt- 
ing and  trapping.  The  disease  cannot  persist  if  the 
vectors  and  hosts  are  drastically  reduced  among  the 
wild  animals  in  and  around  a focus  of  rabies.  With- 
out these  measures,  the  disease  will  kill  most  of  the 
animals  anyway,  but  the  infection  will  have  spread 
to  other  areas. 

Human  deaths  from  rabies  in  the  past  ten  years 
have  occurred  as  follows; 
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Jackie  Goes  to  the  Clinic" 

Jackie,  a twelve  year  old  boy  in  the  fifth  grade,  is 
one  of  many  such  children  in  our  public  schools. 
Jackie  repeated  the  first  and  fourth  grades,  and  ac- 
cording to  his  teacher  and  his  mother,  was  making 
little  progress  in  the  fifth  grade  at  the  middle  of  the 
year.  It  was  at  this  time  that  Jackie  was  referred 
to  the  ^Mountain  Empire  Guidance  Center  by  the 
visiting  teacher  at  the  request  of  the  teacher.  The 
teacher  had  recognized  extreme  shyness  and  a lack 
of  interest  in  the  boy  and  she  was  eager  to  get  some 
help  that  would  result  in  better  school  adjustment. 

On  the  report  that  she  sent  to  the  Clinic  she  stated 
that  Jackie  had  a history  of  working  and  playing 
alone.  While  other  children  were  busy  with  their 
school  activities,  Jackie  sat  and  looked  out  of  the 
window.  On  the  playground  he  wandered  aimlessly 
around  or  stood  and  daydreamed  unless  the  teacher 
gave  him  her  constant  attention. 

He  lives  in  a rural  section  approximately  two 
miles  from  the  nearest  home  where  his  maternal 
grandmother  lives. 

Jackie’s  mother  and  the  visiting  teacher  accom- 
panied him  to  the  Clinic.  He  appeared  shy  and 
retiring  but  was  cordial.  The  mother  said  that  she 
was  glad  to  find  some  help  for  her  son.  The  history 
that  she  gave  revealed  that  Jackie  was  the  youngest 
of  five  children.  The  father  had  been  killed  in  an 
automobile  accident  ten  years  before  while  intox- 
icated, and  the  mother  had  worked  in  a mill  in  a 
nearby  town  since  her  husband’s  death.  Jackie’s 
older  brothers  and  sisters  cared  for  him  in  the  sum- 
mer while  the  mother  worked,  and  during  the  winter, 
the  maternal  grandmother  stayed  with  Jackie  during 
the  day  while  the  other  children  were  in  school. 

Jackie  was  the  only  member  of  the  siblings  who 
had  some  speech  difficulty  when  he  entered  school 
at  the  age  of  six.  He  substituted  some  sounds  and 
omitted  several  others.  .\t  first  the  family  thought 
his  speech  was  “cute”  and  would  often  ask  him  to 
say  certain  things  before  guests.  Later  they  began 
teasing  him  about  his  speech.  The  first  grade  teacher 

*Article  prepared  by  Mae  Kelly,  Psychologist,  Moun- 
tain Empire  Guidance  Center,  Radford  College,  Radford, 
V'irginia. 


said  that  she  was  unable  to  understand  him  and 
recommended  repeating  the  grade. 

The  mother  took  Jackie  to  the  family  doctor  who 
said  that  he  would  outgrow  his  speech  difficulties 
and  that  there  was  no  need  to  be  alarmed.  But 
Jackie  continued  to  be  more  shy  and  withdrawn,  until 
at  the  time  he  entered  the  Clinic,  he  was  talking 
very  little  with  anyone.  He  participated  little  in 
class  discussions  although  some  of  his  written  work 
showed  evidence  of  understanding. 

When  Jackie  arrived  at  the  Clinic,  he  was  taken 
to  the  playroom  and  told  that  he  would  probably  find 
some  books,  toys,  or  games  that  he  might  enjoy.  At 
first  he  looked  casually  at  objects  in  the  room,  but 
later  became  interested  in  a phonetic  chart  with 
pictures  representing  the  sounds  of  the  alphabet.  He 
asked  the  therapist  about  the  chart  and  a phonetic 
game  began.  His  interest  increased  as  the  game  con- 
tinued and  when  the  letter  “J”  was  sounded,  he  was 
asked  to  say  his  own  name,  to  which  he  replied, 
“.•\ckie”.  With  some  help  he  soon  made  the  “J”  sound 
and  used  it  in  front  of  his  name.  He  then  turned  to 
the  therapist  and  said,  “That  is  the  first  time  I have 
ever  said  my  real  name”.  After  that  he  became  more 
animated  and  talked  at  length,  stating  that  no  one 
ever  understood  him  nor  liked  him  at  school.  When 
he  was  told  that  he  could  learn  to  say  words  as 
other  children,  he  appeared  very  pleased  and  asked 
to  continue  playing  the  “sound”  game. 

When  a psychological  examination  was  adminis- 
tered, Jackie  was  found  to  have  average  ability.  His 
first  psychiatric  interview  revealed  anxiety,  largely 
due  to  his  feeling  that  he  was  not  accepted  by  his 
peers. 

The  Clinic  team  set  to  work  to  reeducate  Jackie’s 
family  and  to  help  the  school  understand  some  of 
Jackie’s  problems.  An  effort  was  made  to  help  the 
family  sense  the  importance  of  making  him  feel 
more  secure.  They  were  encouraged  to  give  him 
some  important  tasks  in  the  home  and  to  listen 
with  interest  to  his  conversation. 

Visits  were  made  to  Jackie’s  school  where  many 
conferences  were  held  with  his  teacher  and  principal. 
Both  were  cooperative  and  the  teacher  asked  for 
suggestions  to  help  Jackie  overcome  his  shyness  and 


October,  1953 


Virginia  Medical  Monthly 


589 


seeming  lack  of  interest  in  his  school  activities.  It 
was  suggested  that  Jackie  be  treated  in  the  same 
way  as  other  children  in  his  school  activities,  thereby 
giving  his  peers  an  opportunity  to  note  his  effort 
and  progress  and  to  accept  him.  Jackie  showed 
rather  outstanding  artistic  ability  and  it  was  sug- 
gested to  the  teacher  that  his  productions  be  used  for 
a school  program  where  posters  or  pictures  were 
needed. 

In  the  meantime,  Jackie  was  receiving  daily  speech 
therapy  at  the  Clinic  and  meeting  regularly  with 


the  Clinic  team. 

.At  the  end  of  a year  Jackie  had  overcome  his  ar- 
ticulatory defects  to  the  place  that  he  would  make 
corrections,  whenever  he  made  errors,  in  his  con- 
versation. He  was  participating  with  satisfaction 
in  his  school  activities,  his  Sunday  School  class,  and 
in  the  Boy  Scouts.  His  sixth  grade  work  was  better 
than  average,  and  most  of  all,  he  appeared  to  be  a 
happy,  well-adjusted  boy  in  his  family  and  in  his 
community. 


BOOKS 


The  Psychology  and  Psychotherapy  of  Otto  Rank.  An 
Historical  and  Comparative  Introduction.  By  FAY 
B.  K.ARPF,  Ph.D.  Philosophical  Library,  New  York. 
1953.  x-129  pages.  Cloth.  Price  $3.00. 

This  book  gives  more  than  the  title  promises.  It 
is  not  only  a comprehensive  and  intelligible  presen- 
tation of  the  psychological  views  and  psychothera- 
peutical  method  of  one  of  Freud’s  earliest  associates, 
but  at  the  same  time,  an  outline  of  the  essentials  of 
psychoanalysis  in  its  original  setting  and  of  the 
systems  of  two  other  offsprings  of  psychoanalysis, 
•Adler’s  individual  psycholog>-  and  Jung’s  doctrine 
emphasizing  the  synthetical  rather  than  the  analyt- 
ical aspect  of  psychotherapy.  Rank’s  own  thought 
stands  against  the  background  of  psychoanalysis  as 
voluntaristic  and  humanistic  against  deterministic 
and  mechanistic.  Less  emphasis  is  laid  by  him 
on  the  interpretation  of  the  patient’s  experiences 
and  past  than  on  the  “dynamics”  of  the  rela- 
tionship in  the  interview.  Afore  room  is  left  for 
values,  “spiritual  immortality  as  against  sexual 
mortality”  (p.l09).  In  brief,  in  Rank’s  teachings, 
ego  and  consciousness  emerge  as  factors  of  greater 
importance  for  human  life  and  recovery  from  neu- 
rosis than  instincts  and  impulses. 

w.r. 


New  Books. 

Some  of  the  new’er  books  in  the  Tompkins-Mc- 
Caw  Library  of  the  Aledical  College  of  Virginia, 
Richmond,  are  listed  below.  These  are  available  to 
our  readers  under  usual  library  rules. 

•Ackerman — Surgical  pathology.  1953. 

•Advances  in  pediatrics.  Vol.  6,  1953. 

Cahoon — Formulating  x-ray  technics.  3d  ed.,  1953. 
Chamberlain — Symptoms  and  signs  in  clinical  medicine. 
5th  ed.,  1952. 

Eccles — The  neurophysiological  basis  of  mind.  1953. 
Ford — Diseases  of  the  nervous  system  in  infancy,  child- 
hood and  adolescence.  3rd  ed.,  1952. 

Grulee  & Eley — The  child  in  health  and  disease.  2d  ed., 
1952. 

Holt  & McIntosh — Holt  pediatrics.  12th  ed.,  1953. 

Horder  & Gow — The  essentials  of  medical  diagnosis.  2d 
ed.,  1953. 

Josiah  Macy,  Jr.  Foundation — .Adrenal  cortex.  1953. 
Lindskog  & Liebow — Thoracic  surgery  and  related 
pathology.  1953. 

Mallett — Handbook  of  anatomy  & physiology  for  x-ray 
technicians.  1952. 

Marple  & Wright — Thromboembolic  conditions  and  their 
treatment  with  anticoagulants.  1950. 

Quick — Physiology  and  pathology  of  hemostasis.  1951. 
Recent  progress  in  hormone  research.  Vol.  8,  1953. 

Selle — Body  temperature:  its  changes  with  environment, 
disease  and  therapy.  1952. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 

COMMITTEE  REPORTS  RECEIVED 
TOO  LATE  TO  APPEAR  IN  THE 


SEPTEMBER 


Rehabilitation 

The  Committee  of  Rehabilitation,  also  acting  as  Pro- 
fessional Advisory  Committee  for  the  Vocational  Re- 
habilitation Service,  State  Department  of  Education,  has 
continued  its  several  functions  during  the  past  year. 

Individual  members,  located  in  various  geographical 
areas  of  the  state  and  representing  various  specialty 
fields,  have  served  as  consultants  to  the  staff  of  the  Re- 
habilitation Agency  throughout  the  year.  Professional 
advice  was  given  on  individual  cases  involving  medical 
problems.  In  addition  professional  guidance  was  pro- 
vided on  the  revision  of  and  additions  to  the  professional 
fee  schedule. 

The  Committee  encouraged  the  expansion  of  the  Physi- 
cal Evaluation  Program.  The  several  Units  of  the  Program 
is  to  determine  more  effectively  the  rehabilitation  pros- 
pects of  severely  disabled  cases  and  those  with  multiple 
medical  problems  through  the  team  approach  technique. 
In  addition  to  the  No-rfolk  Unit,  others  have  been  estab- 
lished in  Newport  News,  Richmond,  Roanoke,  and  at 
Woodrow  Wilson  Rehabilitation  Center,  Fishersville. 
Each  of  these  Units  is  meeting  periodically  as  the  need 
arises.  The  results  reported  during  the  past  year  clearly 
demonstrate  the  advantages  of  this  approach  to  case  ap- 
praisal and  further  expansion  of  the  Physical  Evaluation 
Program  is  anticipated. 

A regular  meeting  of  the  Rehabilitation  Committee  was 
held  at  the  John  Marshall  Hotel  on  March  22.  In  addi- 
tion to  regular  committee  members,  others  present  were: 
R.  N.  Anderson,  Director,  Vocational  Rehabilitation  and 
Special  Education ; Dr.  J.  M.  Mennell  and  Mr.  F.  O. 
Birdsall  of  Woodrow  Wilson  Rehabilitation  Center;  Dr. 
Herbert  W.  Park,  Physiatrist,  Department  of  Physical 
Medicine,  Medical  College  of  Virginia  Hospital;  Messrs. 
Corbett  Reedy  and  Floyd  H.  Armstrong  of  the  State  Re- 
habilitation Service. 

Encouraging  reports  were  submitted  on  the  accomplish- 
ments of  the  Woodrow  Wilson  Rehabilitation  Center  and 
the  effectiveness  of  the  several  Units  of  the  Physical  Eval- 
uation Program. 

Mr.  Robert  I.  Howard,  Executive  Secretary-Treasurer 
and  Director  of  Public  Relations,  attended  a portion  of 


MONTHLY 


the  meeting  and  informed  the  Committee  of  tentative 
plans  for  a session  on  “Rehabilitation”  at  the  next  an- 
nual meeting  of  the  Virginia  Medical  Society.  The  Com- 
mittee expressed  its  hearty  approval  of  the  plan. 

Respectfully  submitted, 

Roy  M.  Hoover,  M.D.,  Chairman 

George  A.  Duncan,  M.D. 

J.  R.  Blalock,  M.D. 

Leroy  S.viith,  M.D. 

Frank  B.  Stafford,  M.D. 

W.  E.  Dickerson,  M.D. 

G.  S.  Fitz-Hugh,  M.D. 

Fletcher  J.  Wright,  M.D. 

A.  L.  Carson,  Jr.,  M.D. 

Reno  Porter,  M.D. 

Edward  E.  Haddock,  M.D. 

Charles  L.  Savage,  M.D. 

To  Confer  With  The  State  Board  of 
Nurse  Examiners 

The  committee  to  confer  w’ith  the  State  Board  of  Nurse 
Examiners  appointed  by  Dr.  James  L.  Hamner,  President 
of  the  Medical  Society  of  Virginia,  October,  1952,  at  the 
time  of  this  writing,  has  had  no  formal  meetings  and  has 
had  no  request,  either  from  physicians  or  nurses,  to 
consult. 

Parenthetically,  the  present  trends  in  nursing  education 
and  nursing  practice  being  what  they  are,  one  might  fairly 
raise  the  question  whether  the  Committee  should  (1)  try 
to  do  something  about  it  or  (2)  acquiesce  silently  into  the 
oblivion  of  futility. 

Not  being  disposed  to  initiate  a crusade,  the  Committee 
has  no  further  report  to  submit  at  this  time. 

Signed, 

R.  V.  Buxton,  M.D. 

J.  A.  Shackelford,  M.D. 

E.  L.  Lowenberg,  M.D. 

F.  Johns,  M.D. 

M.  H.  Harris,  M.D. 

J.  M.  Habel,  M.D. 

C.  B.  Morton,  M.D.,  Chairman 
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EDITORIAL 


Howard  Taylor  Ricketts  (1871-1910)  and  Rickettsiae 

The  rickettsiae  and  viruses  have  taken  their  toll  of  martyrs  of  science,  and  their  study 
has  opened  a new  era  in  medicine.  These  infectious  agents  are  obligate  parasites  so 
small  that  it  is  difficult  to  see  them  with  ordinary  microscopes  and  many  are  so  small 
that  they  readily  pass  through  earthenware  filters.  As  demonstrated  by  special  micro- 
scopes they  vary  great!}-  in  size  and  shape.  It  is  difficult  to  obtain  enough  material 
in  pure  form  to  study  them  chemically  but  one,  at  least,  the  tobacco-mosaic  virus,  ap- 
pears to  be  nothing  more  than  a crystal  of  nucleoprotein.  Outside  of  their  host  cells 
they  exhibit  no  sign  of  life — respiration,  metabolism,  nor  reproduction — yet  when 
united  to  their  specific  host  cells  they  cause  some  of  the  most  dread  diseases  of  man 
and  beast.  Among  them  may  be  mentioned : Viral  encephalitides  (St.  Louis,  Japanese, 
.Australian,  western  equine,  eastern  equine,  etc.),  rabies,  poliomyelitis,  infectious  hepa- 
titis, serum  hepatitis,  common  cold,  atypical  pneumonia,  influenza,  smallpox  and 


Howard  Taylor  Ricketts,  M.D. 
Courtesy  of  the  Armed  Forces  Medical  Library 


vaccinia,  psittacosis,  trachoma,  measles,  rubella,  epidemic  keratoconjunctivitis,  herpes 
zoster,  mumps,  infectious  mononucleosis,  pretibial  fever,  Colorado  tick  fever,  yellow 
fever.  Rift  Valley  fever,  dengue,  typhus  fever  (louse-borne),  typhus  fever  (flea-borne). 
Brill’s  disease.  Rocky  Mountain  spotted  fever,  etc.,  scrub  t}’phus,  Q fever,  trench  fever, 
and  foot-and-mouth  disease  (in  cattle). 

Alany  of  these  diseases  confer  lasting  immunity,  others  an  immunity  of  shorter 
duration  and  others  no  immunity  at  all.  .As  a group  they  afford  an  opportunity  for 
worthwhile  studies,  but  unfortunately,  adequate  study  of  these  diseases  requires  elaborate 
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teclmiques  and  highly  trained  personnel  that  are  not  available  in  ordinary  clinical 
laboratories.  One  must  have  a range  of  laboratory  animals  from  mice  to  monkeys, 
and  thousands  of  chick  embryos.  One  might  well  call  this  era  the  monkey-chick- 
embryo-era.  Even  to  make  a diagnosis,  such  ecjuipment  is  needed.  To  decide  whether 
the  disease  that  Brill  described  in  New  York  were  real  typhus  or  not,  epidemiologists 
with  their  laboratory  animals  inoculated  with  their  particular  strains  of  disease  from 
New  York  and  the  Rocky  Mountains  met  in  Mexico  City  where  typhus  was  endemic. 
It  was  such  a conclave  of  men,  monkeys,  and  infected  arthropods  that  cost  Ricketts  his 
life. 

Typhus  fever  has  always  been  a dangerous  disease  for  doctors  and  nurses.  In  some 
epidemics  it  has  killed  literally  hundreds  of  them.  In  my  student  days  there  was 
a small  outbreak — six  cases,  1 believe — in  Baltimore.  They  were  carefully  guarded 
in  the  isolation  ward  and  the  students  were  not  allowed  even  to  see  them.  Of  the  six 
men  working  with  Ricketts  in  Mexico,  three  contracted  the  disease,  two  of  whom, 
Ricketts  and  Conneff,  died.  The  causative  agent,  Rickettsia  prowazekii  was  named 
for  Ricketts  and  S.  von  Prowazek,  an  .Austrian,  who  also  lost  his  life  while  studying 
the  disease. 

Howard  Taylor  Ricketts  was  born  on  an  Ohio  farm.  Early  in  his  life,  his  parents 
moved  to  Champaign  County,  Illinois.  .At  sixteen  he  entered  the  Academy  of  North- 
western University  and  at  nineteen  the  University  jiroper.  In  his  sophomore  year  he 
decided  to  study  medicine.  It  is  said  that  a fellow  student,  who  afterwards  became 
his  wife,  had  much  to  do  with  the  decision.  His  family  now  moved  to  Lincoln,  Ne- 
braska, and  in  1894  young  Ricketts  took  his  Bachelor’s  degree  at  the  University  of 
Nebraska.  He  graduated  in  medicine  from  Northwestern  in  1897  and  served  as 
interne  at  Cook  County  Hospital  until  1899  when  he  became  a fellow  in  cutaneous 
pathology  in  Rush  Aledical  College. 

In  1900,  Ricketts  married  Myra  Tubbs  who  supported  him  in  his  work  with  rare 
devotion,  keen  interest,  and  steady  encouragement,  and  bore  him  two  children,  a son 
and  a daughter. 

Returning  in  1902  from  a year’s  visit  to  European  laboratories,  he  came  to  the 
University  of  Chicago  as  instructor  in  the  newly  founded  Department  of  Pathology  and 
Bacteriology.  Later  he  became  assistant  professor  and,  in  the  early  part  of  1910,  he 
accepted  the  chair  of  pathology  at  the  University  of  Pennsylvania,  a position  he  did 
not  live  to  fill. 

His  earlier  researches,  begun  in  1902  on  blastomycosis  and  immunological  problems, 
are  marked  by  thoroughness  and  directness  and  by  clear  and  forceful  reasoning.  He 
took  up  the  study  of  Rocky  Mountain  spotted  fever  in  the  spring  of  1906  as  a pastime 
during  an  enforced  holiday  on  account  of  overwork.  The  peculiarities  of  the  disease 
intrigued  him.  It  is  sharply  limited  geographically  and  occurs  only  in  the  spring.  For 
some  time  it  was  vaguely  thought  to  be  related  in  some  way  to  the  bite  of  a tick. 
Ricketts  not  only  found  the  particular  tick  involved  but  demonstrated  the  causative 
agent  in  the  patient,  and  in  the  body,  eggs,  and  offspring  of  the  infected  tick.  The 
hereditary  transmission  of  spotted  fever  virus  in  the  tick  was  an  entirely  new  concept. 

His  work  on  Rocky  Mountain  spotted  fever  naturally  led  to  typhus  fever  as  their 
problems  are  similar.  In  December  1909  he  went  to  Mexico  to  study  typhus  fever.  .At  the 
time  the  cause  of  the  disease  had  not  been  discovered.  Nicolle  (1909)  in  Tunis  was  able 
to  transmit  the  disease  to  the  chimpanzee  by  injecting  the  blood  of  human  patients,  but 
was  aide  to  infect  the  macacus  monkey  only  by  using  the  body  louse.  In  Mexico,  An- 
derson and  Goldberger  (1909)  had  no  difficulty  in  infecting  a macacus  and  a capuchin 
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by  direct  inoculation  with  virulent  human  blood.  This  was  apparently  laboratory 
confirmation  of  the  widespread  belief  that  the  old  world  typhus  and  the  new  world 
typhus  were  two  different  diseases.  Shortly  after  he  demonstrated  the  actual  cause, 
Ricketts  contracted  the  disease  and  on  May  3,  1910,  he  died  in  a tent  on  the  grounds 
of  the  American  Hospital.  President  Diaz  of  Mexico  directed  that  the  professors 
and  students  of  the  National  Medical  School  be  present  on  the  occasion  of  the  removal 
of  the  body  to  Chicago,  that  the  medical  school  and  institute  of  bacteriology  be  draped 
in  mourning  for  three  days,  and  that  the  laboratory  in  which  Professor  Ricketts  had 
made  his  investigations  be  named  “The  Howard  T.  Ricketts  Laboratory”.  The  Chicago 
Pathological  Society  published  as  a memorial  volume  “Contributions  to  Medical  Science 
by  Howard  Taylor  Ricketts  1870-1910”. 

Ricketts  is  described  by  Professor  Hektoen,  his  chief  at  Chicago,  as  a modest,  un- 
assuming man  of  great  determination  and  of  the  highest  character,  loyal  and  generous, 
earnest  and  genuine  in  all  his  doings — a personality  of  unusual  and  winning  charm. 


SOCIETIES 


Virginia  State  Board  o£  Medical  Examiners. 

Following  is  a list  of  those  licensed  by  the  Board 
at  its  examinations  in  Richmond,  June  17-20,  1953; 

Licensed  to  Practice  Medicine  and  Surgery 
BY  Examination 

Dr.  Simeon  Huey  .Adams,  Gastonia,  N.  C. 

Dr.  Betty  Austin  Agee,  Warrenton 

Dr.  Richard  Bryan  Agee,  Warrenton 

Dr.  Pedro  Juan  Alfaro,  Caparra  Heights,  Puerto  Rico 

Dr.  William  Glenn  Allen,  Jr.,  Charlottesville 

Dr.  Robert  Francis  Barbe,  .Abingdon 

Dr.  Cavitt  Kinkle  Bartley,  Charlottesville 

Dr.  James  Gordon  Beach,  Jr.,  Gary,  W.  Va. 

Dr.  Eugene  Bene,  Staunton 

Dr.  Wesley  Clifford  Bernhart,  Springfield,  Ohio 

Dr.  Charles  Lee  Boatwright,  Jonesville 

Dr.  Lester  Ray  Bond,  Roanoke 

Dr.  Herman  Wallace  Brubaker,  Roanoke 

Dr.  William  Harvey  Cabaniss,  Jr.,  Athens,  Ga. 

Dr.  Carmen  Margarita  Caceres,  San  Juan,  Puerto  Rico 
Dr.  James  Monroe  Carter,  McKeesport,  Pa. 

Dr.  George  Edward  Chappell,  Richmond 
Dr.  Walter  Scott  Chisholm,  Jr.,  Denver,  Colo. 

Dr.  Kenneth  Melvin  Clements,  Richmond 

Dr.  .Alvin  Cohen,  Petersburg 

Dr.  William  Patrick  Coleman,  Charlottesville 

Dr.  .Alvin  Eugene  Conner,  Manassas 

Dr.  Catherine  Elizabeth  Craun,  Richmond 

Dr.  Pleasant  Paul  Deaton,  San  .Antonio,  Texas 

Dr.  Sterling  Randolph  Decker,  Charlottesville 

Dr.  Robert  Bailey  Deitchman,  Martinsville 

Dr.  Patrick  Campbell  Devine,  Charlottesville 

Dr.  Ronald  Burton  Dietrick,  Richmond 

Dr.  Mary  Catherine  Duckgeischel,  Santa  Clara,  Cal. 

Dr.  Robert  Kent  Dyer,  Roanoke 

Dr.  Walker  Marshall  East,  Clifton  Forge 

Dr.  Julia  Emmett  Edmunds,  Charlottesville 


Dr.  Ernest  Gray  Edwards,  Hampton 
Dr.  Cecil  Franklin  Evans,  Jr.,  Richmond 
Dr.  Channing  Lester  Ewing,  Pensacola,  Florida 
Dr.  Hugh  Lanier  Farrior,  Concord,  N.  C. 

Dr.  Morris  Fine,  Salt  Lake  City,  Utah 

Dr.  William  Latane  Flanagan,  Naval  Base,  S.  C. 

Dr.  William  Paul  Fletcher,  Portsmouth 
Dr.  James  Stephenson  Foster,  Dante 
Dr.  Earl  Russell  Fox,  Naruna 
Dr.  John  Happer  Furr,  Washington,  D.  C. 

Dr.  James  Harry  Gamble,  Charlottesville 
Dr.  Robert  Daniel  Gardner,  Flemington,  N.  J. 

Dr.  Calvin  Sampson  Garrett,  Norfolk 
Dr.  William  Neville  Gee,  Jr.,  Norfolk 
Dr.  Frederick  True  Given,  Jr.,  Chase  City 
Dr.  Harvey  Winfree  Goode,  Jr.,  Powhatan 
Dr.  Paul  Wiley  Gordon,  Jr.,  Clifton 
Dr.  Julius  Griffin,  Los  Angeles,  Cal. 

Dr.  Douglas  Meriwether  Griggs,  Jr.,  Charlottesville 
Dr.  Robert  Burwell  Groves,  Jr.,  Galveston,  Texas 
Dr.  Warren  Cleaton  Hagood,  Norfolk 
Dr.  David  Goodsell  Hall,  III,  Charlottesville 
Dr.  Tibor  Ham,  Columbia,  S.  C. 

Dr.  Euclid  M.  Hanbury,  Jr.,  Montreal,  Canada 

Dr.  Edward  Harrison  Hancock,  Jr.,  Charlottesville 

Dr.  Arthur  Garner  Harden,  Virginia  Beach 

Dr.  Charles  Pinchbeck  Harwood,  Richmond 

Dr.  John  Thomas  Hearn,  Jr.,  Fredericksburg 

Dr.  Ernest  Conrad  Hermann,  Richmond 

Dr.  Jesse  Robinson  Hicks,  Charlottesville 

Dr.  Royce  Linton  Holsey,  Norfolk 

Dr.  Raymond  Cottrell  Hooker,  Jr.,  Richmond 

Dr.  John  Shelton  Horsley,  III,  Richmond 

Dr.  Edward  Claiborne  Irby,  Blackstone 

Dr.  Harry  Isaac  Johnson,  Jr.,  Salem 

Dr.  John  Walter  Carlysle  Johnson,  Jr.,  Charlottesville 

Dr.  William  Raymond  Johnson,  Jr.,  Mount  Sidney 

Dr.  Robert  Henry  Jordan,  Norfolk 
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Dr.  Louis  Eugene  Jorel,  Phoenixville,  Pa. 

Dr.  Michael  John  Keith,  Williamsburg 
Dr.  Verbon  Eric  Kemp,  Jr.,  Richmond 
Dr.  Carl  Peter  Kremer,  Jr.,  Rochester,  N.  Y. 

Dr.  David  Benson  Kruger,  Charlottesville 

Dr.  Walter  Fitch  Manley,  Jr.,  Roanoke 

Dr.  Moir  Glenwood  Martin,  Hillsville 

Dr.  Philip  Royden  Mason,  Richmond 

Dr.  George  Bernard  Massie,  Pounding  Mill 

Dr.  Arch  Thomas  McCoy,  Richmond 

Dr.  Leroy  Sutter  McDaniel,  Richmond 

Dr.  Thomas  David  McDonald,  Roanoke 

Dr.  Wilmore  Randolph  McLeod,  Glen  Allen 

Dr.  Harvey  Edward  Melton,  Springfield,  Ohio 

Dr.  Fred  Neal  Mitchell,  Charlottesville 

Dr.  Daniel  Nathan  Mohler,  Jr.,  Charleston,  W.  Va. 

Dr.  Charles  Hunter  Montgomery,  Charlottesville 

Dr.  Samuel  Stuart  Morrison,  Springfield,  Ohio 

Dr.  George  Edward  Mowry,  Wicomico 

Dr.  Jo'.in  Girardwau  Murray,  Jr.,  Richmond 

Dr.  John  Jennett  Neal,  Jr.,  Danville 

Dr.  James  Linwood  Odom,  Norfolk 

Dr.  John  A.  Opal,  Clintwood 

Dr.  Sheff  Daniel  Orlinger,  Jr.,  R.F.D.  1,  Coeburn 

Dr.  Ross  Moore  Orr,  Jr.,  Columbus,  Ohio 

Dr.  Patsy  Ruth  Phelps,  Baltimore,  Md. 

Dr.  Frank  Wilson  Price,  Charlottesville 

Dr.  Jean  Fensom  Ragsdale,  Richmond 

Dr.  Norman  Clydlee  Ratliffe,  Richmond 

Dr.  John  Rebman,  III,  Richmond 

Dr.  Arthur  McKinley  Reynolds,  Jr.,  Portsmouth 

Dr.  Charles  Wellington  Richardson,  St.  Petersburg,  Fla. 

Dr.  Malcolm  Kauffman  Rosenbaum,  Washington,  Pa. 

Dr.  Lawrence  Charles  Rosenberg,  New  York,  N.  Y. 

Dr.  Malcolm  Lee  Rosenblatt,  Boston,  Mass. 

Dr.  Frank  Edward  Rowell,  Norfolk 

Dr.  George  Straughan  Schools,  Richmond 

Dr.  William  Allen  Scoggin,  Charlottesville 

Dr.  Pierre  B.  Scott,  Seattle,  Washington 

Dr.  George  Oscar  Shipp,  Norfolk 

Dr.  John  Calvin  Shipper,  Martinsburg,  W.  Va. 

Dr.  Bobby  Long  Smith,  Raleigh,  N.  C. 

Dr.  James  Roger  Smith,  Ashland 

Dr.  Richard  Holloday  Smith,  Jr.,  Nashville,  Tenn. 

Dr.  William  Kyle  Smith,  Jr.,  Annapolis,  Md. 

Dr.  Louis  Max  Sod,  Norfolk 

Dr.  Alger  Rixey  Southall,  Jr.,  Pamplin 

Dr.  Henry  Sumpter  Spencer,  Richmond 

Dr.  Philip  Martin  Sprinkle,  Seattle,  Washington 

Dr.  Walter  Jackson  Stanford,  St.  Petersburg,  Florida 

Dr.  Thomas  Peirson  Stratford,  Richmond 

Dr.  Luther  Marcus  Talbert,  Charlottesville 

Dr.  Paul  Alexander  Tanner,  Jr.,  Quitman,  Ga. 

Dr.  Terry  Finley  Tanner,  Quitman,  Ga. 

Dr.  William  Burwell  Tarry,  Jr.,  Brookneal 
Dr.  Raymond  Jay  Thabet,  Charleston,  W.  Va. 

Dr.  Charles  Gerhard  Thedieck,  Jr.,  Suffolk 
Dr.  John  Vernon  Torbert,  Jr.,  Chesapeake 
Dr.  Charles  James  Townsend,  Springfield,  Ohio 


Dr.  Robert  William  Trever,  Arlington 
Dr.  Frederik  Van  Den  Branden,  Williamsburg 
Dr.  John  Herndon  Vansant,  Charlottesville 
Dr.  Emery  Mittchell  Ward,  Charlottesville 
Dr.  Robert  Edward  Ware,  Worcester,  Mass. 

Dr.  John  William  Watson,  Philadelphia,  Pa. 

Dr.  William  Greene  Way,  Philadelphia,  Pa. 

Dr.  Thomas  Harry  Webb,  Portsmouth 

Dr.  James  Hugh  Wiley,  Richmond 

Dr.  George  Lee  Wilkinson,  South  Boston 

Dr.  Samuel  Nimrod  Whitacre,  Cincinnati,  Ohio 

Dr.  Walter  Raleigh  Whitehurst,  Jr.,  Baltimore,  Md. 

Dr.  Woodrow  Wilson  Wren,  Springfield,  Ohio 

Dr.  Allan  William  Wright,  Richmond 

Homeopathic  Medicine  and  Surgery 
Dr.  Edmundo  Morales,  Washington,  D.  C. 

Licensed  to  Practice  Medicine  and  Surgery 
BY  Reciprocity 

Dr.  Donald  Carl  Anderson,  Pensacola,  Fla. 

Dr.  Robert  H.  Armstrong,  Annapolis,  Md. 

Dr.  Thomas  Marshall  Arrington,  Richmond 

Dr.  Herbert  Mead  Bowlby,  Staunton 

Dr.  Bernard  Bressler,  Alexandria 

Dr.  Henry  Thomas  Brobst,  Roanoke 

Dr.  Raymond  Nathan  Brown,  Washington,  D.  C. 

Dr.  Robert  Junius  Brown,  III,  Winston-Salem,  N.  C. 

Dr.  Frank  Brian  Clare,  Portsmouth 

Dr.  Moses  Cohen,  Queens  County,  N.  Y. 

Dr.  George  Henry  Cook,  Chincoteague 

Dr.  William  Hurlbert  Cooper,  Washington,  D.  C. 

Dr.  Armando  Ralph  Coppola,  Newport  News 

Dr.  Francis  Willson  Daily,  Roanoke 

Dr.  Charles  R.  Derrickson,  Arlington 

Dr.  Thomas  Isom  Durm,  Portsmouth 

Dr.  Norman  E.  Dyhrberg,  Roanoke 

Dr.  Louis  Zephirin  Fauteux,  Jr.,  Falls  Church 

Dr.  Gerald  J.  Fisher,  Arlington 

Dr.  Marion  White  Fisher,  Sandston 

Dr.  Ann  Conway  Fred,  Fort  Lee 

Dr.  Lawrence  Taylor  Giles,  Warrenton 

Dr.  Frederick  Richard  Gilmore,  Durham,  N.  C. 

Dr.  Samuel  J.  Hall,  Boston,  Mass. 

Dr.  Brooks  Lynn  Hargrove,  Jr.,  Portsmouth 
Dr.  Roy  Belmont  Hargrove,  Jr.,  Farmville 
Dr.  Eugene  Witter  Higgins,  Roanoke 
Dr.  Isham  Earl  Holmes,  Staunton 
Dr.  Fritz  Milton  G.  Holmstrom,  Arlington 
Dr.  Wayne  Stanford  Hume,  Fort  Monroe 
Dr.  Charles  Jared  Ingersoll,  Dahlgren 
Dr.  Charles  Southward  Ireland,  Norfolk 
Dr.  Thomas  Nelson  Page  Johns,  Richmond 
Dr.  David  Strand  Johnsen,  Washington,  D.  C. 

Dr.  Arthur  Sanford  Kaplan,  Norfolk 
Dr.  Richard  Eugene  DeMorbrun  Kepler,  Honolulu, 
Hawaii 

Dr.  Michael  F.  Lapadula,  Arlington 

Dr.  James  John  Lawson,  Jr.,  Bayonne,  N.  J. 

Dr.  Carroll  Hoyt  Lippard,  Lynchburg 
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Dr.  Kurtland  Herrick  Lord,  Richmond 
Dr.  Thomas  Edward  Manly,  Paterson,  N.  J. 

Dr.  Walter  Sidney  Matthews,  Jr.,  Falls  Church 

Dr.  Charles  Francis  McCaffrey,  Arlington 

Dr.  Kenneth  Earl  McIntyre,  Marion 

Dr.  Willys  Moore  Monroe,  Norfolk 

Dr.  Paul  William  Morgan,  Waynesboro 

Dr.  Kenneth  Newton  Payne,  Hampton 

Dr.  Irwin  Elwood  Phillips,  Bristol,  Tenn. 

Dr.  Douglas  Theodore  Prehn,  Arlington 
Dr.  George  Sylvester  Price,  Jr.,  Martinsville 
Dr.  Charles  Danny  Pruett,  Bluefield,  W.  Va. 

Dr.  F.  Turner  Reuter,  Washington,  D.  C. 

Dr.  William  Davis  Richards,  Richmond 
Dr.  Henry  Moore  Rogers,  Jr.,  Wilson,  N.  C. 

Dr.  Sidney  Rosenbaum,  Arlington 
Dr.  Arnold  M.  Salzberg,  Richmond 
Dr.  Walter  Wesley  Sawyer,  Jr.,  Norfolk 
Dr.  Howell  H.  Sherrod,  Johnson  City,  Tenn. 

Dr.  Richard  Harrison  Small,  Falls  Church 
Dr.  James  Joseph  Thorpe,  Falls  Church 
Dr.  Walter  Weddle  Vaughan,  Durham,  N.  C. 

Dr.  Earl  Edward  Walker,  Jr.,  Richmond 

Dr.  Flotilla  Watkins,  Roanoke 

Dr.  Charles  Richard  Webb,  Washington,  D.  C. 

Dr.  Louise  Oftedal  Wensel,  Washington,  D.  C. 

Dr.  W.  Leonard  Weyl,  Arlington 
Dr.  Gordon  A.  Zimmerman,  Arlington 
Eight  others  were  licensed  to  practice  osteopathy, 
chiropody,  and  chiropractic. 


Medical  Society  of  Northern  Virginia. 

At  the  regular  meeting  of  this  Society  on  August 
11th,  there  were  present  twenty-five  members  and 
their  wives.  After  a pleasant  dinner  meeting,  the 
professional  session  was  held  and  consisted  of  a lec- 
ture and  a motion  picture  on  the  Medical  Aspects 
of  Civilian  Defense,  the  speaker  being  Dr.  W.  R. 
Southward  of  the  State  Department  of  Health,  Rich- 
mond. At  a business  session,  five  doctors  were  ad- 
mitted to  membership. 

Dr.  Elizabeth  Sherman  of  Front  Royal  is  presi- 
dent and  Dr.  William  C.  Humphries  of  Woodstock 
is  secretary-treasurer. 

Fairfax  County  Medical  Society. 

At  a meeting  of  this  Society  held  on  September  8, 
the  following  officers  were  elected  for  the  coming 
year;  President,  Dr.  Claude  Cooper,  Annandale; 
vice-president.  Dr.  Paul  Kemp,  Falls  Church;  sec- 
retary, Dr.  Robert  Hunt,  Falls  Church;  treasurer. 
Dr.  Robert  Rounds,  Falls  Church. 

A committee  has  been  appointed  to  make  plans  for 
the  annual  dinner  dance  to  be  held  next  month. 

Alice  H.  Kiessling,  M.D., 
Publicity  Chairman. 


NEWS 


The  Medical  Society  of  Virginia 

Is  to  hold  its  106th  annual  meeting  at  Hotel  Roa- 
noke, Roanoke,  October  18-21,  under  the  presidency 
of  Dr.  James  L.  Hamner  of  Mannboro.  The  pro- 
grams which  are  being  mailed  all  members  show 
that  many  papers  on  timely  subjects  are  to  be  dis- 
cussed. Round  tables  and  panel  discussions  will 
be  interesting  features.  On  Tuesday  evening  will  be 
the  social  hour,  and  banquet  with  entertainment. 
Arrangements  have  been  provided  for  the  pleasure  of 
the  ladies  during  and  after  the  Auxiliary  meetings. 
E.xcellent  accommodations  are  to  be  had  in  Roanoke, 
and  the  meeting  there  promises  to  be  a banner  one 
as  usual. 

Southern  Medical  Association. 

Coming  within  a week  following  the  meeting  of 
The  Medical  Society  of  Virginia  will  be  the  South- 
ern Medical  meeting  in  Atlanta,  Georgia,  October 
26-29.  This  is  always  enjoyed  by  Southern  doctors 
and  their  wives.  The  Municipal  Auditorium  will  be 
general  headquarters  and  is  conveniently  located 


within  walking  distance  of  all  downtown  hotels.  Dr. 
Walter  C.  Jones  of  Miami,  Florida,  is  this  year’s 
president.  If  rooms  have  not  been  reserved,  get  in 
touch  at  once  with  the  Housing  Bureau  of  the  S.M.A., 
801  Rhodes-Haverty  Building,  Atlanta  3,  Georgia, 
for  information,  stating  the  type  and  price  of  ac- 
commodations desired. 

News  from  University  of  Virginia  School  of 

Medicine. 

The  fall  series  of  Monday  Evening  Medical  Lec- 
tures will  open  October  5,  with  the  following  speak- 
ers: Dr.  Louis  G.  Welt,  Dr.  William  H.  Sebrell,  Jr., 
Dr.  Carl  V.  Moore  and  Dr.  Loyal  Davis.  The  No- 
vember speakers  will  likewise  include  a number  of 
prominent  out-of-State  speakers. 

Eight  new  members  have  been  appointed  to  the 
University  of  Virginia  School  of  Medicine  faculty. 
Dean  Thomas  H.  Hunter  announced  recently. 

Dr.  Oscar  A.  Thorup,  Jr.,  a medical  graduate  of 
the  University  in  1946  and  former  chief  resident  in 
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internal  medicine  who  has  been  serving  during  the 
past  year  as  research  fellow  in  internal  medicine  at 
the  University  of  North  Carolina,  has  been  appointed 
Assistant  to  the  Dean  and  Instructor  in  Internal 
Medicine. 

New  assistant  professors  include  Dr.  Julian  R. 
Beckwith,  a medical  graduate  of  the  University  in 
1936  and  former  chief  of  the  Medical  Service  of  the 
C.  & O.  Hospital  in  Clifton  Forge,  Va.,  to  the  De- 
partment of  Internal  Medicine;  Dr.  W.  A.  H.  Coun- 
cill,  Jr.,  a medical  graduate  of  the  University  in  1947, 
to  the  Department  of  Urology;  and  Dr.  Eugene  D. 
Brand,  formerly  of  the  University  of  Utah,  to  the 
Department  of  Pharmacology. 

Newly  appointed  instructors  are  Dr.  Warren  Greg- 
ory, a medical  graduate  of  the  University  in  1950, 
to  the  Department  of  Pediatrics;  Dr.  A.  Alan  Hum- 
phries, a graduate  of  Emory  and  Princeton  univer- 
sities, to  the  Depaitment  of  Anatomy;  and  Dr.  Leroy 
S.  Pearce,  a graduate  of  Vanderbilt  University,  to 
the  Department  of  Pathology. 

Dr.  Francis  H.  McGovern,  a graduate  of  the  Lmi- 
versity  of  Pennsylvania  who  is  engaged  in  private 
practice  in  Danville,  Va.,  has  been  appointed  Clinical 
-Assistant  Professor  of  Otolaryngology. 

De  Paul  Hospital  Expresses  Appreciation  of 

Dr.  Martin. 

De  Paul  Hospital,  Norfolk,  at  a meeting  in  July 
1953,  adopted  the  following  resolution  honoring 
Dr.  Walter  B.  Martin: 

We  wish  to  present  a resolution  to  do  honor  to  a 
member  of  our  staff  who  has  achieved  great  distinc- 
tion. 

Whereas,  Dr.  Walter  B.  Martin  has  been  made  Presi- 
dent-Elect of  the  American  Medical  Association  and  has 
brought  tremendous  honor  to  himself,  the  Staff  of  De  Paul 
Hospital,  the  City  of  Norfolk,  and  the  State  of  Virginia, 
be  it 

Resolved,  that  the  Staff  of  De  Paul  Hospital,  wishing 
to  acknowledge  this  honor,  has  prepared  this  Resolution 
and  recommends  that  this  Resolution  be  spread  upon  the 
minutes  of  the  Staff  of  De  Paul  Hospital  and  a copy  be 
sent  to  Dr.  Walter  B.  Martin  and  to  the  Virginia  Medical 
Monthly. 

George  W.  Schenck,  M.D.,  Chairman 
John  W.  Oast,  M.D. 

Credits  to  Be  Given  Air  Force  Reserve  Of- 
ficers. 

Medical  Service  Officers  of  the  Air  Force  Reserve 
who  attend  the  Association  of  Military  Surgeon’s 
Annual  Convention  in  Washington,  D.  C.,  November 


9-11,  1953,  will  receive  Reserve  training  credits 
consisting  of  one  ( 1 ) point  for  each  day’s  attendance. 
A representative  of  the  Surgeon  General’s  Office, 
Headquarters,  USAF,  will  be  present  during  the 
convention  to  certify  attendance  for  each  Medical 
Officer,  Dental  Officer,  or  Nurse  claiming  these 
training  points.  Officers  must  participate  for  a 
minimum  of  two  hours  each  day.  The  maximum 
amount  of  credit  that  can  be  earned  is  three  points. 

“Air  Force  Reserve  point  credits  are  not  normally 
awarded  for  attendance  at  associations,  conventions, 
and  sessions,  but  it  is  believed  (by  Headquarters) 
that  this  specific  convention  warrants  points  since  the 
topics,  lectures  and  exhibits  wdll  be  of  material 
training  value  to  Medical  Service  Officers  attending.” 

The  Gill  Memorial  Hospital  Spring  Con- 
gress 

V’ill  be  held  in  Roanoke,  Virginia  from  April  5 
through  April  10,  1954.  Among  the  guest  speakers 
will  be: 

Dr.  John  Foster Leeds  1,  England 

Dr.  Edwin  B.  Dunphy Boston,  Mass. 

Dr.  Charles  L.  Schepens Boston,  Mass. 

Dr.  Harvey  E.  Thorpe Pittsburgh,  Pa. 

Dr.  Hayes  Martin New  York,  New  York 

Dr.  Louis  Clerf Philadelphia,  Pa. 

Dr.  .Alson  E.  Braley Iowa  City,  Iowa 

Dr.  Hyman  S.  Sugar Detroit,  Michigan 

Dr.  George  Merriam,  Jr New  York,  New  York 

Dr.  Victor  Goodhill Los  Angeles,  Calif. 

Dr.  John  McLean New  York,  New  York 

Dr.  John  R.  Richardson Boston,  Mass. 

Dr.  M.  Elliott  Randolph Baltimore,  Maryland 

Dr.  Edmund  B.  Spaeth Philadelphia,  Pa. 

Dr.  Winchell  Craig Rochester,  Minnesota 

Dr.  George  Murgatroyd Baltimore,  Maryland 

Dr.  Donald  Proctor Baltimore,  Maryland 

Southern  Electroencephalographic  Society. 

The  next  annual  meeting  of  this  Society  will  be 
held  in  Atlanta,  Georgia,  October  28-29,  1953,  at 
the  Ansley  Hotel.  The  Society  will  also  meet  jointly 
with  the  section  of  Neurology  and  Psychiatry  of  the 
Southern  Medical  Association. 

Dr.  Isadore  Samuel  Zfass,  psychiatrist  and  neu- 
rologist of  Richmond,  was  elected  president  of  the 
Southern  Electroencephalographic  Society  at  its  an- 
nual meeting  held  at  Miami  Beach,  Florida.  Dr.  Zfass 
has  been  one  of  the  pioneer  electroencephalographers 
in  the  South,  and  is  the  only  physician  in  Virginia 
who  is  certified  by  the  American  Board  of  Qualifica- 
tions in  Electroencephalography. 
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The  Section  on  Clinical  Cardiology 

Of  the  American  Heart  Association  will  sponsor 
a two-day  scientific  program  at  the  Conrad  Hilton 
Hotel  in  Chicago  on  April  3 and  4,  1954.  This  pro- 
gram will  constitute  a portion  of  the  Annual  Meet- 
ing of  the  American  Heart  Association  and  imme- 
diately precedes  the  Annual  Sessions  of  the  American 
College  of  Physicians.  The  meeting  will  be  open  to 
all  members  of  the  medical  profession.  Dr.  W'right 
R.  Adams  of  Chicago  is  Chairman  of  the  Program 
Committee.  Members  of  the  American  Heart  Asso- 
ciation who  wish  to  present  papers  should  send  a 
250-300  word  abstract  of  the  proposed  paper  to 
Dr.  Charles  D.  Marple,  Medical  Director,  American 
Heart  Association,  Inc.,  44  East  23rd  Street,  New 
York  10,  New  York.  All  papers  should  be  on  sub- 
jects of  distinct  clinical  interest.  The  deadline  for 
the  receipt  of  abstracts  is  January  1,  1954. 

Bought  Any  New  Medical  Books  Lately? 

Your  older  volumes  would  be  gratefully  received 
by  the  physicians,  hospitals,  and  universities  of 
Israel.  Especially  needed  are  books  in  all  medical 
specialties. 

If  you  can  spare  any  of  these  books  w'hich  are 
in  good  condition  and  published  since  1940,  please 
send  them  by  prepaid  parcel  post  to:  Books  for 
Israel,  115  King  Street,  New  York  1,  N.  Y. 

Note:  Up  to  70  lbs.  may  be  sent  by  parcel  post, 
at  8^  for  the  first  pound,  and  4^  each  additional 
pound,  marked  “BOOK  RATE.”  Please  give  re- 
turn address  of  individual  or  organization,  so  that 
your  gift  may  be  acknowledged.  Eunds  for  shipment 
from  New  York  to  Israel  have  been  provided  under 
Point  IV,  U.  S.  State  Department,  sponsors  of  this 
project. 

Dr,  I,  Floyd  Nesbitt, 

Obstetrician  formerly  of  New'port  News,  has 
moved  to  Durham,  North  Carolina. 

Dr.  Thomas  S.  Ely, 

Of  Jonesville,  was  elected  the  new  commander  of 
the  Virginia  American  Legion,  at  is  meeting  in  Roa- 
noke, the  middle  of  August. 

Dr.  Carl  I,  Pirkle 

Has  been  transferred  from  Lewisburg,  Pennsyl- 
vania, to  the  U.  S.  Penitentiary,  Atlanta,  Georgia,  as 
chief  medical  officer  for  that  institution,  effective 
September  1.  Dr.  Pirkle  was  for  a number  of  years 
with  a similar  institution  in  Prince  George,  Virginia. 


New  Manager  at  McGuire  VA  Hospital,  Rich- 
mond. 

Dr.  Glen  W.  Doolen,  who  has  been  connected 
with  the  Tuberculosis  Division  of  the  VA’s  central 
office  in  Washington,  D.  C.,  has  been  named  manager 
of  the  Veterans  Administration  Hospital  in  Rich- 
mond, and  entered  upon  his  new  duties  the  1st  of 
Sejjtember.  He  took  over  the  position  formerly  held 
b}-  Dr.  John  G.  Hood,  who  was  transferred  to  be- 
come manager  of  the  Bronx  Veterans  Administration 
Hospital  in  New  York  City. 

Pan-American  Academy  of  General  Prac- 
tice, 

Through  the  courtesy  of  the  Government  of  Co- 
lombia, expressly,  the  University  of  Antioquia  (cel- 
ebrating their  150th  year  of  its  foundation)  and  the 
Dean  of  the  Medical  School,  the  Pan-American 
Academy  of  General  Practice,  has  been  invited  to 
hold  its  annual  Congress  in  the  city  of  Medellin, 
Colombia,  S.A.,  Eebruary  15th  to  20th,  1954.  Pol- 
iowing Medellin,  there  will  be  a visit  to  Bogota,  Bar- 
ranquilla  and  Montega  Bay,  Jamaica,  the  complete 
trip  being  from  Eebruary  15th  to  the  28th.  The 
Congress  activities  will  be  divided  into  sections, 
representing  the  various  fields  of  Medicine,  Surgery 
and  Pharmacy. 

Those  participating  in  this  trip  will  be  declared 
Guests  of  Honor,  and  there  will  be  extensive  fes- 
tivities for  their  benefit.  It  also  offers  an  opportunity 
for  a delightful  holiday  in  glamorous,  exotic  and 
historic  Colombia. 

Transportation  at  a special  all  inclusive  rate,  via, 
plane  or  steamship,  will  be  available  to  those  par- 
ticipating. Registration  must  be  made  through  Dr. 
Arturo  Martinez,  Secretary,  500  West  End  Avenue, 
New  York,  N.  Y. 

American  College  of  Surgeons. 

Eor  the  first  time  since  1914,  when  a Clinical 
Congress  was  held  in  London,  England,  that  city  will 
be  host  to  a Sectional  meeting  of  the  American  Col- 
lege on  May  17  to  19,  1954.  It  is  anticipated  that 
more  than  500  Surgeons  from  Canada  and  the  United 
States  will  attend.  The  Royal  College  of  Surgeons 
plans  not  only  an  imposing  series  of  lectures  but 
also  some  receptions  to  which  the  visiting  surgeons 
are  cordially  invited. 

Clinical  Seminar. 

The  Bluefield  Sanitarium,  Bluefield,  West  Yir- 
ginia,  is  holding  its  first  annual  clinical  seminar  in 
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tlie  staff  room  of  the  Sanitarium,  October  2,  at  2:00 
p.m.  A varied  program  will  be  presented  by  the 
staff  members.  Dr.  George  T.  Harrell,  Jr.,  Profes- 
sor of  Medicine  at  the  Bowman-Gray  Medical  School, 
Winston-Salem,  North  Carolina,  will  be  the  guest 
speaker  at  the  banquet  to  be  held  that  evening  at 
the  Bluefield  Country  Club.  His  topic  will  be 
“Myxedema”. 

Trudeau  Sanatorium, 

Trudeau,  New  York,  announces  that  it  will  mail 
a pamphlet  to  physicians  east  of  the  Mississippi  in- 
terested in  diseases  of  the  chest,  to  bring  them  up-to- 
date  on  the  Sanatorium,  which  celebrates  his  seven- 
tieth anniversary  next  year.  Copies  of  the  pamphlet 
are  available  by  writing  Dr.  Roger  S.  Mitchell,  Clin- 
ical Director,  Trudeau  Sanatorium,  Trudeau,  N.  Y. 

Wanted : 

Physician  for  the  Staff  of  the  Dejarnette  State 
Sanatorium,  Staunton,  Virginia.  This  is  a psychia- 
tric hospital  of  approximately  180-bed  capacity. 


Starting  salary  $8,400.00  to  $8,784.00.  Apply  to  the 
Superintendent.  (Adv.) 

For  Sale. 

Retiring  physician’s  home  and  equipped  rented 
office  in  Cape  Charles,  Virginia.  Address  P.  O.  Box 
304,  that  town  {Adv.) 

For  Rent — 

Four-room  medical  suite,  excellent  location,  with 
waiting  room,  fluoro, scope,  laboratory  and  physio- 
therapy to  share.  Parking  space  and  all  utilities 
provided.  .Also  complete  2 chair  dental  suite. 

.Apply  to  R.  G.  Mc.Allister,  M.  D.,  1016  W.  Frank- 
lin Street,  Richmond  20,  Va.  {Adv.) 

Wanted : 

1.  -A  physician  for  contract  practice  in  coal  camp; 

2.  .A  physician  for  private  hospital,  preferably  in- 
ternal medicine. 

.Address  Dr.  W.  C.  Elliott,  Lebanon  General  Hos- 
pital, Lebanon,  Virginia.  {Adv.) 


OBITUARIES 


Dr.  Oscar  Raymond  Yates, 

Suffolk,  died  July  15  in  Obici  Hospital,  Suffolk, 
after  a six  weeks  illness  from  coronary  occlusion  and 
myocardial  failure.  He  graduated  from  the  Medical 
College  of  Virginia  in  1916,  and  had  practiced  in 
Suffolk  since,  with  the  exception  of  military  service 
during  World  War  1. 

He  was  very  active  in  civic,  fraternal,  and  church 
activities,  and  among  other  recognitions  for  his  com- 
munity services,  he  was  the  recipient  of  the  Silver 
Beaver  award  for  outstanding  work  with  the  Boy 
Scouts,  and  was  given  a special  citation  by  the  Lions 
Club  for  performing  without  charge  a large  number 
of  tonsillectomies  for  underpriviledged  children.  At 
the  time  of  his  death  he  was  president  of  the  Obici 
Ho.spital  medical  staff.  He  is  survived  by  his  wife, 
a daughter  and  a son. 

Dr.  Robert  Dennis  Caldwell, 

Widely  known  pathologist  of  Lynchburg,  died  Au- 
gust 18,  at  his  home,  after  an  extended  illness.  He 
was  57  years  of  age  and  graduated  from  the  Medical 
College  of  Virginia  in  1919.  He  served  at  hospitals 
in  Richmond  for  a year  before  locating  in  Lynchburg 


where  he  had  since  made  his  home.  His  wife  and 
several  brothers  and  sisters  survive  him.  Dr.  Cald- 
well was  a member  of  his  local.  State  and  several 
other  societies,  including  the  American  Medical  .As- 
sociation. Burial  was  in  Lewisburg,  W.  Va. 

Dr.  William  F.  Mercer, 

Richmond,  a graduate  of  the  Medical  College  of 
Virginia  in  1882,  and  said  to  be  its  oldest  graduate, 
died  at  his  home  in  this  city,  September  4,  at  the 
age  of  91.  He  had  been  in  bad  health  for  sometime 
and  had  retired  from  practice  some  years  ago.  He 
was  a prominent  ophthalmologist  for  many  years 
and  was  formerly  a member  of  many  societies  con- 
nected with  his  specialty.  .A  daughter  survives  him. 

Dr.  Alexander  G.  Brown,  Jr. 

.As  we  go  to  press,  we  learn  with  sorrow  of  the 
death  of  Dr.  Brown  who,  as  chairman  of  the  Pub- 
lication Committee  of  The  Medical  Society  of  A ir- 
ginia,  became  editor  of  the  A’irginia  Medical 
Monthly  in  April  1919  and  served  in  this  office 
most  efficiently  until  October  1933  when  he  asked  to 
be  relieved  of  this  position  because  of  pressure  of 
other  duties. 


For  the 

Discriminating 

Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


in 

Lynchburg,  Virginia 

A.  G.  JEFFERSON 

Ground  Floor  Allied  Arts  Bldg. 

Exliisively  Optical 


The  American  Way 

is  peace,  prosperity,  and  goodwill  to- 
ward our  fellow  man — to  invest  our 
time  in  educating  and 
learning;  and  our  money 
in  good  citizens  and  fine 
institutions. 

One  of  the  finest  institu- 
tions of  your  State  is  Rich- 
mond Hotels  Incorporated, 
one  that  maintains  the  highest  modern 
hotel  standards  . . . one  that  combines 
the  hospitality  and  charm  of  the  old 
and  the  convenience  and  comfort  of 
the  new. 

John  Marshall  William  Byrd 
King  Carter  Richmond 

Richmond  Hotels  Incorporated 


ATLANTA,  OCT.  26-27  •28-29 


For  the  fourth  time  in  its  history,  the  Southern 
Medical  Association  will  meet  in  Atlanta,  (feorgia. 

Physicians  of  the  South  are  urged  to  mark  the 
dates  of  this  meeting  on  their  calendars  and  make 
every  effort  to  attend  this  outstanding  meeting  of 
the  year. 

In  addition  to  the  forty-seven  half-day  section 
meetings  covering  every  aspect  of  the  medical 
practice,  there  will  he  a general  session,  conjoint 
meetings,  many  social  activities,  and  fraternal  and 
alumni  gatherings — a complete  general  medical 
meeting,  with  all  scientific  activities  under  one  roof, 
the  Atlanta  Municipal  Auditorium. 

Hotel  accommodations  for  this  meeting  may  he 
secured  hy  writing:  Housing  Bureau,  Southern 
Medical  Association,  801  Rhodes-Haverty  Building, 
Atlanta,  Georgia,  giving  hotel  preference,  type  of 
accommodations  desired,  date  and  hour  of  arrival 
and  departure,  name  and  address. 

While  memhership  in  the  Association  is  not  a 
requirement  for  attendance  at  the  annual  meeting, 
it  affords  many  advantages,  among  which  is  the 
Southern  Medical  Journal,  one  of  the  leading  med- 
ical publications  of  today.  Memhership  dues  in- 
cluding the  Journal  are  only  $10.00  per  year.  There 
is  no  registration  fee  at  the  annual  meeting. 

Members  of  state  and  county  medical  societies 
eligible  for  membership  are  invited  to  become 
members  of  the  Association  and  attend  the  Atlanta 
Meeting,  which  promises  to  be  one  of  the  most  suc- 
cessful meetings  ever  held  by  the  Southern  Medical 
Association. 

SOUTHERN  MEDICAL  ASSOCIATION 
Empire  Building 
Birmingham,  Alahaniu 


adequate  protection  costs  so  little 


Oleum 

• til  HI. I.  fi<l  Llftl 


No  child  need  be  denied  protection  against  the  threat 
of  rickets  and  vitamin  A and  D deficiencies. 

Mead’s  Oleum  Percomorphum  is  a potent,  depend- 
able source  of  vitamins  A and  D . . . that  can  be 
administered  at  a cost  of  about  a cent  a day. 

Specify  MEAD’S  OLEUM  PERCOMORPHUM 
. . . the  pioneer  product  with  18  years  of  successful 
clinical  use. 

Available  in  10  cc.  and  economical  50  cc. 
bottles;  also  in  bottles  of  50  and  250  capsules. 


Mead’s  Oleum  Percomorphum 

MEAD  JOHNSON  & COMPANY  • EVANSVILLE  21,  IND.,  U.S.A. 
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ALEXANDER  GUSTAVUS  BROWN,  JR. 
1873-1953 

Editor  of  the  Virginia  Medical  Monthly 
1918-1933 


He  was  a gentleman  of  the  old  school,  a loyal  friend, 
a skilled  and  trusted  physician,  a man  of  catholic 
interests  and  kindly  spirit. 
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THE  OBLIGATIONS,  RESPONSIBILITIES,  AND 
THE  RIGHTS  OF  THE  PHYSICIAN* 


James  L.  Hamner,  M.D., 

Mannboro,  Virginia 


Medicine,  as  the  science  and  art  of  preventing, 
curing,  or  alleviating  disease  is  an  old,  an  honored, 
and  a great  profession.  This  greatness  is  the  accu- 
mulated essence  of  good  which  has  predominated  the 
bad  through  the  ages.  IMuch  of  this  came  through 
the  high  motives  which  have  actuated  the  profession 
since  the  days  of  Hippocrates.  In  Babylon,  two 
thousand  years  before  Christ,  the  practice  of  medicine 
w’as  regulated  in  detail  by  code  of  law  and  influenced 
by  the  code  of  medical  ethics  of  that  day.  There 
has  been  so  much  good,  as  well  as  so  many  inconsist- 
encies, in  the  profession  of  all  periods  that  it  is 
difficult  to  say  in  which  period  the  profession  has 
been  greatest.  It  should  suffice  to  say  that  a great 
desire  to  render  efficient  service,  and  a high  regard 
for  honesty  and  integrity  have  alwa}’s  been  evidenced 
in  the  profession  everywhere.  Where  else  can  one 
find  such  devotion  to  duty  and  responsibility  as  in 
the  profession  of  medicine?  In  the  records  of  no 
other  group  is  there  to  be  found  so  large  a number 
of  men  and  women  who  have  combined  intellectual 
preeminence  with  nobility  of  character  for  the  train- 
ing of  its  members  for  service  to  humanity. 

The  physician’s  obligations  to  medicine  begin  wflien 
he  enters  medical  school  and  has  the  use  of  facilities, 
and  access  to  the  mass  of  information  needed  for  his 
education.  This  debt  is  twenty-five  hundred  years 
or  more  of  medical  knowledge,  which  he  receives 
for  the  asking,  and  absorbs  through  hard  study,  at 
a cost  of  little  more  than  personal  time  and  effort. 
When  he  receives  his  degree  in  medicine  and  begins 
his  professional  life,  he  is  proclaimed  to  the  world 
as  being  capable  of  intelligently  practicing  his  pro- 
fession, and  as  being  worthy  of  public  confidence. 
He  then  becomes  the  key  factor  in  making  modern 
medicine  available  to  all  people. 

Because  of  the  high  standard  set  by  his  predeces- 
sors, and  the  high  plane  of  medical  practice  main- 
tained by  them  throughout  the  years,  with  the  tradi- 
tion of  honesty  and  decency  in  private  and  public 
life  and  the  record  of  devotion  to  service  to  human- 
ity, the  physician  receives  a great  heritage  from  which 
he  must  sense  a great  challenge.  If  he  can  success- 

*Address of  the  President  before  The  Medical  Society 
of  Virginia,  meeting  at  Roanoke,  October  18-21,  1953. 


fully  meet  this,  he  soon  becomes  a respected  figure 
in  his  community  and  may  become  a leader  in  civic, 
religious  and  political  affairs,  and  a great  influence 
in  moulding  community  thinking.  He  is  privileged 
to  study  and  to  treat  the  ills  of  mankind,  real  and 
imaginary,  great  and  small.  He  becomes  a trusted 
confidant,  and,  at  times,  as  close  to  his  patient  as 
does  the  minister. 

The  physician’s  debt  to  medicine  can  never  be 
paid  in  full.  Each  one  of  us  has  received  more  from 
this,  the  oldest  and  noblest  of  professions,  than  the 
longest  life  can  repay.  From  those  who  have  re- 
ceived so  much,  much  is  expected.  Even  though  it 
has  been  given  willingly,  freely,  and  without  binding 
or  difficult  demands  for  repayment,  we  are  dut}' 
bound  to  repay  to  the  best  of  our  ability,  not  pri- 
marily in  coin,  but  in  respect,  a sense  of  appreciation, 
and  in  the  type  of  service  which  will  always  honor 
the  profession.  The  greater  the  gifts  we  have  re- 
ceived, and  the  greater  the  opportunities  of  develoj)- 
ing  them,  the  greater  are  our  privileges  and  obliga- 
tions. 

We  must  never  lose  sight  of  these  obligations  if 
w’e  would  save  our  privileges.  The  fulfilment  of 
such  obligations,  and  the  privileges  which  they  have 
given,  demand  of  us  great  responsibility,  the  require- 
ments of  which  only  those  of  great  integrity  can 
fulfill.  We  can  repay  the  profession  in  kind,  and 
only  in  kind.  We  must  show  our  gratitude  by 
trA'ing,  sincerely,  to  balance  the  account.  This  can 
be  done  only  if  we  strive  always  to  better  the  quality 
of  the  medical  services  we  render  and  to  make  our- 
selves better  and  more  useful  citizens,  ^^’e  owe 
this  to  our  forbears  in  medicine.  These  are  our 
obligations.  They  have  brought  many  privileges 
which  carry  great  responsibilities. 

The  responsibilities  of  the  physician  are  many  and 
demanding.  It  would  be  difficult  to  list  them  in  order 
of  their  importance  and  too  time  consuming  to  con- 
sider all  of  them. 

Surely,  the  physician’s  primary  responsibility  has 
always  been  and  must  continue  to  be,  to  his  patients, 
particularly  those  who  are  suffering  or  in  distress. 
He  must  not  only  give  them  prompt  attention,  but  he 
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must  give  the  very  best  his  training,  ability  and 
judgment  can  offer  toward  meeting  and  solving  their 
problems,  immediate  and  remote.  To  them,  he  must 
give  time,  patience  and  undivided  attention.  He 
must  take  time  to  hear  their  stories  and  to  explore 
their  diagnostic  and  therapeutic  possibilities  thor- 
oughly. He  may  not  think  it  wise  to  tell  them  every- 
thing  he  suspects  regarding  their  disabilities,  but 
they  are  entitled  to  know  the  general  nature  of  their 
troubles  and  their  treatment.  Nothing  takes  the 
place  of  friendly  and  genuine  interest  in  the  patient 
and  his  problems.  Consider  him  as  a person,  as  a 
family  member,  and  as  a member  of  his  community. 
Let  him  know  that  you  see  under  his  mask,  a man, 
a human  being,  who  needs  your  care  and  that  you 
will  continue,  to  the  very  best  of  your  ability,  this 
interest  and  care  as  long  as  he  needs  it.  Few  phy- 
sicians have  ever  forgotten  this,  or  have  forgotten 
that  all  else  is  secondary.  For  this  reason,  alone, 
the  profession  has  risen  to  and  held  its  high  position 
in  the  hearts  and  esteem  of  the  people.  We  must 
see  that  this  is  always  true. 

The  physician  must  not  forget  his  responsibility  to 
his  family  and  to  himself.  He  must  not  only  keep 
himself  professionally  proficient,  but  he  must  live 
in  moderation  and  preserve  his  physical  and  mental 
energy  just  as  he  urges  his  patients  to  do.  He  owes 
it  to  his  family  to  spend  some  time  with  them  and 
to  utilize  cultural  and  spiritual  resources  offered 
them  by  wholesome  recreation,  reading,  home  life, 
social  and  spiritual  activities.  It  is  his  responsibility 
to  himself,  as  well  as  to  his  patients,  to  keep  his 
skill  at  its  peak.  He  must  do  this  by  keeping  up 
with  the  newest  developments  in  diagnosis  and  treat- 
ment of  disease  by  the  regular  reading  of  medical 
journals  and  books,  and  by  attending  medical  meet- 
ings and  participating  in  post-graduate  educational 
programs.  The  progressive  physician  never  gets 
through  with  his  education.  There  is  always  some- 
thing new  and  better. 

The  first  responsibility  of  a physician  to  other 
physicians  is  to  be  a good,  ethical  physician.  He 
must  comply  with  the  laws  and  respect  his  and  their 
permission  to  practice  their  profession.  If  he  is 
capable,  honest,  decent,  courageous,  vigilant  and  a 
follower  of  the  Golden  Rule,  his  life  will  be  the  best 
exemplification  of  the  ethical  principles  which  should 
always  guide  his  conduct  with  his  fellow  physicians. 
^^’ith  them,  he  should  contribute  to  medical  knowl- 
edge by  exchanging  the  knowledge  they  have  gained 


by  study  and  hard  work.  One  of  the  shining  ex- 
amples of  greatness  in  the  profession  of  medicine  is 
the  spirit  of  sharing  with  others  in  the  profession 
every  bit  of  knowledge  which  has  been  found  useful 
and  beneficial.  A medical  discovery  is  for  the  whole 
world,  which  is  now  profiting  by  discoveries  made 
by  doctors  and  their  co-laborers  of  many  nations. 
The  physician  must  be  interested  in  maintaining  and 
improving  the  standards  of  pre-medical  and  medical 
education  and  medical  care.  He  must  also  interest  him- 
self in  the  welfare  of  the  newly  trained  physician  by 
guiding,  helping  and  encouraging  him  always,  and 
by  trying  to  inculcate  in  him  the  traditions  of  med- 
icine and  medical  ethics.  He  must  also  solicit  his 
aid  in  maintaining  the  high  standards  of  medicine 
and  in  making  his  contribution  toward  the  improve- 
ment of  the  world  in  which  we  live. 

Every  physician  should  affiliate  with  medical  so- 
cieties and  should  join  his  associates  in  giving  time 
and  energy  to  the  advancement  of  his  profession. 
Only  by  active  participation  of  all  members  can 
medical  societies  be  kept  strong,  democratic  and  be 
able  to  do  for  its  members  what  they  cannot  do  for 
themselves.  Progress  can  be  made  only  through  the 
efforts  of  strong  societies  in  which  all  members  work 
together.  Where  such  societies  are  absent,  or  weak, 
there  exists  low  standards  of  medical  education  and 
care.  Not  only  are  medical  societies  largely  respon- 
sible for  the  high  standard  of  medical  service  ren- 
dered by  individual  physicians,  but  the  high  opinion 
in  which  the  profession  is  held  by  the  public  is  due, 
in  a large  measure,  to  the  whole  hearted  manner  in 
which  most  physicians  have  conducted  their  pro- 
fessional lives  in  accordance  with  the  accepted  prin- 
ciples of  medical  ethics,  as  set  by  their  medical 
societies.  These  are  not  laws  to  govern  but  are 
principles  to  guide  to  correct  conduct.  They  were 
set  down  primarily  for  the  good  of  the  public,  but,  as 
a guide  for  the  physician,  they  should  be  observed 
in  such  manner  as  shall  merit  and  receive  the  en- 
dorsement of  the  community. 

Doctors  are  human,  however,  and  unfortunately 
there  are  a few  renegades  among  them  just  as  there 
are  in  all  professions  and  in  all  walks  of  life.  Just 
as  any  community  of  two  hundred  thousand  must 
have  some  bad,  there  are  a few  to  be  found  among 
the  two  hundred  thousand  physicians  in  this  country 
who  deviate  from  the  practices  which  are  vital  to 
our  profession.  Every  physican  should  remember 
that  to  accept  by  silence,  where  one  should  protest. 
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makes  cowards  of  men,  and  he  should  expose  without 
fear  or  favor,  incompetent  or  corrupt,  dishonest  or 
unethical  conduct  on  the  part  of  members  of  the 
profession.  He  should,  also,  support  his  society  in 
seeing  that  these  people  turn  from  their  waywardness 
or  get  out  of  medicine.  Too,  when  the  society  adopts 
a policy,  the  physician  must  interpret  it  to  his 
patients.  Unless  they  understand  the  society’s  view- 
point, they  cannot  be  expected  to  wholly  support 
it.  No  one  can  do  so  much  for  improved  patient- 
physician  relationship  as  can  the  patient’s  own  phy- 
sician whose  affection  for  and  service  to  his  patients 
can  make  them  loyal  supporters. 

The  medical  profession  has  been  careless  in  its 
responsibility  to  our  medical  schools,  this,  to  the 
extent  that  the  schools,  oft-times,  are  found  in  finan- 
cial distress.  We  must  correct  this  by  contributing 
to  the  American  IMedical  Education  Fund  which 
was  originated  and  is  functioning  for  the  purpose 
of  giving  the  schools  financial  aid  and  helping  to 
make  them  self-sustaining.  This  is  essential  if  our 
schools  are  going  to  render  the  service  they  should 
and  be  kept  from  political  control,  which  would  most 
assuredly  lower  educational  standards  and  restrict 
freedom  of  scientific  research. 

As  students  of  medicine  and  practicing  physicians, 
we  have  the  same  rights  and  duties  as  other  citizens. 
We  like  to  place  emphasis  on  the  physician  as  a 
citizen.  His  position  in  the  community  makes  him 
an  important  figure  in  the  civic,  fraternal,  social, 
religious  and  political  activities  about  him.  It  is 
most  important  to  himself,  and  to  his  profession,  as 
well  as  to  his  neighbors,  that  he  lend  a helping  hand 
and  share  fully  in  all  worthwhile  community  activi- 
ties when  needed.  There  are  also  certain  professional 
responsibilities  which  he  owes  his  nation,  his  state 
and  his  community.  Love  of  our  country  and  pro- 
fession imply  service.  We  must  willingly  serve  in 
the  armed  forces  of  our  nation  when  needed.  Re- 
gardless of  the  hardships,  Ave  must  not  complain 
when  the  young  men  and  women  serving  the  nation 
need  our  care.  It  is  equally  important  that  those 
of  use  wlio  cannot  serve  actively  in  the  armed  forces 
should  serve  in  any  of  the  auxiliary  services,  and  in 
any  capacity,  where  needed.  We  should  work  for 
closer  integration  of  civilian  and  military  medicine. 
I should  like  to  see  the  profession  work  with  the 
military  services,  on  a voluntary  basis,  in  the  ex- 
amination of  veterans  for  disability,  also  in  the 
re-evaluation  of  physical  disabilities  for  which  so 


many  veterans  are  pensioned.  None  of  us  wants  to 
keep  the  veteran  who  has  service  connected  disabilit}’ 
from  getting  all  the  hospitalization  he  needs  and 
all  the  pension  he  is  entitled  to.  It  does  seem,  how- 
ever, that  those  who  can  pay  for  treatment  of  non- 
service disability  should  do  so.  It  is  evident,  too, 
that  many  veterans  are  drawing  full  pensions  while 
doing  full  time  and  highly  remunerative  work  since 
leaving  the  service.  The  t}pe  of  pensioner  should 
have  his  status  re-evaluated  and  changed,  should 
lie  not  need  such  help.  The  public  can,  by  demand- 
ing such  service,  help  us  to  serve  them  better,  and 
we  can  serve  our  country  better  by  voluntarily  ren- 
dering such  aid.  It  is  equally  as  important  that  no 
needy  veteran,  with  service  connected  disability, 
should  ever  need  hospitalization  or  pension  and  not 
get  it. 

The  physician’s  responsibilities  to  the  state  have 
greatly  increased  as  greater  progress  has  been  made 
in  preventive  and  curative  medicine.  He  should 
support  the  many  new  agencies  and  efforts  which 
have  brought  this  about.  He  should  work  to  extend 
public  health  coverage  to  all  people,  and  should 
cooperate  with  this  great  branch  of  the  profession  in 
every  way  possible. 

He  should  support  the  Alrginia  Council  on  Health 
and  Medical  Care  in  its  programs  for  improving  the 
facilities  for  caring  for  the  ill  and  for  improving 
general  health  conditions  throughout  the  state.  The 
Council’s  Physician  Placement  Program  is  particu- 
larly noteworthy  in  that  it  has  placed  so  many  phy- 
sicians in  rural  areas  and  small  towns  where  needed. 

It  is  equally  important  that  the  many  organiza- 
tions which  are  working  for  improved  health  and 
better  living  conditions,  by  trying  to  prevent  as  well 
as  to  fight  disease,  should  have  our  wholehearted  and 
sympathetic  support. 

\\'ith  so  many  people  of  advanced  age,  the  prob- 
lems in  chronic  and  degenerative  disease  have  mul- 
tiplied. The  physician  must  accept  leadership  in 
formulating  plans  for  the  care  of  this  large  and 
growing  segment  of  the  population.  This  is  equall}- 
true  of  the  crippled  and  handicapped  of  all  ages. 

Medical  care  of  the  indigent  is  always  a great 
responsibility.  In  some  places  this  is  satisfactory. 
It  should  be  everywhere.  It  is  unfair  to  the  phy- 
sicians to  have  to  shoulder  all  the  cost  of  this  care; 
yet,  for  the  most  part,  they  liaA’e  done  so  without 
complaint.  Good  medical  service,  with  free  choice 
of  the  physician,  should  be  provided  for  these  people. 
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and  paid  for  at  a reduced  cost.  This  might  be 
provided  by  the  Welfare  Department  of  the  State, 
the  Community  Chest,  or  other  like  agencies  by  out- 
right grants  or  by  the  purchase  of  pre-payment  in- 
surance for  that  purpose.  Unless,  or  until,  such 
provision  has  been  made,  no  physician  should  ever 
refuse  to  furnish  emergency  medical  care  because  of 
the  patient’s  inability  to  pay.  Our  traditions,  and 
our  public  relations,  demand  that  we  give  some 
service  for  the  privilege  of  being  helpful  to  our 
fellow  man.  We  must  not  think  more  of  our  fatigue 
and  discomfort  than  about  the  cure  of  illness  about 
us.  Nor  must  we  expect  pay  for  every  effort  in 
behalf  of  the  people.  We  should  not  expect  full  pay 
at  anytime.  This  is  an  art  and  a service  which  must 
be  given  cheerfully  and  in  excess  of  monetary  gain. 

The  responsibility  of  medical  care,  however,  is 
reciprocal.  The  patient  should  strive  to  save  to 
pay  for  his  medical  services  as  he  does  for  radios, 
refrigerators,  television  sets  or  for  new  automobiles. 
Fortunately,  he  can  do  this  by  buying  voluntary  health 
insurance.  Although  about  86,000,000  people  carry 
some  t3’pe  of  pre-payment  insurance,  much  more 
extensive  coverage  is  needed.  The  physician  must 
encourage  as  nearly  full  coverage  as  possible. 

Preventing  disease  and  caring  for  the  sick  is  not 
the  whole  job.  Rehabilitation  is  coming  into  its  own 
and  must  have  the  support  of  the  physician  in  every 
phase.  The  state  will  have  to  pay  for  the  hospital- 
ization of  many  of  these  people,  but  it  does  seem 
that  the  profession  should  arrange  to  do  most  of  the 
medical  work  for  the  privilege  of  intern,  residency 
and  post-graduate  training.  We  must  not  let  the 
public  lose  confidence  in  us  or  doubt  our  desire  to 
serve  humanity.  This  confidence  can  be  our  greatest 
asset,  and  can  do  much  to  secure  our  rights  and 
increase  our  rewards. 

All  people  are  entitled,  by  nature,  to  certain  rights. 
The  physician’s  obligations  and  responsibilities  make 
him  jealous  of  his  privilege  to  study  and  practice  his 
profession  in  a free  and  untrammelled  manner.  He 
feels  that  the  practice  of  medicine  should  never  be 
the  function  of  government,  that  it  has  no  business 
in  the  field  of  medical  care  and  should  never  come 
between  the  physician  and  his  patient. 

There  is  opposition,  on  the  part  of  some,  to  the 
kind  of  medical  care  they  get  and  the  cost  of  it,  even 
though  this  cost  has  not  increased  as  have  other 
costs.  Insidious  encroachment  of  government  into 
medicine,  with  its  interference  in  the  voluntary  way 


of  medical  practice,  must  not  be  met  with  impulsive 
opposition.  We  must  be  vigilant  and  we  must  com- 
bat this  with  soul-searching  tolerance  and  leadership, 
if  we  are  to  guide  the  public  health  against  those 
who  are  willing  to  trade  the  best  medical  care  and 
health  on  earth  for  the  uncertainties  of  socialism. 
The  physician  feels  it  his  right,  privilege  and  duty 
to  oppose  such  encroachment  of  the  freedom  of  his 
profession.  In  doing  so,  however,  he  must  not  fail 
to  show  the  public  that  their  interests  come  first. 
The  physician  has  a right  to  expect  considerate 
treatment  at  the  hands  of  his  patients.  They  should 
choose  the  physician  they  <w'ant,  before  they  need 
him,  let  him  know’  their  wishes  and  find  out  about 
his  hours  and  daily  routine  so  they  can  go  to  his 
office  when  able  to  do  so.  If  they  cannot  do  this, 
they  should  call  him  as  early  in  the  day  as  possible 
so  he  can  arrange  his  home  and  hospital  calls  to  the 
best  advantage  of  all  concerned.  They  should  give 
him  reasonable  time  to  take  care  of  them.  Too, 
other  patients  have  some  claim  on  his  time.  Urgent 
calling,  when  no  emergency  exists,  may  keep  the 
physician  from  some  friend  w’hose  need  is  urgent. 
Unless  urgent,  it  is  hardly  fair  to  expect  the  family 
physician  to  never  have  any  time  off.  He  is  mortal, 
too,  and  certainly  needs  time  off  for  his  meals,  sleep, 
recreation  and  rest.  When  tired  and  exhausted,  he 
cannot  do  his  best. 

It  may  appear,  from  the  responsibilities  cited,  the 
physician  should  serve  without  thinking  of  a fee, 
and  the  average  student  may  go  into  medicine  because 
he  wants  to  be  a humanitarian,  but  it  does  not  take 
him  long  to  find  out  that  he  has  to  make  a living. 
A good  doctor  wants  to  help  as  many  people  in  his 
community  as  he  can.  He  cannot  do  this  if  his 
patients  do  not  trust  his  professional  ability  and 
respect  his  financial  arrangements.  No  physician 
should  aspire  to  become  wealthy  through  the  care  of 
the  sick.  However,  in  order  to  repay  the  cost  of 
his  medical  education,  in  order  to  maintain  a mod- 
ern, scientifically  equipped  office,  and  in  order  to 
discharge  the  proper  obligations  of  good  citizenship, 
the  physician  must  charge  and  collect  fees  for  his 
services.  Too,  it  is  a natural  desire  that  every  man 
should  wish  to  marry,  to  have  a family  and  set 
aside  something  for  his  old  age.  There  w’ill  nat- 
urally be  some  variation  of  fees  among  individual 
physicians.  They  should  all  strive,  how’ever,  to 
render  the  best  service  possible  and  to  keep  the 
charges  within  moderate  range.  They  should  always 
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be  glad  to  discuss  fees  and  other  costs  with  the 
patient.  Probably  the  three  chief  sources  of  anxiety 
with  patients  are  whether  or  not  they  will  get  well, 
how  long  it  will  take,  and  how  much  the  cost  will  be. 
A frank  discussion  of  all  of  these  will  be  satisfying 
to  the  patient  and  will  bring  much  good  will  to  the 
physician. 

Our  obligations,  we  should  proudly  acknowledge 
and  should  strive  earnestly  to  pay;  our  responsi- 
bilities, we  should  assume  and  sincerely  tr}'  to  ful- 
fill; our  rights,  we  hope  to  gain,  deserve,  and  pre- 
serve. All  make  the  physician’s  life  active,  full  and 
useful  even  though  hard  and  trying  at  times. 

The  reward  is  well  worth  the  effort.  It  is  a life 
filled  with  satisfaction  of  service  to  humanity,  serv- 
ice that  is  an  essential,  honorable,  and  an  honored 
livelihood;  it  is  a prominent  and  esteemed  position 
in  society;  and  it  is  the  gratitude,  friendship,  and 
prayers  of  many  patients.  Money  will  most  likely 
be  the  recompense  bestowed  by  the  rich;  friendship, 
reputation,  increase  of  virtue,  prayers  and  gratitude 
will  be  that  of  the  poor. 

Medicine  knows  no  race,  creed  or  color,  but  only 


the  sacredness  of  human  life.  May  it  always  be  the 
servant  of  all,  but  the  hireling  of  none.  Greatness 
of  the  profession  will  remain  as  long  as  we  look  at 
the  ills  of  man  through  the  clear  light  of  service 
and  not  through  the  colored  glasses  of  wealth  and 
selfishness. 

I believe  that  no  profession  offers  better  op- 
portunity for  growth  in  moral  and  ethical  stature, 
for  contribution  to  the  welfare  of  society,  and  for 
the  relief  of  individual  human  suffering.  I believe 
that  no  profession  permits  the  practitioner  to  ap- 
proach so  closely  the  goals  of  kindness,  loyalty,  de- 
votion and  consecration  as  does  medicine. 

We  are  the  most  favored  of  all  in  the  scope  of 
human  endeavor.  If  you  find,  as  you  must,  flaws 
in  the  wide  surface  of  the  portrait  that  represents 
us,  I believe  them  to  constitute  only  a challenge  to 
us  to  strive  more  diligently  toward  perfection.  Re- 
member, it  is  always  the  duty  of  the  physician  to 
help  cure  when  possible,  to  relieve  often,  and  to 
comfort  and  support  always,  ever  bearing  in  mind 
the  fact  that  we  treat  the  patients,  God  cures  them. 


Transistors  Reduce  Hearing  Aid  Operational 

Costs  80  Per  Cent. 

Transistors,  a new  substitute  for  the  vacuum  tube 
in  hearing  aids,  may  save  users  of  such  devices  as 
much  as  80  per  cent  in  operational  costs,  according 
to  a report  by  the  Council  on  Physical  Medicine  and 
Rehabilitation  of  the  American  Medical  Associa- 
tion. (Oct.  3,  J.A.M.A.) 

This  states  that  all-transistor  hearing  aids  need 
only  one  battery  instead  of  the  two  necessary  for 
the  operation  of  standard  types,  thus  eliminating 
high  battery  replacement  costs.  A recent  develop- 
ment in  the  electronic  field,  the  transistor  has  been 
under  study  and  experimentation  for  several  years, 
and  has  been  used  in  hearing  aids  only  for  a few 
months. 

“The  most  important  advantage  of  the  transistor 
hearing  aid  that  can  be  claimed  at  the  present  time 


is  a significant  reduction  in  operational  costs,  as 
much  as  80  per  cent  and  perhaps  more.” 

At  the  present  time  it  appears  that  no  significant 
change  will  take  place  in  the  size  or  weight  of  transis- 
tor hearing  aids  as  the  battery  space  is  filled  with 
other  components  of  the  transistor  circuit  that  are 
needed  for  its  operation.  The  new  type  hearing 
aid  also  does  not  appear  to  have  any  significant 
improvement  in  amplification,  in  tone  quality,  or  in 
fidelity  over  the  other  kinds.  Although  transistor 
hearing  aids  offer  promise,  “it  is  reasonable  to 
expect  that  many  deficiencies  and  shortcomings  in 
performance  wdll  be  encountered,”  the  report  pointed 
out.  Therefore,  it  was  recommended  that  purchasers 
of  the  instrument  insist  on  a guarantee  that  the 
hearing  aid  will  be  maintained  in  top  condition  for 
at  lea.st  one  year  and  that  all  defective  transistors 
will  be  replaced  without  cost. 
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THE  VIRGINIA  STATE  HEALTH  DEPARTMENT  LEGISLATIVE 
PROGRAM  FOR  THE  ERADICATION  OF  TUBERCULOSIS 


Mack  I.  Shanholtz,  M.D.,  Commissioner, 

and 

William  F.  Wagner,  M.D.,  Director, 

Division  of  Tuberculosis  Control, 

Virginia  State  Department  of  Health, 
Richmond,  Virginia 


It  is  the  conviction  of  the  Virginia  State  Health 
Department,  widely  shared,  that  private  physicians, 
as  individuals  and  as  groups,  as  general  practitioners, 
internists  and  chest  specialists,  have  most  important 
and  active  professional  parts  to  play  in  manning  the 
battle  stations,  if  an  all-out  state-wide  objective 
to  eliminate  tuberculosis  as  a serious  public  health 
problem  within  the  next  decade,  is  to  be  realistically 
served. 

A discussion,  under  title  of  “The  Role  of  the 
Private  Physician  in  a Tuberculosis  Eradication 
Program”,  has  been  prepared  by  the  State  Health 
Department  for  your  consideration;  copies  are  avail- 
able at  the  registration  desk  and  at  the  door. 

In  the  discussion  are  summarized  many  reasons 
why  it  is  felt  to  be  most  timely  for  physicians  as  a 
whole  to  take  a “New  Look”  at  tuberculosis.  A 
realistic  analysis  of  the  shortcomings  of  the  past, 
less  often  medical  than  otherwise,  and  mostly  cor- 
rectable, added  to  the  promise  of  a future  brightened 
by  fullest  possible  exploitation  of  new  methods  of 
wide-scale  case-finding,  newly  devised  surgical  op- 
erations, new  specific  medicinal  aids — all  combine 
to  invite  a new  optimistic  outlook  or  approach  to 
the  whole  subject  of  tuberculosis,  provided  medical 
and  public  interest  can  be  engendered  to  a point 
where  they  will,  respectively,  support  the  enhanced 
professional  participation,  and  the  appropriation  of 
additional  funds  needed,  to  provide  the  facilities 
and  services  required  to  do  a job. 

General  practitioners  and  internists  must  be  per- 
suaded if  possible  to  regard — we  hope  they  will 
eagerly  accept  as  practical  and  feasible — the  role 
to  which  they  have  been  assigned  by  the  State  Health 
Department,  as  king-pins  in  our  Tuberculosis  Eradi- 
cation Program,  given  the  necessary  supportive  serv- 
ices. 

10,000  active  cases  of  pulmonary  tuberculosis  are 
thought  to  exist  in  Virginia  alone,  most  of  whom 
await  identification  in  a presently  comparatively  in- 

*Read  before  the  annual  meeting  of  The  Medical  Society 
of  Virginia  at  Roanoke,  October  18-21,  1953. 


nocuous  stage.  As  it  becomes  generally  known  that 
diagnosis  of  active  tuberculosis  no  longer  implies 
categorical  need  for  hospital  care,  either  for  the 
patient’s  sake  or  to  protect  others,  the  public  will  be 
even  more  eager  to  participate  en  masse  in  community 
x-ray  surveys.  Many  private  physicians  will  be 
called  upon  to  help  meet  this  community  problem. 
They  can’t  all  be  “consultants.” 

Completion  of  diagnostic  studies  for  tuberculosis 
is  neither  mysterious  nor  complicated  when  carried 
out  according  to  protocol. 

Repeated  visits  to  a doctor’s  office  may  be  required 
for  months — but  this  is  no  more  than  is  regularly 
accorded  the  prenatal  case,  as  her  due ! 

It  is  no  more  necessary  for  a general  practitioner 
to  be  able  to  interpret  a chest  x-ray  with  any  degree 
of  finality  than  it  is  for  a chest  specialist  to  per- 
sonally perform  his  own  sputum  examination  if  he 
has  a certified  laboratory  to  do  it  for  him. 

It  takes  less  skill  to  do  a tuberculin  test  or  collect 
a gastric  lavage  specimen  than  it  does  to  deliver  a 
baby. 

By  and  large,  treatment  of  run-of-the-mill  tuber- 
culosis is  simple;  the  real  problem  is  treating  the 
people  who  have  it,  their  friends  and  relatives.  The 
Health  Department  can  help  in  these  fields. 

Specific  drug  therapy  must  not  be  looked  upon 
as  a substitute  for  sanatorium  care,  where  the  latter 
is  indicated.  Unless  a physician  is  prepared,  as  of 
now,  to  treat  tuberculosis  without  the  newer  drugs, 
he  should  not  attempt  to  treat  tuberculosis  by  simple 
resort  to  them. 

Some  general  practitioners  will  be  surprised,  it  is 
hoped  all  will  be  pleased,  to  learn  that  not  only  diag- 
nosis, but  treatment  of  the  average  case  of  pulmonary 
tuberculosis,  as  found  today,  requires  no  more,  if  as 
much,  training  and  skill,  as  they  must  apply  daily 
in  their  management  of  many  other  types  of  disease. 

There  should  be  no  class  of  patients  who  will  pay 
better,  take  less  of  the  doctor’s  time,  give  him  greater 
personal  and  professional  satisfaction,  than  should 
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the  average  tuberculosis  patient  of  the  next  10  years, 
who  will  appreciate  relatively  inexpensive  medical 
supervision  by  his  own  family  physician  whose  func- 
tion it  will  be  to  make  as  nearly  unlikely  as  possible 
his  ever  having  to  quit  his  job  to  go  to  a sanatorium, 
through  effective  application  of  appropriate  treat- 
ment obtained  in  his  own  community. 

May  we  again  commend  to  you  the  more  complete 
elaboration  of  these  points  to  be  found  in  the  paper 
prepared  by  the  State  Health  Department  to  which 
reference  has  previously  been  made. 


Many  of  you  have  already  read  or  heard  of  the 
“Study  of  Tuberculosis  in  Virginia — 1952”,  jointly 
sponsored  by  the  Virginia  State  Health  Department 
and  the  Virginia  Tuberculosis  Association,  con- 
ducted by  a nationally  recognized  authoi-ity^  .referred 
by  the  American  Public  Health  Association.  The 
Director  of  the  survey  was  assisted  by  a staff  of 
experts  from  the  Public  Health  Service,  and  from  the 
National  Tuberculosis  Association,  thus  assuring 
additional  objectivity. 

Remaining  remarks  in  this  paper  will  be  addressed 
primarily  to  two  groups  of  recommendations  emanat- 
ing from  the  aforementioned  report,  ( 1 ) the  pro- 
vision of  more  sanatorium  beds,  and  (2)  the  setting 
up  of  Regional  Chest  Clinics  throughout  the  State. 

Let  us  consider  first  the  recommendation  for  more 
sanatorium  beds,  generally  conceded  to  be  the  greatest 
single  need  in  our  Tuberculosis  Eradication  Program. 

This  need  is  acute  for  Negroes  where  a perennial 
waiting  list,  constantly  growing,  of  mere  than  two 
hundred  and  fifty,  makes  necessary  delays  from  six 
to  nine  months  before  admission.  Former  patients 
who  “relapse”  can  almost  never  be  readmitted.  When 
one  considers  the  comparatively  rapid  course  of  the 
disease  in  many  Negroes,  plus  average  home  con- 
ditions, the  situation,  as  viewed  in  the  light  of  mod- 
ern times,  becomes  truly  intolerable. 

Additional  surgical  and  sanatorium  facilities  are 
needed  for  white  patients,  as  well. 

The  “Tuberculosis  Study — 1952”  estimated  a pos- 
sible eventual  need  for  1400  additional  sanatorium 
beds  to  round  out  and  complete  this  facet  of  our 
long  range  Tuberculosis  Program. 

The  State  Board  of  Health,  meeting  May  12,  1953, 
recommended  the  following  sanatorium  construction 
during  the  next  four  years : 

For  the  first  biennium : 


1.  That  200  sanatorium  beds  for  Negroes  be 
added  to  the  50  bed  surgical-diagnostic-teach- 
ing unit  already  under  construction  in  Rich- 
mond. 

2.  That  the  equivalent  of  50  beds  for  surgical 
treatment  of  tuberculosis  be  provided  as  part 
of  the  University  Hospital  at  Charlottesville. 
These  would  serve  primarily  patients  from 
Catawba  and  Blue  Ridge. 

3.  That  150  beds  be  added  to  Blue  Ridge  Sana- 
torium. These  would  complete  the  original 
planned  expansion,  for  which  funds  were  ap- 
propriated immediately  prior  to  and  including 
1948,  but  which,  in  the  light  of  rising  costs, 
etc.,  proved  insufficient  for  this  final  wing. 
Addition  of  this  wing  to  the  present  main  hos- 
pital unit  would  be  relatively  in-expensive,  be- 
cause expansions  of  basic  utility  resources  in 
the  sanatorium  during  the  past  several  years, 
were  made  with  this  wing  also  in  mind;  as 
a matter  of  fact,  major  conduits  lead  right  up 
to  the  point  where  the  proposed  unit  would 
connect  with  the  main  building. 

In  addition,  $5,000.00  has  more  recently  been 
recommended  by  the  Board  to  study  “the  necessity 
and  feasibility  of  constructing  a 400  bed  sanatorium 
in  the  Tidewater  area”. 

For  the  second  biennium; 

The  “Tuberculosis  Study — 1952”  report  states 
that  ideally  no  new  institutions  should  be  built 
in  Virginia;  that  is  to  say,  beds  should  be  added 
to  the  four  existing  (or  planned  for)  state  sana- 
toria. 

However,  inasmuch  as  Catawba  and  Piedmont 
are  not  as  close  to  Medical  Centers  as  changing 
trends  in  tuberculosis  treatment  now  indicate  they 
should  be,  ideally,  it  was  recommended  by  the 
Study  Group  that  a 400-bed  state  sanatorium  be 
constructed  in  the  Tidewater  area.  The  recom- 
mendation was  formally  approved  by  the  State 
Board  of  Health  as  a project  for  the  second  bien- 
nium, provided,  a suitable  site  could  be  agreed 
upon  well  in  advance,  where  the  unit  could  become 
a part  of  a recognized  medical  center,  similar  to 
the  arrangement  envisaged  for  Richmond.  This 
sanatorium  would  house  both  white  and  Negro 
patients. 

It  is  vital  to  an  effective  Tuberculosis  Control 
Program  to  have  sanatorium  beds  sufficient  to  meet 
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the  needs  of  patients  who  require  hospitalization, 
particularly  in  this  new  era  of  surgery  and  specific 
drug  therapy.  The  present  dearth  of  such  facilities 
is  proving  increasingly  demoralizing  to  physicians, 
patients,  public  health  workers  and  public  alike,  as 
the  aims  and  possibilities  of  a total  tuberculosis 
eradication  program  gradually  become  more  w’idely 
understood  and  appreciated. 

Enactment  and  enforcement  of  simple  quarantine 
laws  must  be  delayed  until  there  are  enough  hospital 
beds  to  take  care,  as  well,  of  cases  who  also  pose 
serious  public  health  problems,  but  who  are  eager 
to  accept  hospitalization.  As  of  now,  only  the  fla- 
grant and  wilful  violators  of  the  most  elementary 
laws  of  hygiene  and  decency  are  isolated  by  court 
order.  These  are  sent  to  prison  not  because  they 
are  innocent  victims  of  tuberculosis  in  a heavily 
communicable  stage,  as  some  would  have  you  believe, 
but  because,  having  tuberculosis  in  a heavily  com- 
municable stage,  they  also,  insist  upon  “spitting  in 
your  face”,  so  to  speak;  they  are  sentenced  for  the 
latter  offense! 

Ordinary  quarantine  cases  are  not  criminals,  in 
any  sense — they  merely  need  a little  boost  to  get 
them  into  a sanatorium,  where,  in  the  experience  of 
one  of  us  in  another  state,  they  can  be  handled  very 
well,  right  along  with  other  patients.  Of  course, 
there  must  be  a place  where  they  know  they  can,  as 
individuals,  be  incarcerated,  temporarily  at  least,  if 
they  get  restless  or  won’t  behave. 

It  is  the  conviction  of  the  State  Health  Department 
that  all  but  a very  small  residue  of  those  recom- 
mended for  sanatorium  care  can  be  influenced  by 
education  or  public  opinion  to  accept  placement, 
without  resort  to  quarantine. 

The  second  set  of  recommendations  made  by  the 
Tuberculosis  Study  Group  confirms  and  urges  im- 
mediate adoption  of  plans  for  the  establishment  of 
Regional  Chest  Clinics,  plans  long  considered  by  the 
State  Health  Department  to  be  vitally  important 
to  a well  balanced  tuberculosis  program.  Accord- 
ingly, several  hundred  thousand  dollars  wdll  be  re- 
quested of  the  next  Assembly  by  the  State  Health 
Department  to  establish  some  eighteen  of  these  clinics 
throughout  the  Commonwealth  to  provide  diagnostic 
and  treatment  facilities  in  areas  where  none  or  few 
now  exist.  They  are  to  be  conducted  weekly  or 
bi-weekly  by  one  or  more  local  physicians  approved 
by  their  own  local  Medical  Society,  and  will  be  under 
the  general  sup)ervision  of  a chest  specialist  from  a 


neighboring  sanatorium  or  Medical  Center  who  will 
visit  each  clinic  regularly  and  be  on  call. 

Complete  medical  supervision  will  be  rendered  the 
indigent,  upon  request  of  his  doctor;  x-ray,  labora- 
tory, and  consultation  service  will  be  available  to 
the  semi-  or  “medically”  indigent  patient  referred 
by  his  attending  physician.  All  findings  and  rec- 
ommendations in  the  latter  instance  will  be  made 
direct  to  the  attending  physician,  who  thus  retains 
full  control  of  his  patient.  Where  corresponding 
facilities  are  not  otherwise  available,  clinic  services 
also  can  be  utilized  by  any  local  doctor  for  his  more 
well-to-do  patients.  Where  adequate  facilities  and 
professional  services  can*  be  procured  privately,  how- 
ever, the  physician  will  be  requested  not  to  refer  to 
the  clinic  those  able  to  pay. 

Assurance  would  thus  be  given  that  completely 
met  would  be  the  needs  of  those  w'ho  are  susp>ected 
of  having  the  disease,  those  whose  conditions  permit 
from  the  beginning  successful  treatment  outside  a 
sanatorium,  and  the  large  number  who  today  are 
customarily  discharged  from  sanatoria  with  active 
tuberculosis,  not  only  in  Virginia,  but  in  other  states, 
particularly  where  an  acute  shortage  of  beds  exists. 
By  relieving  sanatoria  of  those  no  longer  in  need  of 
sanatorium  care  as  such,  badly  needed  beds  are  made 
available  for  new  applicants.  However,  on  the 
other  hand,  it  would  be  very  expensive,  not  to  say 
impractical,  to  attempt  to  keep  all  patients  in  sana- 
toria until  they  were  no  longer  in  need  of  any  treat- 
ment. 

These  routine  dischargees  would,  therefore,  from 
the  very  beginning,  in  Virginia,  constitute  a large 
group  of  patients  who  would  very  definitely  benefit 
from  Regional  Chest  Clinics.  May  I elaborate 
briefly. 

For  years,  many  needless  “relapses”  have  been 
reported  and  continue  to  occur  because  patients  who 
have  earned  a right,  in  a sanatorium,  to  anticipate, 
following  discharge,  regular  increments  of  physical 
exercise  and  permission  to  indulge  in  other  t}q3es  of 
exertion  involving  expenditure  of  energy,  are  not 
as  carefully  supervised  as  they  should  be  by  a phy- 
sician during  this  latter  period,  to  make  sure  that 
these  increments  are  appropriate  and  properly  spaced. 
The  sanatorium  is  too  far  away  for  frequent  check- 
ups; the  local  physician  too  often  lacks  the  suppor- 
tive services,  physical  and/or  consultative,  that  he 
needs  to  provide  the  meticulous  supervision  required. 

Vocational  rehabilitation  personnel  from  the  De- 
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partment  of  Education  are  continuously  dependent 
upon  sound  current  medical  advice  as  to  the  clinical 
status  of  their  charges,  some  of  whom  are  engaged 
in,  others  of  whom  may  be  contemplating,  preliminary 
vocational  rehabilitation  projects.  Rehabilitation 
personnel  do  not  always  receive  the  type  of  clinical 
evaluation  upon  which  success  of  their  program  ul- 
timately depends. 

Close  supervision  during  this  very  critical  post- 
sanatorium period  is  necessary  for  all  dischargees  to 
make  sure  that  at  no  time  during  successive  incre- 
ments of  leisure  placed  at  their  disposal  do  they 
exceed  or  “cancel  out”  the  benefits  of  concomitantly 
reduced  (or  residual)  periods  of  systemic  rest,  upon 
which  they  must  depend  to  complete  the  cure  of  the 
low-grade,  often  asymptomatic,  perhaps  wholly  sub- 
clinical,  but  nevertheless  active,  disease  they  had  at 
time  of  discharge.  In  other  words,  they  are  still 
patients,  in  every  sense  of  the  word — requiring  vary- 
ing types  and  degress  of  formal  treatment  for  vary- 
ing periods  of  time. 

Naturally,  therefore,  sanatorium  dischargees,  even 
when  known  to  be  in  need  ultimately  of  vocational 
training,  are  seldom  suitable  for  direct  transfer  to 
a full-blown  rehabilitation  center,  such  as  Woodrow 
Wilson.  Whether  they  wall  ever  qualify  for  a full 
time  rehabilitation  course,  will,  like  the  ultimate 
recovery  of  other  patients,  depend  entirely  upon  what 
happens  to  them  after  they  return  home. 

Full-blown  institutionalization,  for  the  purpose  of 
providing  what  today  constitutes  a major  segment 
of  “post-sanatorium”  care,  has  not  been  practiced 
widely  enough,  for  its  practical  benefits,  in  relation 
to  costs,  to  have  been  definitely  established.  Not 
until  the  alternative  less  costly  method  of  caring  for 
these  patients  in  their  respective  communities  has 
been  exploited,  through  full  use  of  Regional  Chest 
Clinics  by  a thoroughly  alerted  profession,  will  it 
be  possible  to  estimate  with  any  degree  of  accuracy 
the  number  of  sanatorium  or  other  institutional  beds 
that  may  eventually  be  needed  to  successfully  cope 
with  those  who  cannot  be  satisfactorily  cared  for 
locally  during  this  period. 

Similarly,  in  this  way  only  can  be  determined  pre- 
cisely how  many  newly  diagnosed  active  cases  of 
tuberculosis  will  actually  need  immediate  or  eventual 
hospitalization.  We  submit  it  would  be  inhumane, 
even  more  than  expensive,  to  continue  indefinitely 
to  insist  upon  categorical  hospitalization  of  every 


active  case,  minimal,  asymptomatic,  and  all,  and  then 
attempt  to  prove  the  point  by  offering  no  potentially 
acceptable  alternative ! 

Obviously,  Regional  Chest  Clinics  would  make 
possible  the  limiting  of  applications  to  sanatoria  to 
definitely  diagnosed  cases.  Moreover,  should  sana- 
torium beds  still  be  at  a premium  at  the  end  of  the 
next  biennium  (and  they  will  be — it  takes  time  to 
build  sanatoria),  the  existence  of  Regional  Chest 
Clinics,  as  described,  would,  for  the  first  time,  make 
feasible  the  routing  of  all  applications  for  admission 
through  a central  point.  This  would  be  made  pos- 
sible because  relative  medical  need  and  public  health 
problems  presented  by  individual  applicants  could 
then  be  intelligently  compared,  because  of  standard 
practices  utilized  for  making  clinical  evaluations  in 
widely  separated  parts  of  the  state.  Up  to  now  and 
at  present,  no  one  in  any  sanatorium,  group  of  sana- 
toria, or  in  an  office  in  Richmond  could  be  expected 
to  be  able  to  give  a true  priority  rating  to  patients 
for  admission,  examined  as  they  are  by  many  phy- 
sicians, over  the  whole  state,  who  lack,  to  varying 
degree,  access  to  acceptable  facilities  and  services, 
consultative  and  otherwise. 

Summary 

1.  Integration  of  the  entire  medical  profession, 
with  particular  reference  to  those  who  do  not  limit 
their  practices  strictly  to  conditions  other  than  chest, 
into  an  all-out  program  for  eradication  of  tuber- 
culosis in  the  Commonwealth  of  Virginia,  is  of 
paramount  importance  to  the  success  of  that  program. 

The  State  Health  Department  has  never  been  as 
seriously  concerned  as  some  over  the  present  high 
percentage  of  tuberculosis  deaths  which  have  not  pre- 
viously been  reported  to  health  authorities  as  cases, 
as  it  has  been  interested  in  trying  to  bring  about  as 
soon  as  possible  a state-wide  participation  of  phy- 
sicians in  our  program;  once  the  latter  objective  has 
been  attained,  prompt  reporting  of  persons  having 
tuberculosis  will  result  in  due  course;  poor  report- 
ing, in  our  opinion,  is  primarily  a symptom  of  a 
condition  which,  with  your  help,  will  soon  be  reme- 
died. 

2.  Many  physicians,  public  officials  and  others  are 
well  aware  of  the  prevailing  shortage  of  sanatorium 
beds.  A number  of  factors,  which  cannot  be  weighed 
definitely  at  this  point,  will  eventually  provide  clues 
to  ultimate  needs.  Current  recommendations  of  the 
State  Board  of  Health  have  been  based  upon  needs 


November,  1953 


Virginia  Medical  Monthly 


609 


which  appear  to  be  fairly  obvious.  More  than  400 
persons  currently  are  on  our  waiting  lists.  Scarcely 
a day  passes  when  our  office  in  Richmond  does  not 
receive  a letter  describing  a tragic  situation  in  a local 
community  posed  by  an  individual  patient  in  need 
of  sanatorium  placement.  Most  of  these  are  referred 
to  as  dire  “emergencies”,  and  we  do  not  doubt  but 
that  most  of  them  are;  by  “huffing  and  puffing”,  we 
can  occasionally  squeeze  one  in.  Once  in  a while, 
one  is  voluntarily  committed  to  the  State  Farm — the 
only  place  that  can  be  found  in  the  entire  state  for 
him  to  lay  his  head.  But  the  only  real  way  to  meet 
these  many  acute  community  problems — and  the  epi- 
demic of  headaches  which  accompany- — is  for  those 
in  positions  of  influence,  who  are  personally  aware 
of  these  problems,  to  do  something  about  them — 
persuade  those  who  represent  them  in  the  Assembly 
to  appropriate  more  funds  to  provide  more  beds. 

3.  Physician  interest  in  sanatoria  for  the  most 
part  is  limited  naturally  to  an  ability  to  secure  beds 
promptly  for  his  patients  who  require  sanatorium  care; 
actual  operation  of  the  sanatorium  is  of  little  or  no 
direct  concern.  But  a much  more  intimate  and  ever- 
growing personal  relationship  can  and  should  grad- 
ually evolve  between  the  private  physician  and  the 
staff  who  operate  Regional  Chest  Clinics,  for  these 
are  designed  to  place  at  the  local  physician’s  disposal 
invaluable  supplementary  tools,  which  he  himself 
can  call  upon  to  whatever  extent  he  deems  necessary 
or  advisable,  to  solve  day  to  day  diagnostic  problems. 


and  to  maintain  up-to-the-minute  supervision  of  his 
tuberculosis  patients. 

Years  ago,  a professor  at  Hopkins  said,  “You  can- 
not diagnose  a disease  unless  you  think  of  it.”  The 
more  completely  the  general  practitioner  accepts  re- 
newed interest  and  responsibility  for  diagnosis  and 
care  of  the  average  run-of-the-mill  case  of  tuber- 
culosis, the  more  “tuberculosis  conscious”  will  he 
become,  generally,  in  his  practice — the  more  promptly 
will  he  recognize  indications  for  early  consultation, 
diagnostically  or  treatment-wise. 

Regional  Chest  Clinics  will  help  Local  Health 
Departments  and  Public  Health  Nurses  do  a better 
job  by  making  possible  for  them  to  work  more 
closely  and  effectively  with  patients  and  their  attend- 
ing physicians,  and  by  making  feasibly  closer  inte- 
gration between  Local  Health  Departments,  sana- 
toria, rehabilitation  directors  and  councillors  of  the 
Department  of  Education,  Welfare  Departments, 
Federal,  out-of-state  agencies,  etc.,  to  the  advantage 
of  all. 

When  it  is  recalled  that  all  eighteen  Regional 
Chest  Clinics  can  be  established  for  little  more  than 
half  the  price  of  one  fifty-bed  ward  in  a tuberculosis 
sanatorium,  it  would  appear  to  be  extremely  im- 
portant that  each  of  them  be  activated  as  soon  as 
possible,  not  only  because  of  intrinsic  services  they 
will  be  prepared  to  render,  but  because  of  the  po- 
tential effect  their  successful  operation  should  have 
in  helping  to  establish  ultimate  need  for  additional, 
more  expensive,  sanatorium  beds. 


Award  for  Outstanding  Research  in  the  Field 

of  Infertility. 

The  American  Society  for  the  Study  of  Sterility 
announces  the  opening  of  the  1954  contest  for  the 
most  outstanding  contribution  to  the  subject  of  in- 
fertility and  sterility.  The  winner  will  receive  a 
cash  award  of  one  thousand  dollars,  and  the  essay 
will  appear  on  the  program  of  the  1954  meeting  of 
the  Society.  Essays  submitted  in  this  competition 
must  be  received  not  later  than  March  1,  1954.  For 


full  particulars  concerning  requirements  of  this  com- 
petition, address  The  American  Society  for  the 
Study  of  Sterility,  c/ o Dr.  Herbert  H.  Thomas,  Sec- 
retary, 920  South  19th  Street,  Birmingham,  Ala- 
bama. 

The  author  should  append  on  a separate  sheet  of 
paper  a short  biographical  sketch  of  himself  and 
include  a photograph  to  be  used  in  the  necessary 
publicity  should  he  be  the  winner  of  the  award. 
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THE  CLINICAL  USE  OF  DIGITALIS  PREPARATIONS  IN 
CONGESTIVE  HEART  FAILURE* 

Reno  R.  Porter,  M.D., 
and 

R.  P.  Beckwith,  M.D., 

Richmond,  Virginia 


As  one  observes  the  management  of  patients  with 
congestive  heart  failure  in  various  hospitals,  clinics 
and  offices,  it  becomes  apparent  that  the  place  ^qf 
digitalis  in  such  therapy  and  the  methods  by-  which 
it  can  be  used  to  the  best  advantage  are  not  fully 
appreciated.  This  can  be  attributed  to  a number 
of  factors,  one  of  the  more  important  of  which  is 
the  growing  tendency  to  put  more  and  more  emphasis 
on  the  use  of  “salt-depleting”  regimens,  such  as  low- 
salt  diets,  mercurial  diuretics  and  cation-adsorbing 
resins.  Another  factor  is  the  confusion  resulting 
from  the  introduction  of  many  varieties  of  digitalis 
preparations,  all  of  w’hich  have  essentially  similar 
cardiac  effects,  but  which  differ  widely  in  their 
dosage,  routes  of  administration,  absorption,  speed 
of  action,  duration  of  effects  and  toxicity.  In  view 
of  this  situation,  it  seems  worthwhile  to  discuss  the 
use  of  digitalis  in  general  and  the  special  features 
of  the  various  digitalis  preparations  now’  available. 

In  regard  to  the  general  use  of  digitalis,  one  can- 
not but  deplore  the  present  tendency  to  relegate  this 
drug  to  a secondary  role  in  therapy.  This  is  evident  in 
the  emphasis  placed  on  salt-depleting  regimens  to  the 
point  that  these  have  become,  in  the  minds  of  many 
physicians,  the  primary  method  of  treatment.  Some 
even  have  gone  so  far  as  to  advocate  the  use  of  these 
regimens  exclusively,  with  digitalis  completely  elim- 
inated from  their  armamentarium.  It  is  also  evident 
in  the  great  store  that  appears  to  be  placed  on  ‘Svring- 
ing-out”  such  patients,  with  the  apparent  objective  in 
mind  that  the  more  rapid  and  profuse  the  diuresis, 
the  better  the  treatment  and  more  skilled  the  phy- 
sician. 

Such  reasoning  can  be  attributed  to  the  prevalence 
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of  certain  misconceptions  regarding  the  nature  of  con- 
gestive hea^arhire.  It  seems,  therefore,  that  a brief 
discussion  of  the  pathogenesis  of  congestive  failure 
is  in  order,  particularly  in  the  light  of  recent  ad- 
vances in  our  knowledge  of  this  subject.  It  is  only 
by  understanding  the  nature  of  the  pathological 
state  we  are  attempting  to  treat  that  we  can  use 
intelligently  the  therapeutic  means  at  our  disposal. 
There  is  still  much  that  remains  obscure  in  the 
process  by  which  heart  disease  leads  to  the  congestive 
phenomena  we  recognize  as  congestive  heart  failure. 
Nevertheless,  in  recent  years,  certain  definite  facts 
and  much  clearer  concepts  have  emerged  which  clarify 
some  aspects  of  the  problem.  Time  does  not  permit 
any  detailed  review  of  this  entire  subject,  nor  is 
there  opportunity  to  mention  the  data  from  which 
some  of  the  conclusions  are  drawn,  but  certain  per- 
tinent points  should  be  mentioned. 

It  is  now  apparent  that  the  heart  fails  in  one  and 
only  one  way,  that  is,  by  an  inadequate  output  for 
the  needs  of  the  body.  However,  most  patients  with 
heart  disease  become  disabled,  not  by  the  usual  man- 
ifestations of  an  inadequate  cardiac  output,  but  by 
a group  of  congestive  phenomena.  These  latter  are 
the  consequences  of  fluid  accumulation  in  the  body, 
which  can  be  brought  about  only  by  some  alteration 
of  renal  function.  This  alteration  in  renal  function 
is  not  a primary  disturbance  in  the  kidney,  but,  in 
some  manner,  is  a response  to  the  inadequate  output 
of  the  diseased  heart.  Recent  evidence  suggests  that 
this  action  by  the  kidney  may  be  a regulatory  one 
and,  therefore,  purposeful,  even  though  it  eventually 
becomes  disabling.  Since  the  heart  has  failed  be- 
cause of  intrinsic  disease  which  has  impaired  its 
efficiency,  our  first  consideration  should  be  given  to 
drugs  which  directly  affect  the  heart.  Any  therapy 
which  is  directed  primarily  towards  removal  of  the 
accumulated  fluid  is  symptomatic  therapy.  Since 
the  accumulation  of  fluid  is  not  the  consequence  of 
deranged  kidney  function,  but  represents  a possible 
purposeful  mechanism,  attempts  to  upset  the  kid- 
ney’s function  by  diuretics,  while  resulting  in  the 
removal  of  the  accumulated  fluid,  nevertheless,  are 
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quite  disturbing  to  the  kidney’s  general  and  specific 
regulatory  mechanisms.  As  a consequence  of  this 
and  other  salt-depleting  regimens,  derangements  in 
the  body’s  internal  environment  can  result  and,  in 
some  cases,  this  may  be  more  incapacitating  than  the 
original  congestion.  Figure  1 shows  the  diuresis 
(indicated  by  the  weight  reduction)  and  the  serum 
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Fig.  1.- — Diuresis'  and  changes  in  serum  sodium  in  a patient  with 
congestive  heart  failure  treated  successively  with  digitaliza- 
tion, low  salt  diet  and  a mercurial  diuretic. 

sodium  level  in  a patient  treated  successively  with 
digitalization,  then  the  addition  of  a low-salt  diet, 
and,  finally,  the  administration  of  a mercurial  diu- 
retic. On  digitalization  alone,  there  is  a very  sat- 
isfactory diuresis  without  any  significant  change  in 
the  serum  sodium  from  the  normal  range  of  142-145 
mEq./L.  Low  salt  diet  brought  about  a further 
slight  reduction  in  weight  and  a concomittant  slight 
fall  in  serum  sodium  to  141  mEq./L.  When  a mer- 
cury diuretic  was  used  there  was  still  further  weight 
loss  and  a marked  drop  in  serum  sodium  to  130 
mEq./L,  a definitely  abnormal  value.  This  is  a 
somewhat  extreme  example,  but  it  brings  out  several 
pertinent  points.  The  first  is  that  a very  satisfactory 
and,  in  many  instances,  an  entirely  adequate  diuresis 
can  be  accomplished  by  digitalization  alone.  In  this 
case  the  fluid  loss  amounted  to  approximately  25 
pounds  over  a six  day  period  and  resulted  in  relief 
of  the  patient’s  symptoms.  A low  salt  diet  brought 
about  an  additional  weight  loss  of  about  5 pounds 
without  any  serious  disturbance  of  the  serum  sodium. 


The  mercurial  diuretic  resulted  in  further  weight 
loss,  but  also  produced  a marked  drop  in  serum 
sodium.  This  brings  up  the  second  point  demon- 
strated by  this  case  which  is  in  the  nature  of  a 
philosophical  question.  Was  the  loss  of  an  additional 
6 pounds  of  fluid  by  the  mercury  diuresis  really  ben- 
eficial and  worthwhile  to  this  patient  in  view  of  the 
severe  reduction  in  serum  sodium  produced  by  it,  es- 
pecially when  this  residual  fluid  was  producing  no 
particular  disability?  We  have  not  yet  learned 
about  all  the  disorders  of  the  internal  environment 
produced  by  mercurial  diuretics,  but  reductions  in 
serum  sodium,  as  happened  in  this  case,  are  well 
known,  and  disturbances  in  renal  function  to  the 
point  of  renal  failure  can  occur.  There  probably  are 
many  other  alterations  in  homeostasis  which  have  not 
been  studied  or  cannot  be  measured. 

Admittedly,  there  comes  a time  in  nearly  all  cases 
when  it  appears  that  digitalis  preparations  are  not 
sufficient  to  control  the  disabling  manifestations  of 
congestion.  This,  however,  should  be  much  later 
on  in  the  course  of  the  patient’s  illness.  If  digitalis 
therapy  has  been  adequate  in  initiating  and  main- 
tenance doses,  patients  can  be  carried  for  long 
periods  in  this  manner  without  the  need  for  diuretics. 
In  our  experience,  situations  where  salt-depletion 
therapy  appear  to  be  indicated  because  digitalis 
therapy  apparently  is  ineffective,  are  actually  in- 
stances in  which  digitalis  was  given  in  a casual 
manner  and  in  inadequate  amounts.  This  is  not 
a condemnation  of  the  use  of  salt-depleting  regimens 
as  therapeutic  procedures  at  the  proper  time,  but 
they  should  be  reserved  for  a later  time  when  digi- 
talis, although  given  in  adequate  amounts,  becomes 
less  effective  in  controlling  the  congestion.  When 
finally  we  have  to  resort  to  them,  we  should  be  fully 
aware  that  a reduction  in  accumulated  fluid  is 
achieved  at  the  e.xpense  of  disturbances  in  homeo- 
stasis, some  of  which  can  be  quite  serious.  Even  so, 
these  therapeutic  means  should  not  be  pushed  to 
their  limits  in  an  attempt  to  “wring-out  the  patient” 
and  remove  the  last  ounce  of  accumulated  fluid.  A 
little  edema  in  the  legs  never  hurt  anyone,  and  cer- 
tainly is  better  than  hyponatremia  and  azotemia,  and 
possibly  other  disturbances.  Much  more  could  be 
said  regarding  salt-depleting  mechanisms,  not  only 
as  to  their  disadvantages,  but  also  in  their  favor. 
They  give  rise  to  many  intriguing  problems  and  spec- 
ulation. We  have  been,  perhaps,  somewhat  over- 
critical  of  them,  but  this  was  to  conteract  what  we 
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consider  to  be  an  over-enthusiasm  for  them  and  to 
emphasize  that  digitalis  holds  the  primary  role  in 
the  management  of  congestive  heart  failure.  The 
action  of  digitalis  is  directly  upon  the  source  of  the 
trouble,  the  heart,  and  it  is  effective  without  further 
upsetting  the  internal  environment  of  the  patient. 
It  should  be  the  initial  therapy  and  should  be  used 
to  the  exclusion  of  salt-depletion  for  as  long  as  it 
is  effective. 

Next,  we  come  to  the  manner  in  which  digitalis 
should  be  used  in  order  to  achieve  optimum  benefit 
from  it.  Inadequate  digitalis  administration  is  a 
more  common  failing  than  over-digitalization. 
Quite  often  patients  are  given  too  little  digitalis  and, 
as  a consequence,  fail  to  respond  sufficiently  or  fail 
to  maintain  their  response,  so  that  additional  ther- 
apeutic procedures  appear  to  be  indicated.  There 
is  a marked  individual  variation  in  the  quantity  of 
digitalis  needed  to  produce  therapeutic  effect  and 
it  is  impossible  to  compute  by  any  formula  what 
a particular  patient  will  need.  It  should  be  em- 
phasized that  there  is  no  standard  dose  of  digitalis 
equally  effective  in  all  patients  for  either  digitaliza- 
tion or  maintenance,  regardless  of  the  preparations 
used  or  the  route  of  administration.  The  absorption 
of  some  preparations  from  the  gastro-intestinal  tract 
is  so  variable  and  inconstant  that  one  cannot  even 
approximate  the  therapeutic  dose.  Absorption  is 
less  variable  in  other  preparations  and  is  no  problem 
at  all  in  parenteral  administration.  Nevertheless, 
even  in  these  instances,  there  is  the  additional  factor 
of  individual  variation  in  the  effective  therapeutic 
level  required,  with  the  result  that  the  quantity  of 
digitalis  required  in  any  one  case  can  only  be  approx- 
imated. Thus,  each  patient  must  be  handled  indi- 
vidually and  his  digitalis  requirements  determined 
by  experience. 

Where  the  failure  is  associated  with  some  type  of 
arrhythmia,  such  as  auricular  fibrillation,  some  in- 
dication of  the  adequacy  of  digitalis  administration 
can  be  obtained  from  the  response  of  the  ventricular 
rate.  Where  failure  is  associated  with  a normal 
sinus  rhythm,  the  ventricular  response  is  of  less 
value.  Actually  the  only  way  of  insuring  adequate 
digitalization  is  by  pushing  digitalis  administration 
to  intoxicating  levels.  While  we  do  not  advocate  this 
as  a routine  procedure,  it  does  have  merit  when  car- 
ried out  cautiously  and,  by  using  the  now  available 
shorter-acting  digitalis  preparations,  the  hazards  of 
prolonged,  dangerous  intoxications  are  less  likely. 


Where  patients  are  under  close  supervision,  we  are 
tending  to  resort  more  and  more  to  this  method  of 
administration.  This  is  accomplished  in  previously 
untreated  cases  by  giving  an  approximately  standard 
digitalizing  dose  initially  and  then  “pushing”  digi- 
talization by  the  administration  of  more  than  the 
daily  maintenance  dose  to  the  point  of  nausea  or 
other  manifestations  of  intoxication. 

In  the  patient  who  has  had  a return  of  congestion 
while  on  supposedly  maintenance  digitalis,  our  first 
consideration,  invariably,  is  an  increase  in  the  daily 
dose  of  the  drug  by  two  or  three  fold.  Figure  2 


Fig.  2. — Diuresis  resulting  from  an  increase  in  the  maintenance 
dose  of  digitalis  (“pushing”  digitalis). 


shows  the  response  to  such  an  increase  in  the  main- 
tenance dose  of  digitalis.  This  patient  had  a re- 
currence of  congestive  phenomena  while  on  a main- 
tenance dose  of  0.1  gm.  of  digitalis  leaf.  Increas- 
ing the  maintenance  dose  to  0.2  gm.  resulted  in  a 
satisfactor}^  diuresis  and  a relief  of  the  patient’s 
symptoms.  This  favorable  response  has  occurred 
in  nearly  all  cases  where  such  a therapeutic  approach 
was  made  and  demonstrates  that  the  return  of  con- 
gestive phenomena  in  these  instances  was  the  con- 
sequence of  inadequate  initial  digitalization,  inad- 
equate maintenance  therapy  or  an  increase  in  the 
patient’s  digitalis  requirements.  At  one  time  we 
would  have  considered  digitalis  ineffective  in  these 
cases  and  gone  on  to  the  use  of  additional  therapeutic 
measures,  such  as  salt-depleting  regimens.  Now  we 
find  that  patients  can  be  maintained  symptom-free 
on  digitalis  alone  for  long  periods  of  time. 

We  come  now  to  a consideration  of  specific  digi- 
talis preparations,  their  particular  properties,  meth- 
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ods  of  administration,  their  disadvantages  and  their 
virtues.  There  are  many  preparations,  all  of  which 
have  the  same  general  cardiac  action,  but  which  differ 
markedly  in  the  special  properties  of  cost,  potency, 
standardization,  dosage,  routes  of  administration, 
absorption,  speed  of  action,  duration  of  action,  elim- 
ination, and  cumulation.  For  this  reason,  the  phy- 
sician must  be  aware  of  the  peculiarities  of  each 
preparation  and  use  the  one  more  suited  to  the  ther- 
apeutic needs  of  each  patient. 

Any  patient  can  be  adequately  digitalized  and 
maintained  with  almost  any  digitalis  preparation 
provided  it  is  done  with  diligence  and  thoroughness. 
However,  some  preparations  are  quite  troublesome 
to  the  physician  and  quite  bothersome  to  the  patient. 
Some  preparations  are  so  difficult  to  use  that  they 
are  largely  impractical,  while  others  cannot  be  used 
because  of  intolerance  by  certain  patients.  In  some 
instances,  special  preparations  are  needed  because 
rapid  effects  or  parenteral  administration  are  re- 
quired. The  situation  in  patients  in  congestive  heart 
failure  varies  not  only  among  patients,  but  also  in 
the  same  patient  from  time  to  time.  Under  certain 
conditions  one  type  of  preparation  will  be  more 
effective  and  practical  and  less  hazardous  than 
others.  One  should  have  familiarity  with  several 
preparations,  each  one  being  the  preparation  of 
choice  under  a different  set  of  circumstances.  There 
are  some  preparations  which  have  no  particular  use- 
fulness at  all.  Of  the  remainder,  the  superiority 
of  one  preparation  over  another  is  related  to  methods 
of  administration,  prediction  of  dosage,  speed  of 
action,  margin  of  safety  and  duration  and  type  of 
toxic  reaction.  In  considering  the  choice  of  prepara- 
tions to  be  used  in  a patient  we  must  consider  how 
rapidly  he  needs  to  be  digitalized,  what  route  can 
be  used,  and  how  closely  he  will  be  followed. 

Specifically,  the  various  preparations  of  digitalis 
can  be  divided  into  three  groups:  (1)  Crude  Drug 
Preparations,  (2)  Soluble  or  Purified  Preparations 
of  the  Crude  Drug,  and  (3)  Glycoside  Preparations. 

Crude  drug  preparations  have  powdered  whole 
leaf  of  digitalis  as  their  essential  ingredient  and  con- 
sist of  tablets,  capsules,  infusions,  tinctures  and 
suppositories.  Infusions  and  tinctures  are  unsatis- 
factory and  have  largely  been  abandoned.  We  have 
had  no  experience  with  suppositories,  so  can  give 
no  first-hand  information  about  them.  It  is  pos- 
sible that  they  may  prove  useful  for  maintenance 
therapy  where  the  oral  route  cannot  be  used.  Tablets 


and  capsules  are  about  equal  in  efficacy  and,  in 
spite  of  the  current  enthusiasm  for  the  newer  and 
more  potent  digitalis  preparations,  these  crude  drug 
preparations  still  remain  a very  satisfactory  tool 
in  the  treatment  congestive  heart  failure.  They  have 
the  advantages  of  long  use  and  familiarity,  of  being 
cheap,  and,  above  all,  are  safe  for  outpatient  treat- 
ment of  patients  under  inconstant  supervision.  Al- 
most any  patient  can  be  adequately  digitalized  and 
maintained  with  these  drugs  without  too  much  diffi- 
culty. Their  disadvantages  or  limitations  consist 
of  varying  potency  and  absorption,  slow  action,  some- 
what prolonged  effects  and  the  fact  that  they  can 
be  administered  only  by  the  oral  route.  Varying 
potency  and  absorption  are  definite  disadvantages 
but  are  not  too  serious  since  every  patient  has  to  be 
treated  individually  anyway,  regardless  of  the  prep- 
aration used.  These  disadvantages  can  be  overcome 
to  a large  extent  by  using  the  same  brand  of  specific 
crude  drug  preparation  in  a given  patient.  They 
are  somewhat  slow  in  action,  taking  from  two  to  six 
hours  for  minimal  effects  and  from  twelve  to  twenty- 
four  hours  before  maximum  therapeutic  effects  are 
obtained.  Except  in  those  instances  of  congestive 
failure  associated  with  rapid  ectopic  rhythms,  this 
slow  action  is  of  no  particular  consequence  since 
rapid  digitalization  is  not  necessary.  As  a matter 
of  fact,  even  in  critical  cases,  no  digitalis  preparation 
is  going  to  be  effective  right  away,  and  much  can 
be  done  to  alleviate  symptoms  immediately  by  nar- 
cotics, rest,  oxygen  when  practicable,  the  application 
of  tourniquets  to  the  extremities  and  venesection 
when  indicated.  Digitalis  is  the  primary  early  drug, 
but  it  is  for  long-term  therapy  and  whether  it  is 
effective  within  several  hours  or  after  many  hours 
is  of  no  real  consideration  in  most  cases.  The  pro- 
longed action  of  digitalis  leaf  is  a disadvantage  only 
when  patients  receive  intoxicating  doses,  since  it  may 
take  several  days  before  these  manifestations  subside. 
The  most  serious  limitation  of  the  crude  drug  prep- 
arations is  that  they  cannot  be  used  parenterally. 

On  the  whole,  they  are  quite  satisfactory  for  digi- 
talizing the  average  patient.  They  are  the  safest 
of  all  preparations  for  maintenance  therapy,  since 
patients  on  these  preparations  usually  develop  pro- 
dromal symptoms  of  intoxication  before  serious  car- 
diac toxicity  occurs.  There  are  many  different  prep- 
arations, since  most  every  pharmaceutical  company 
makes  this  product,  and,  so  far  as  we  know,  one 
is  Just  about  as  good  as  another.  It  is  important. 
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however,  to  stick  to  one  particular  preparation, 
since  the  potency  may  vary  between  brands  and 
you  should  be  familiar  with  the  one  you  use.  The 
dosage  schedule  for  digitalization  depends  upon 
how  rapidly  it  needs  to  be  accomplished  and  how 
closely  the  patient  is  to  be  followed.  It  varies 
anywhere  from  6-12  grs.  a day  for  more  rapid  digi- 
talization to  3-6  grs.  a day  for  slower  effects.  The 
maintenance  dose  of  digitalis  leaf,  like  the  digitaliz- 
ing dose,  also  varies  and  must  be  determined  by 
trial  in  each  individual.  We  have  found  this  to 
vary  from  1 Yz  grs.  every  other  day  in  some  patients 
to  as  much  as  3 grs.  or  more  daily  in  others. 

The  soluble  or  purified  preparations  of  the  crude 
drug  consist,  for  the  most  part,  of  mixtures  of  the 
active  principles  of  digitalis  from  which  much  of  the 
inert  or  irritant  material  of  the  crude  drug  has  been 
removed.  There  are  a number  of  these  preparations* 
on  the  market  and  they  are  available  in  tablet,  sup- 
pository, liquid  and  injectable  forms.  The  tablets 
are  somewhat  expensive  and,  other  than  producing 
less  local  gastric  irritation,  have  no  particular  su- 
periority over  the  crude  drug.  The  liquid  prepara- 
tions are  designed  for  oral  administration  and  are 
most  useful  in  infants  and  children  where  fractional 
doses  are  used  and  where  liquid  oral  preparations 
are  the  only  practical  method  of  administration.  The 
injectable  preparations  are  for  parenteral  adminis- 
tration, either  intramuscularly  or  intravenously.  In 
instances  where  the  oral  route  cannot  be  used,  digi- 
talis therapy  can  be  carried  on  by  the  intra-muscular 
administration  of  these  preparations,  but  this  is 
not  too  satisfactory  because  of  the  irritation  and 
pain  generally  produced  at  the  site  of  injection. 
There  is  no  particular  need  for  their  use  intra- 
venously because  other  preparations  are  available 
which  are  far  superior  for  administration  by  this 
route. 

The  Glycosides  are  newer  digitalis  preparations 
which  are  superior  to  the  previously  discussed  prep- 
arations in  many  respects  and  have  special  prop- 
erties which  render  them  the  drugs  of  choice  under 
certain  circumstances.  Nevertheless,  they  have  cer- 
tain disadvantages  which  limit  their  usefulness  in  all 
instances  and  have  dampened,  somewhat,  the  en- 
thusiasm with  which  they  were  first  introduced. 
These  glycosides  are  contained  in  both  digitalis  pur- 

*Brand names:  “Digicardium”  (Rorer),  “Digifolin” 
(Ciba),  “Digitalis  Injection”'  (Upjohn),  “Digiglusin” 
(Lilly),  “Digalen”  (Hoffman-La  Roche),  “Digifortis” 
(Parke-Davis). 


purea  and  digitalis  lanata,  and  are  divided  into 
two  groups,  the  natural  and  “purified”  glycosides. 
The  natural  glycosides  in  purpurea  are  identical 
with  those  in  lanata,  except  that  they  lack  the 
acetyl  group  and  are,  therefore,  known  as  deacetyl- 
lanatosides.  The  purified  glycosides  are  derivea 
from  the  natural  glycosides  by  the  removal  of  glucose 
molecules.  Thus  digitoxin,  gitoxin,  and  digoxin  are 
degradation  products  of  natural  glycosides,  which 
have  lost  glucose  during  the  process  of  “purifica- 
tion”. This  process  alters  the  properties  of  the  gly- 
cosides, but  the  resulting  “purified”  preparations 
are  not  thereby  rendered  superior  to  the  natural 
glycoside  since  it  is  felt  by  some  investigators  that 
the  presence  of  glucose  facilitates  the  action  of  the 
glycosides.  The  natural  glycoside  for  gitalin  in 
purpurea  has  not  been  isolated.  Some  of  these 
glycosides  are  not  available  for  clinical  use,  while 
others,  such  as  gitoxin  and  gitalin,  have  been  avail- 
able an  insufficient  period  of  time  for  adequate  evalua- 
tion. This  particular  portion  of  the  discussion  will 
be  concerned  wdth  digitoxin,  lanatoside  C and  di- 
goxin, on  which  much  clinical  data  has  been  ac- 
cumulated. In  passing,  however,  it  might  be  men- 
tioned that  gitalin  shows  promise  because  of  its 
low  (33%)  therapeutic  index  (the  ratio  of  thera- 
peutic dose  to  the  toxic  dose)  as  compared  with  most 
other  preparations  which  have  an  index  of  about 
60%.  In  addition,  mixtures  of  glycosides,  of  which 
“Digilanid”f  is  an  example,  show’  promise  and, 
ultimately,  some  such  mixture  may  be  developed 
which  approaches  the  “ideal”  preparation. 

Digitoxin  w’as  the  first  of  the  glycosides  to  be 
isolated  and  made  available  for  clinical  use,  so  that 
more  information  has  accumulated  on  this  than 
on  the  other  glycoside  preparation.  It  has  a num- 
ber of  advantages.  It  is  standardized  gravimetrically 
and  biologically  and  is  considered  to  have  unvarying 
potency.  Since  it  is  completely  absorbed  from  the 
gastro-intestinal  tract,  the  oral  and  parenteral  doses 
are  the  same.  It  has  a rapid  onset  in  action,  the 
fastest  preparation  available  for  oral  administration. 
Its  therapeutic  effects  begin  in  1-2  hours  after  oral 
administration  and  full  therapeutic  effects  are  at- 
tained in  about  4-6  hours.  It  produces  no  local 
gastric  irritation  and  does  not  cause  nausea  or  vom- 
iting except  in  toxic  amounts  by  central  action. 

Digitoxin  has  several  disadvantages.  Because  it 
produces  little  or  no  nausea  or  vomiting,  except  in 

tSandoz  Chemical  Works,  Inc. 
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quite  toxic  doses,  there  may  be  no  prodromal  symp- 
toms of  toxicity.  Toxic  arrhythmias,  such  as  bi- 
geminy,  may  develop  without  any  symptoms  what- 
ever and  it  is  possible  that  fatal  disturbances  in  the 
heart  beat  may  occur  without  prior  warning  to  the 
patient.  This  insidious  development  of  serious 
toxicity  renders  it  a less  desirable  preparation  for 
maintenance  therapy,  particularly  where  there  is 
inconstant  supervision.  In  addition,  it  is  slowly 
eliminated  from  the  body  which  tends  to  result  in 
cumulation,  and  patients  may  gradually  retain  toxic 
amounts  on  what  were  thought  to  be  a maintenance 
dose.  This  slow  elimination  is  also  a disadvantage 
in  situations  where  toxic  amounts  are  given  because 
toxic  manifestations  may  persist  for  as  long  as 
three  to  five  days.  In  spite  of  these  less  desirable 
characteristics,  we  find  that  for  some  situations 
digitoxin  is  a most  useful  and  satisfactory  prepara- 
tion. It  appears  to  be  the  best  preparation  available 
for  oral  digitalization,  since  it  is  rapidly  effective 
and  is  unlikely  to  upset  patients  who  are  already  ill 
from  congestion  failure.  There  are  a number  of 
digitoxin  preparations  on  the  market.* 

' The  recommended  digitalizing  dose  has  been  given 
as  1.2  mgm.,  but  it  should  be  emphasized  that  this 
is  the  average  digitalizing  dose,  suitable  for  the 
majority  of  patients,  but  too  much  for  some  and  too 
little  for  others.  The  implication  that  there  is.  a 
standard  dose  for  digitoxin  has  led  to  the  erroneous 
concept  that  the  same  dose  of  this  drug,  as  well  as 
other  preparations,  is  proper  in  all  cases.  Actually 
the  digitalizing  dose  varies  from  1.0  to  1.5  mgm. 
This  can  be  given  as  a single  dose,  but  it  is  safer  to 
administer  it  in  divided  doses  over  a period  of  8-12 
hours.  The  difficulty  in  accomplishing  adequate 
digitalization  with  digitoxin  is  that  pushing  it  to 
the  point  of  toxicity  results  in  prolonged  toxic 
manifestations.  To  avoid  this,  one  can  give  a basic 
dose  of  digitoxin  (1.0 — 1.2  mgm.)  and  then  push 
digitalization  with  some  other,  less  persisting,  prep- 
aration. Digitoxin  can  be  used  for  maintenance,  but 
the  patients  must  be  followed  at  regular  intervals 
because  toxicity  may  develop  insidiously.  The 
maintenance  dose  for  digitoxin  varies  from  0.1  mgm. 
to  0.2  mgm.  It  is  well  to  remember  that  a small 
difference  in  the  dose  of  this  preparation  makes  a 
considerable  difference  in  its  effects. 

*Brand  names:  “Digitaline  Nativelle”  (Varich),  “Digi- 
sidin”  (Winthrop-Stearns),  “Purodigin”  (Wyeth),  “Cardi- 
gin”  (National  Drug),  “Crystodigin”  (Lilly)  and  “Foxa- 
lin”  (Grant). 


There  are  intravenous  preparations  of  digitoxin,. 
but  we  prefer  not  to  use  them  because  they  are  quite 
potent  and,  in  a few  instances,  untoward  results  have 
occurred  immediately  following  such  administration. 
We  believe  that  there  are  other  more  satisfactory  in- 
travenous digitalis  preparations. 

Lanatoside  C*  is  one  of  the  natural  glycosides  of 
digitalis  lanata  and  is  a chemically  pure,  crystalline 
substance  which  is  standardized  gravimetrically  and 
biologically.  It  is  an  unsatisfactory  oral  prepara- 
tion because  of  its  poor  (10%)  absorption  from  the 
gastro-intestinal  tract  and  its  slow  action  when 
given  in  this  manner.  On  the  other  han^,  we  con- 
sider it  the  preparation  of  choice  for  intravenous 
digitalis  administration,  since  it  is  relatively  safe  and 
has  a rapid  onset  of  effect.  It  is  particularly  useful 
in  instances  w'here  the  quantity  of  digitalis  given 
previously  is  unknown.  Lanatoside  C can  be  given 
under  these  circumstances  in  divided  or  partial 
digitalizing  doses  by  the  intravenous  route  without 
any  adverse  effects.  As  a matter  of  fact,  it  has  been 
shown  that  a full  digitalizing  dose  of  lanatoside  C 
can  be  given  intravenously  with  impunity  to  a pa- 
tient already  digitalized.  The  average  digitalizing 
dose  is  1.6  mgm.,  which  can  be  given  in  single  or 
divided  doses.  Its  therapeutic  effects  begin  within 
15  to  30  minutes  and  full  therapeutic  effect  is  at- 
tained in  3-5  hours.  The  duration  of  effects  is  rel- 
atively short,  with  therapeutic  levels  lasting  less 
than  24  hours.  This  short  duration  effect  renders 
it  difficult  to  maintain  adequate  digitalis  levels  on 
this  preparation  alone.  It  is  necessary  to  establish 
more  permanent  digitalization  with  one  of  the  longer- 
acting  preparations,  such  as  digitoxin  or  whole  leaf. 
For  best  results  this  latter  should  be  given  in  divided 
doses  beginning  about  6 hours  after  initial  lanato- 
side C administration.  Figure  3 illustrates  the 
rapidity  with  which  digitalization  is  achieved  with 
intravenous  lanatoside  C.  The  brief  duration  of 
its  effects  is  demonstrated  by  the  beginning  rise  in 
ventricular  rate  after  about  six  hours.  Permanent 
digitalization  was  accomplished  by  giving  digitoxin 
in  divided  doses  at  a subsequent  time.  It  is  apparent 
that  the  institution  of  permanent  digitalization 
should  have  been  started  earlier  (6  to  10  hours)  in 
order  to  maintain  the  full  digitalization  achieved 
initially  by  lanatoside  C. 

Digoxin\  is  a purified  glycoside  obtained  from 

*Brand  name  “Cedilanid’’  (Sandoz). 

fBrand  name:  “Digoxin”  (Burroughs  Wellcome). 
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lanatoside  C by  degradation.  It  is  a pure,  crystal- 
line substance  that  is  standardized  gravimetrically. 
It  is  almost  completely  absorbed  from  the  gastro- 
intestinal tract  and  is,  therefore,  a satisfactory  oral 

P.-ASHD-AF 
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Fig.  3. — Effects  of  lanatoside  C and  digitoxin  on  the  ventricular 
response  in  auricular  fibrillation.  (See  text  for  discussion). 

preparation.  The  digitalizing  dose  varies  from  1.0 
to  3.0  mgm.  and  the  maintenance  dose  is  between 
0.05  to  0.5  mgm.  Orally,  the  therapeutic  effects 
of  digoxin  begin  in  1 ^ to  2 hours  and  full  ther- 
apeutic effect  is  attained  in  8 to  10- hours.  The  dura- 
tion of  action  is  very  short;  the  therapeutic  effects 
lasting  less  than  one  day.  Because  of  its  rapid 
elimination,  it  is  very  difficult  to  accomplish  ade- 
quate digitalization  and  maintenance  with  this  prep- 
aration alone.  It  would  appear  a preferable  drug 
for  pushing  digitalis  because,  if  toxic  manifestations 
occur,  they  last  only  a few  hours.  We  have  used 
it  in  this  manner  by  giving  0.5  mgm.  doses  of  digoxin 


in  addition  to  a daily  maintenance  dose  of  digitalis 
leaf  or  digitoxin.  There  is  an  intravenous  prepara- 
tion of  digoxin  but  this  is  not  as  satisfactory  as  other 
ones  which  are  available. 

Summary:  Figures  4 and  5 compare  the  onset 
and  duration  of  action  of  the  various  digitalis  prep- 
arations when  given  orally  and  intravenously.  From 
these  illustrations  and  the  foregoing  discussion,  it 
is  apparent  that  the  various  preparations  differ  in 
the  manner  in  which  their  therapeutic  effects  are 
achieved  and,  hence,  each  has  special  features  which 
make  it  particularly  advantageous  under  certain 
circumstances. 

Digitalis  leaf  (crude  drug)  is  a satisfactory  and 
safe  preparation  for  oral  digitalization  and  main- 
tenance and  still  remains  a valuable  drug  for  these 
purposes. 

The  purified  crude  drug  preparations  produce 
somewhat  less  local  gastric  irritation  and  are  of 
value  in  special  cases  of  intolerance  to  the  crude 
drug.  Otherwise,  the  tablets  and  capsules  have  no 
particular  advantage  over  crude  drugs  for  routine 
oral  use.  The  liquid  oral  preparations  of  purified 
crude  drugs  are  most  useful  in  giving  fractional 
doses  to  infants  and  children.  The  parenteral  prep- 
arations can  be  used  by  the  intramuscular  route  for 
maintenance  therapy  in  cases  where  oral  administra- 
tion is  impossible.  We  do  not  believe  they  have 
any  particular  place  in  intravenous  administration. 

Digitoxin  appears  to  be  the  best  preparation  for 
oral  digitalization  because  of  its  rapid  effects  and 


Fig  4. — Comparison  of  the  time  of  onset  and  duration  of  therapeutic  effects  of  digitoxin,  digitalis  leaf, 
lanatoside  C and  digoxin  when  given  orally. 
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INTRAVENOUS  ADMINISTRATION 


DIGITOXIN 


LANATOSlOE  C 


OUABAIN 


Fig.  6 — Comparison  of  the  time  of  onset  and  duration  of  therapeutic  effects  of  digitoxin,  lanatoside 

C and  quabain  when  given  intravenously. 


lack  of  local  gastric  irritation.  It  is  safe  to  use 
for  maintenance  therapy,  provided  there  is  adequate 
supervision.  We  consider  it  a somewhat  hazardous 
intravenous  preparation. 

Lanatoside  C,  in  our  opinion,  is  the  ideal  prep- 
aration for  intravenous  use,  when  rapid  digitaliza- 
tion is  desired  or  when  digitalis  cannot  be  given 
orally.  It  is  of  particular  value  in  patients  in 
whom  the  quantity  of  previously  administered  digi- 
talis is  unknown.  It  is  not  a very  satisfactory  oral 
preparation  for  digitalization  or  maintenance  because 
of  its  poor  absorption,  its  delayed  onset  of  therapeutic 
effects,  and  its  brief  duration  of  effects. 

Digoxin  appears  to  be  a useful  drug  in  pushing 
digitalis  to  toxic  levels  since  the  toxic  manifestations 
so  produced  are  of  short  duration.  The  short  dura- 
tion of  action  makes  it  difficult  to  digitalize  and 
maintain  patients  with  this  preparation  alone. 

This  is  by  no  means  the  final  answer  to  the  various 
aspects  of  specific  digitalis  preparations.  There  still 
is  no  ideal  preparation  for  use  under  all  circum- 
stances, and  the  search  for  other  preparations  which 
are  more  suitable  is  continuing.  This  involves  not 
only  the  isolation  of  new  active  principles,  but  also 
the  very  interesting  work  being  done  on  the  selec- 
tive combination  of  active  principles.  The  fore- 


going reviews  the  status  of  only  those  preparations 
with  which  there  have  been  sufficient  experience  to 
warrant  conclusions  at  the  present  time. 

Conclusions 

1.  The  optiman  benefits  from  the  use  of  digitalis 
preparations  in  the  treatment  of  patients  with  con- 
gestive heart  failure  are  not  attained  in  many  in- 
stances because  of  a failure  to  appreciate  their 
place  and  proper  use  in  such  therapy  and  because 
of  unfamiliarity  with  the  special  properties  of  the 
various  preparations  available. 

2.  Digitalis  therapy  is  the  treatment  of  choice  in 
congestive  heart  failure  since  it  has  a direct  and  spe- 
cific action  on  the  failing  heart  and  should  be  used 
initially  and  in  preference  to  salt-depleting  regimens. 

3.  Digitalis  to  be  effective  must  be  used  in  adequate 
amounts,  both  in  initial  digitalization  and  in  main- 
tenance therapy. 

4.  There  are  a great  variety  of  digitalis  prepara- 
tions, all  of  which  have  special  properties  with 
which  we  should  be  familiar.  We  should  be  dis- 
criminating in  our  choice  of  preparations  and,  in 
any  given  situation,  use  that  preparation  which  is 
most  suitable  under  the  circumstances. 
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LOCALIZED  PULMONARY  HYPERTROPHIC  EMPHYSEMA 


William  A.  Johns,  M.D., 

Richmond,  Virginia 


Localized  pulmonary  hypertrophic  emphysema 
has  been  described  as  a rare  type  of  cystic  disease 
of  the  lung.  It  is  recognized  as  a definite  clinical 
entity  substantiated  by  radiologic  and  pathologic 
data.  Some  authors  have  called  it  congenital  lobar 
emphysema ; others,  unilobar  obstructive  emphy- 
sema. Williams  tabulated  the  ten  previously  reported 
cases  and  added  one  of  his  own.  Sloan  reported  four 
cases  at  the  1953  meeting  of  the  American  Associa- 
tion for  Thoracic  Surgery. 

This  condition  must  be  differentiated  from  con- 
genital heart  disease,  atelectasis,  interstitial  emphy- 
sema with  spontaneous  pneumothorax,  agenesis  of  a 
lung,  congenital  tension  cyst,  regional  obstructive 
emphysema,  foreign  body  in  a bronchus  and  dia- 
phragmatic hernia  or  eventration. 

Shaw’s  description  of  the  pathology  of  the  con- 
dition is  excellent.  To  quote:  “The  diseased  seg- 
ment or  lobe  is  enlarged  to  many  times  its  normal 
volume  in  a uniform  dilatation  of  the  air  sacs.  The 
bronchi,  arteries,  and  veins  are  much  smaller  than 
one  would  expect  to  find  supplying  a segment  of 
lung.  Even  when  the  bronchi  are  opened  and  the 
segment  of  lung  tissue  is  removed  from  the  body  it 
does  not  collapse  appreciably.  It  is  uniformly  pink 
in  color  even  in  adults,  indicating  that  it  has  not 
taken  part  in  the  usual  ventilation  of  normal  lung 
tissue.  Except  for  its  pink  color,  it  more  closely 
resembles  gelfoam  than  any  other  substance.  Sev- 
eral hours  after  being  removed  from  the  body,  this 
tissue  will  float  upon  water  with  less  than  a tenth  of 
its  volume  being  submerged.  Microscopic  examina- 
tion of  the  tissue  reveals  air  sacs  and  alveoli  that 
are  generally  distended  and  empty.  The  intervening 
septae  are  thin  and  there  is  no  inflammatory  reaction. 
The  blood  vessels  are  small  and  have  thin  walls. 
The  bronchioles  are  empty.” 

Case  Report 

A white  female,  nine  years  of  age,  was  referred 
to  the  Johnston-Willis  Hospital  by  Dr.  Tureman. 
The  history  was  that  of  a normal, 'Full  term  spon- 
taneous delivery.  She  walked  at  ten  months  of  age. 
Her  speech  was  not  plain  until  three  to  four  years 
of  age.  She  had  had  scarlet  fever,  chicken  pox  and 
measles  without  sequelae.  During  early  childhood 


she  had  suffered  from  frequent  upper  respiratory 
infections  which  had  diminished  following  tonsillec- 
tomy at  the  age  of  five.  Her  parents  had  noticed 
that  from  infancy  she  became  upset  easily  and  often 
had  episodes  of  vomiting  associated  with  these  emo- 
tional upsets.  These  symptoms  had  gradually  in- 
creased in  frequency. 

Physical  examination  revealed  a well  nourished 
and  well  developed  nine  year  old  girl.  A diffuse 
pulsation  w’as  noted  over  the  precardium  and  to  the 
right  of  the  sternum.  An  area  of  cardiac  dullness 
was  noted  to  the  right  of  the  sternum.  A systolic 
murmur  was  heard  to  the  right  of  the  sternum.  A 
gastrointestinal  series  was  negative.  A roentgeno- 
gram of  the  chest  showed  the  heart  and  mediastinum 
displaced  to  the  right  with  a cystic  change  in  the  left 
upper  lobe  (Eig.  I). 


Fig.  1.  A.  P.  roentgenogram  of  the  chest  pre-operative. 


She  was  seen  by  Drs.  Camp  and  Langford  and 
a congenital  cardiac  condition  was  excluded.  .A.fter 
examination  by  Drs.  Cole  and  Buis,  who  confirmed 
the  diagnosis  of  localized  pulmonary  hypertrophic 
emphysema,  surgery  was  advised. 

On  2-10-53,  she  was  explored.  The  left  upper 
lobe  except  for  the  lingula  segment  was  involved 
in  the  localized  emphysema  and  filled  the  entire 
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Figr.  II.  A photograph  of  the  specimen. 


left  chest  (Fig.  II).  It  bulged  into  the  wound  on 
opening  the  pleura  and  had  produced  an  atelectasis 
of  the  left  lower  lobe.  An  upper  left  lobectomy  was 


Fig.  III.  A roentgenogram  of  the  specimen  one  hour  after 
1 emoval. 


performed.  Fig.  Ill  shows  a roentgenogram  of  the 
specimen  one  hour  after  removal.  The  specimen 
measured  12.\10x7  cms.  and  weighed  100  grams.  It 
was  soft,  feathery  to  touch,  crepitant  and  tended  to 
collapse  very  slightly.  The  alveoli  were  widely  di- 


lated, the  walls  were  very  thin  and  tenuous,  and 
many  of  these  were  broken  and  lined  with  a single 
layer  of  flattened  cells.  The  walls  of  the  bronchioles 
were  thin  and  the  lumina  dilated.  Fig.  IV  shows 
a low  power  photomicrograph  of  the  specimen. 


Fig.  IV.  A low  power  photomicrograph  of  the  specimen. 


The  patient  has  done  exceedingly  well  since  op- 
eration. Fig.  V shows  a post-operative  roentgeno- 
gram. The  low’er  lobe  has  almost  filled  the  extra 
pleural  cavity. 


Fig.  V.  A post-operative  roentgenogram  of  the  chest. 
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There  has  been  no  recorded  case  of  the  disease 
occurring  in  the  lower  lobes.  All  recorded  cases  of 
this  entity  subject  to  lobectomy  have  survived  with 
relief  of  symptoms.  The  etiology  of  the  condition 
is  unknown.  Some  authors  have  suggested  a value 
mechanism  produced  by  a fold  of  mucous  membrane 
in  the  stem  bronchus;  others  have  thought  a thin- 
walled  bronchus  might  have  been  compressed  by  an 
adjacent  vessel.  Still  others  have  felt  a localized 
bronchial  chondromalacia  to  be  the  etiology. 

Summary 

A case  of  localized  pulmonary  hypertrophic  em- 
physema in  a nine  year  old  girl  successfully  treated 
by  lobectomy  has  been  reported.  All  recorded  cases 
of  this  condition  which  have  been  treated  by  lobec- 
tomy have  survived.  All  recorded  cases  not  treated 
by  surgical  removal  have  died.  It  would  seem  rea- 
sonable to  conclude  that  lobectomy  is  indicated  in 
this  condition. 
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New  Drug  Aids  in  Treatment  of  Heart  Con- 
dition. 

Methoxamine  hydrochloride  (vasoxyl,  trade  mark) , 
a relatively  new’  synthetic  amine,  successfully  ended 
two  attacks  of  excessively  rapid  beat  of  the  upper 
part  of  the  heart,  it  was  reported  in  a recent  issue 
of  the  J.A.M.A. 

In  two  patients  with  the  affliction  complicated  by 
vascular  collapse,  normal  heart  beat  was  obtained 
W'ithin  a few  minutes  after  intramuscular  or  intra- 
venous administration  of  the  drug,  according  to  Drs. 
Alfred  J.  Berger  and  Robert  L.  Rackliffe,  New  Bri- 


tain, Conn.  The  doctors  are  associated  with  the 
department  of  medicine.  New  Britain  General  Hos- 
pital. ' 

“This  drug  is  characterized  by  great  rapidity  of 
action”  and  differs  from  many  other  such  drugs 
“in  that  it  does  not  cause  cardiac  irritability,”  the 
doctors  wTote,  adding:  “If  further  experience  con- 
firms its  safety,  it  may  prove  to  be  the  drug  of  choice 
in  the  treatment  of  supraventricular  tachycardia 
[rapid  beat  of  the  upper  part  of  the  heart].” 

No  toxic  effects  of  the  preparation  were  noted  in 
the  cases  reported. 
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ADENOCARCINOMA  AND  LEIOMYOSARCOMA  OCCURRING 
IN  THE  SAME  STOMACH— CASE  REPORT 


J.  L.  Smoot,  ]SI.D.,  F.A.C.S., 

The  Pratt  Clinic, 
Fredericksburg,  Virginia 


An  incidence  of  two  such  different  malignancies 
occurring  in  the  same  stomach  at  the  same  time  has 
never  before,  so  far  as  we  were  able  to  determine 
after  a rather  thorough  search  of  the  literature,  been 
reported.  Multiple  carcinoma  of  the  stomach  is  ex- 
ceedingly rare  and  a review  of  the  literature  from 
1887  to  1940  by  Schnieder^  revealed  only  10  au- 
thenticated cases.  Multiplicity  of  carcinoma  of  the 
colon  is  well  known  and  needs  no  further  elaboration; 
carcinoma  in  association  with  other  types  of  malig- 
nancy arising  from  other  than  epithelial  structure 
is  very  uncommon.  The  case  herein  reported  is  an 
authenticated  adenocarcinoma  and  leiomyosarcoma 
occurring  in  the  same  stomach.  These  microscopic 
sections  were  reported  by  the  Department  of  Pa- 
thology at  the  University  of  Virginia  Hospital,  and 
further  reviewed  by  Dr.  Frank  \V.  Foote,  attending 
Pathologist  at  the  Memorial  Cancer  Center  in  New 
York.  In  a personal  communication  from  Dr.  Foote^ 
he  states  that  in  a recent  review  of  the  literature  he 
was  unable  to  find  any  mention  of  two  such  widely 
diverse  tumors  occurring  in  the  stomach.  Warren 
and  Gates,^  in  their  extensive  and  elaborate  review 
of  this  subject  which  included  autopsy  study  of  over 
4,000  necropsies  on  cancer  patients,  were  also  unable 
to  demonstrate  two  such  malignancies  of  the  stomach. 

Case  Report 

G.  P.,  #2427,  a 68  year  old  colored  male,  was  ad- 
mitted to  the  Mary  Washington  Hospital,  IMarch  10, 
1952,  because  of  vague  abdominal  symptoms  and 
weight  loss.  For  eight  years  this  man  has  had  inter- 
mittent pain  in  the  epigastrium  which  he  did  not 
associate  with  ingestion  of  food.  About  three  months 
ago  his  pain  became  more  severe  until  at  the  time 
of  admission  it  was  constant.  Frequent  vomiting  had 
been  present  for  seven  days;  no  blood  was  noted  in 
the  vomitus,  but  tarry  stools  were  noted  for  the  last 
three  weeks.  Weight  loss  was  significant;  the  patient 
stated  he  had  lost  15  pounds  during  the  last  month. 

No  family  history  of  significance  was  elicited. 
Except  for  the  “indigestion”  during  the  last  eight 
years  his  health  was  good  and  he  had  worked  as  a 
farm  hand  until  one  month  before  admission  to  the 


hospital.  A review  of  the  systems  disclosed  no  per- 
tinent information. 

Physical  examination  revealed  a well  developed 
68  year  old  colored  male  who  had  obviously  lost 
weight,  and  who  appeared  chronically  ill.  The  mucous 
membranes  were  pale,  and  the  skin  was  very  dry. 
Blood  pressure,  170/110;  the  chest  was  clear,  and 
no  cardiac  abnormalities  were  noted.  There  was 
definite  tenderness  in  the  epigastrium,  and  a mass 
about  10  cm.  in  diameter  located  in  the  epigastrium 
was  noted.  The  liver  edge  could  not  be  felt,  but 
the  edge  was  percussed  to  a level  of  two  finger- 
breadths  below  the  costal  margin.  On  rectal  exam- 
ination the  prostate  was  felt  to  be  slightly  enlarged; 


Fig.  1.  X-ray  of  the  stomach  filled  with  barium,  showing  the 
ulcerated  lesion  at  the  pyloric  end  on  the  lesser  curvature, 
and  the  filling  defect  produced  by  the  extramucosal  tumor 
in  the  midportion  of  the  stomach. 
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no  hardness  or  induration  was  noted,  and  no  “rectal 
shelf”  could  be  palpated. 

Laboratory  data  was  reported  as  follows:  hemo- 
globin, 30%;  W.B.C.,  10,500,  with  a normal  differ- 
ential. Urine  was  negative.  Plasma  proteins,  3.4 
gms.%.  X-ray  of  the  chest  was  negative.  Barium 
studies  of  the  stomach  were  reported  as  showing  an 
ulcerating  lesion  of  the  pylorus  and  a filling  defect 
in  the  mid-portion  of  the  stomach  (Fig.  1 ). 


Figr.  2.  Sections  through  the  two  tumors,  the  upper  showing  the 
carcinoma  and  the  lower  the  leiomyosarcoma. 


The  patient  was  prepared  for  operation  with 
numerous  w’hole  blood  transfusions,  large  amount  of 
protein  hydrolysate  by  mouth,  and  gastric  lavage  as 
indicated.  Five  days  after  admission  an  extensive 
subtotal  gastrectomy  was  carried  out.  A retrocolic 
Polya-Hoffmeister  type  of  anastomosis  was  carried 
out  and  the  patient  withstood  the  procedure  well; 
he  received  1,000  c.c.  of  whole  blood  during  the  op- 
eration. His  postoperative  course  was  uneventful 
and  he  was  discharged  March  23,  1952,  thirteen  days 
after  his  admission. 


There  was  nothing  specific  in  the  history  to  even 
suggest  the  presence  of  two  lesions.  Following  op- 
eration the  patient  was  seen  only  twice ; the  first  time 
six  weeks  after  operation  and  again  four  months 
after  his  discharge  from  the  hospital.  When  last 
seen  he  was  losing  weight,  and  complained  of  severe 
constant  epigastric  burning.  He  was  vomiting  at 
frequent  intervals,  but  he  refused  hospitalization. 
According  to  a letter  from  his  wife  he  expired  August 
5,  1952,  approximately  five  months  after  operation. 


Fig.  3.  Low  power  photomicrograph  of  the  extramucosal  tumor 
demonstrating  the  continuity  of  epithelium  overlying  this. 


Pathology  Report 

The  specimen  consisted  of  the  major  portion  of 
the  stomach  with  the  omentum  attached  which  had 
been  transected  just  below  the  pylorus  and  at  a level 
high  on  the  fundus.  On  the  lesser  curvature  at  the 
pyloric  end  was  an  ulcer  crater  3x3  cm.  and  8 mm. 
in  depth.  Also  on  the  lesser  curvature,  6 cm.  prox- 
imal to  the  ulceration  described  with  intervening 
normal  mucosa,  was  an  intramural  extramucosal 
tumor  measuring  6x5x4  cm.  The  overlying 
mucosa  w’as  normal.  (Fig.  2).  The  attached  lymph 
nodes  showed  no  evidence  of  involvement.  Micro- 
scopic examination  was  reported  as  typical  adeno- 


November,  1953 


Virginia  Medical  Monthly 


623 


carcinoma  and  leiomyosarcoma.  “There  is  no  evi- 
dence of  continuity  seen  in  the  tumors  (Fig.  3), 


Fig.  4.  Photomicrograph  of  the  carcinoma  of  the  stomach.  The 
mucoid  character  of  this  tumor  is  well  shown  in  the  inferior 
aspect  of  the  picture. 


they  are  completely  dissimilar  in  patterns  of  growth, 
and  there  is  no  reason  to  feel  they  are  related  except 
by  coincidence  (Figs.  4 and  5).” 

Discussion 

Multiple  malignancies  of  the  gastro-intestinal 
tract,  while  not  extremely  rare,  are  very  uncommon. 
The  case  reported  here  is  one  of  two  tumors — one  of 
epidermal  origin,  and  the  other  a tumor  of  meso- 
dermal origin.  To  see  this  in  any  organ  is  very, 
very  unusual,  and,  as  stated  before,  this  is  the  first 
instance  of  two  such  diverse  tumors  arising  in  the 
stomach  that  we  have  found  in  the  literature.  There 
was  nothing  to  suggest  such  an  unusual  occurrence 
in  the  pre-operative  studies,  although  X-ray  did 
reveal  an  ulcerating  lesion  at  the  pyloric  end  of  the 
stomach,  and  a filling  defect  in  the  mid-portion  of 


the  stomach.  It  seems  rather  obvious  that  these  were 
two  distinct  tumors,  but,  of  course,  a cellular  diag- 
nosis is  never  possible  in  X-ray  studies.  The  review 


Fig.  5.  Photomicrograph  of  the  leiomyosarcoma  showing  a typi- 
cal area  of  this  tumor.  One  mitotic  figure  is  seen  in  the 
photograph. 


by  Warren  and  Gates  is  an  all-encompassing  statis- 
tical review  of  this  subject,  and  those  who  are  in- 
terested in  a further  pursual  of  multiple  malignancies 
would  do  well  to  study  this  classic. 

Conclusions 

An  authenticated  and  proven  case  of  adenocar- 
cinoma and  leiomyosarcoma  occurring  in  the  same 
stomach  is  reported.  Because  this  is  the  first  instance 
of  this  which  has  been  commented  upon,  we  felt 
that  it  was  worthy  of  rejxirting. 
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THE  CHOICE  OF  DRUGS  FOR  DISTURBED 
PSYCHIATRIC  PATIENTS* 


Thomas  F.  Coates,  M.D., 

Associate  at  Westbrook  Sanatorium 
Richmond,  Virginia 


It  is  fortunate  that  I am  no  expert  on  drugs  and 
do  not  intend  to  discuss  them  as  such,  for  in  that 
case  it  would  surely  be  impossible  to  present  much 
in  the  way  of  a comprehensive  review  of  the  many 
drugs  available  for  use,  their  advantages  and  disad- 
vantages, their  methods  of  administration,  etc.,  in 
the  short  time  allotted.  No  doubt,  because  of  my 
pharmacological  deficiencies,  I have  decided  that 
the  gentleman  who  selected  this  subject  intended  this 
to  be  not  primarily  a discussion  of  various  drugs  but 
rather  a brief  informal  presentation  of  attitudes  to- 
ward them  and  their  use  in  controlling  disturbed 
patients — a sort  of  “to  give  or  not  to  give”  propo- 
sition. 

The  term  disturbed  psychiatric  patient  is  here  con- 
sidered to  mean — not  merely  a worried  person — but 
a person  who  is  unable  to  behave  in  accordance  with 
the  standards  of  those  about  him,  and,  furthermore, 
who  is  so  noisy,  so  uncontrollable,  so  over-active, 
so  physically  threatening,  so  violent  that  the  people 
about  him  are  disturbed.  In  this  category  we  may 
find  representatives  from  almost  all  diagnostic  groups 
— the  fighting  drunk,  the  excited  catatonic,  the  mania- 
cal manic,  the  homicidal  paranoid,  the  enraged  psy- 
chopath, the  agitated  depressed,  the  hysterical  neu- 
rotic, the  delirious  patient,  the  psychotic  alcoholic, 
and  many  others.  To  discuss  all  drugs  or  medica- 
tion that  would  be  useful  in  treating  such  a hetero- 
geneous group  of  disturbed  patients  is  out  of  the  ques- 
tion here.  Consequently,  I have  again  presumed  to 
assume  that  the  term  “drugs”  means  sedatives  or 
narcotics,  and  that  the  question  is — do  we  “knock 
them  out”  with  something,  and,  if  so,  what  is  the 
weapon  of  choice? 

That  depends  on  where  you  are,  what  you’re  deal- 
ing with,  what  you’re  trying  to  do,  and  what  your 
facilities  are.  Disturbed  patients  all  seem  to  be 
either  in  a psychiatric  hospital,  in  a general  hospital 
or  else  somebody  is  trying  to  get  them  into  a hospital. 
In  each  situation  the  problem  is  different,  and  the 
facilities  are  different. 

When  I attempt  to  formulate  my  attitude  toward 

*Read  before  the  Spring  Meeting  of  the  Neuropsychia- 
tric Society  of  Virginia,  held  at  Westbrook  Sanatorium  in 
Richmond,  April  1,  1953. 


the  use  of  drugs  to  control  disturbed  patients,  I am 
reminded  of  Calvin  Coolidge’s  comments  when,  upon 
returning  from  church,  his  wife  asked  what  was  the 
subject  of  the  sermon — -“Sin”,  replied  Coolidge. 
“What  did  he  say  about  it?”  persisted  Mrs. 
Coolidge.  “He  was  agin  it”  answered  Coolidge  in 
his  usual  uncircumstantial  way. 

This  is  not  meant  to  imply  that  drugs  should  never 
be  used  to  quiet  disturbed  patients.  The  physician 
seeing  an  upset  person  in  the  home  is  expected  to 
do  something,  and,  indeed,  the  safety  of  others  often 
demands  that  the  patient  be  literally  put  to  sleep 
with  a strong  sedative.  In  such  cases  he  must,  of 
course,  do  the  best  he  can  with  what  he  has  avail- 
able. Since  excited  patients  often  require  large 
amounts  of  sedation  to  be  put  to  sleep,  there  is  nearly 
always  some  risk  involved — respiratory  failure  is 
always  a possibility  and  stimulants  such  as  Metrazol, 
Coramine,  caffeine  should  be  available.  In  such 
cases,  whatever  knowledge  the  physician  has  of  the 
patient’s  physical  condition  should  be  utilized  in  his 
choice  of  drugs.  For  example,  the  short-acting  bar- 
biturates are  largely  destroyed  in  the  liver;  conse- 
quently, their  use  should  be  avoided  in  the  presence 
of  extensive  liver  damage.  Morphine  also  is  con- 
traindicated in  the  presence  of  liver  damage. 

Moreover,  alcohol  and  barbiturates  apparently 
have  a synergistic  effect.  Therefore,  it  is  dangerous 
to  give  an  acutely  intoxicated  person  barbiturates, 
and  extremely  dangerous  to  give  him  intravenous 
barbiturates.  During  the  last  year  we  have  had  the  un- 
happy experience  of  being  called  back  by  a family 
physician  who  one  hour  before  had  reserved  a room 
for  an  alcoholic  patient,  saying  that  he  would  give 
him  something  to  quiet  him  so  that  he  could  make 
the  trip.  He  called  back  to  say  that  the  patient 
had  expired  immediately  after  being  given  an  I.V. 
barbiturate.  It  seems  that  if  a disturbed  patient  in 
the  home  must  be  given  drugs  to  control  him,  it 
should  be  for  the  purpose  of  facilitating  his  transfer 
to  a hospital — not  with  the  idea  that  he  will  clear  up 
if  he  can  get  a few  hours  rest.  This  may  work  with 
some  patients — they  are  the  ones  that  we  as  psy- 
chiatrists don’t  see,  of  course.  Here  at  Westbrook 
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we  repeatedly  admit  patients  who  were  sedated  at 
home  or  in  general  hospitals  for  days  in  an  effort 
to  control  their  disturbed  behavior.  They  have  al- 
most invariably  been  made  worse  by  the  drug.  We 
like  to  get  these  patients  because  they  almost  in- 
variably improve— sometimes  dramatically — when 
the  drug  is  withdrawn.  The  home  use  of  drugs  to 
control  disturbed  patients  is  sometimes  necessary  but 
is  hazardous,  may  increase  and  prolong  the  existing 
disturbed  state  and  should  be  done  only  if  necessary. 
In  the  general  hospital,  as  in  the  home,  facilities  are 
not  usually  ideal  for  the  care  of  noisy,  irrational 
people.  Here,  again,  drugs  may  have  to  be  given 
as  an  emergency  measure.  It  might  be  pointed  out 
that  an  unafraid  and  understanding  nurse  may  be 
more  effective  than  all  the  drugs  in  the  pharmaco- 
poeia. 

Opinions  vary  as  to  the  advisability  of  controlling 
disturbed  behavior  in  the  psychiatric  hospital  by  the 
use  of  drugs.  My  experience  has  been  that  the  use 
of  drugs  is  less  effective  and  more  dangerous  than 
other  methods.  Continuous  narcosis  was  eflfective 
with  certain  acutely  disturbed  combat  casualties,  but 
I have  not  been  impressed  by  its  general  usefulness 
with  disturbed  civilian  patients.  Even  with  good 
nursing  care  there  is  the  danger  of  pneumonia  or 
aspiration  of  vomitus  into  the  lungs  when  it  is  used. 
Also  the  sedated  patient  is  apt  to  fall  and  injure 
himself.  Here  we  practically  never  sedate  disturbed 
patients  except  for  mild  bed-time  sedation  for  which 
we  prefer  one  of  the  long  acting  barbiturates  such  as 
Ipral,  Alurate  or  phenobarbital.  These  seem  less  apt 
to  confuse  the  patient  further,  or  to  excite  him. 
Elderly  people  with  arterio-sclerotic  or  senile  brain 
changes  seem  to  nearly  always  be  made  worse  by 
sedation. 

As  I mentioned  above,  we  believe  that  nearly  all 
disturbed  patients  can  be  handled  more  satisfactorily 
without  relying  on  sedative  drugs.  As  I understand 
the  limitations  of  my  subject  it  would  not  be  ap- 
propriate to  go  into  a discussion  of  other  methods 


of  dealing  with  these  patients  though  a negative  at- 
titude toward  drug  control  of  patients  seems  to  de- 
mand that  something  better  be  offered.  However,  on 
this  occasion  mention  of  EST,  restraint,  segregation 
of  the  disturbed  patient,  continuous  baths,  hydro- 
therapy, etc.  is  not  necessary  since  this  group  is 
thoroughly  familiar  with  their  use.  We  are  con- 
tinually being  impressed  by  the  fact  that  the  dis- 
turbed patient  can  often  understand  more  than  he 
seems  to  be  able  to  understand,  and  that  if  ap- 
proached by  physicians,  nurses  and  attendants  with 
an  attitude  of  sympathy,  kindness,  and  firmness — 
without  fear  and  anxiety — coupled  with  a genuine 
desire  to  understand  him  and  to  cooperate  with  him 
as  far  as  possible  he  will  be  able  to  respond  sur- 
prisingly well.  On  the  other  hand,  the  drugged 
patient  seems  to  become  more  confused,  frightened 
and  bewildered.  It  is,  of  course,  freely  admitted 
that  it  is  much  easier  to  withhold  drugs  in  the 
psychiatric  hospital  than  elsewhere,  but  surely  this 
method  of  approach  can  be  effective  at  least  to  a 
limited  extent  in  the  home  or  in  the  general  hospital. 

To  summarize,  the  actual  need  to  control  the  ac- 
tivity of  the  disturbed  psychiatric  patient  is  greater 
in  the  home  and  in  the  general  hospital  than  in  the 
psychiatric  hospital  where  they  can  often  be  handled 
with  greater  safety  and  effectiveness  by  using  other 
measures.  Patients  are  often  sedated  unnecessarily 
to  relieve  the  anxiety  of  family  and  others  in  attend- 
ance. In  many  cases  the  use  of  drugs  is  dangerous 
to  life  and  in  addition  it  often  injures  the  patient’s 
progress  or  makes  him  worse.  A kind,  firm,  under- 
standing approach  is  effective  in  psychiatric  hos- 
pitals and  could  be  adapted  to  other  situations. 

In  conclusion,  it  is  suggested  that  psychiatrists 
can  do  much  through  their  contacts  with  other  phy- 
sicians, medical  students  and  nurses  to  broaden  their 
understanding  of  and  improve  their  treatment  of 
disturbed  psychiatric  patients  so  that  they  may  be 
treated  more  safely  and  more  effectively  without  re- 
sorting to  potentially  harmful  drugs. 
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INFANT  MORTALITY  IN  RICHMOND 


Isa  Grant,  M.D., 

Chief  of  Division  of  Maternal  and  Child  Health, 
and 

Sarah  Shanks,  B.A.,  M.S., 

Chief  of  Division  of  Vital  Statistics, 
Department  of  Public  Health, 

Richmond,  Virginia. 


In  order  to  estimate  Richmond’s  present  status  in 
relation  to  infant  morbidity  and  mortality  a study  of 
the  available  statistics  on  file  in  the  city  health  de- 
partment was  made.  Most  recent  figures  thought  to 
be  of  value  to  those  interested  in  present  rates  and 
causes  of  infant  deaths  were  presented  at  the  regular 
fetal  and  neonatal  mortality  conference  at  the  Med- 
ical College  of  Virginia.  Fetal  mortality  comparisons 
were  not  made  because  of  the  difference  in  legal 
requirements  and  in  completeness  of  reporting  from 
state  to  state. 

Richmond’s  general  infant  mortality  rate  exclusive 
of  fetal  deaths  was  first  compared  with  other  large 
cities.  Resident  figures  for  1949,  the  latest  available 
data  for  comparative  studies,  were  used.  Among  the 
92  cities  in  the  United  States  of  over  100,000  pop- 
ulation, Richmond  ranks  85  with  a mortality  rate  of 
36.9  per  1,000  live  births.  Only  the  cities  of  San 
Antonio,  Knoxville,  Atlanta,  Charlotte,  Norfolk  and 
Scranton  have  higher  rates.  San  Antonio  had  the 
highest  rate  of  45.7.  Seventy-nine  cities  had  a rate 
of  lower  than  35.  Sixty  had  a rate  lower  than  25, 
and  Portland,  Oregon,  with  a rate  of  19.9  was  the 
lowest. 

All  of  the  cities  with  higher  rates  except  one  were 
Table  I 

Infant  Mortality  Rates  for  Selected  Cities 
OF  THE  United  States 


City 

1949* 

T otal 

White 

Non-vihiie 

Portland,  O. 

19.9 

19.6 

27.6 

Kansas  City,  Kansas 

23.0 

22.8 

23.8 

Dallas,  Texas 

24.7 

22.3 

38.9 

Los  Angeles 

2S.7 

24.5 

32.1 

Syracuse 

27.1 

27.6 

11.6 

Cincinnati 

28.2 

25 

42.6 

Chicago 

28.4 

25.8 

39.3 

Wichita 

30.0 

29.5 

39.7 

Tampa 

31.4 

28.7 

42.9 

Oklahoma 

34.2 

33.5 

38.9 

Richmond 

36.9 

29.3 

49.5 

San  Antonio 

45.7 

46.4 

34.9 

•Selected  from  range 

of  every 

tenth  of 

the  92  cities 

having  over  100,000  population. 

southern  cities.  It  is  recognized  that  the  racial  com- 
position of  the  population  in  these  cities  is  an  im- 
portant factor.  The  white  rate  alone,  however,  would 
still  make  Richmond  rank  76  of  the  92  cities  while  the 
colored  rate  would  make  it  rank  70. 

Table  I shows,  by  race,  the  rates  for  twelve  cities. 
These  were  chosen  by  starting  with  the  lowest  total 
rate  and  taking  approximately  every  tenth  city  and 
its  rate.  As  you  can  observe,  Richmond  has  an  over- 
all rate  of  36.9,  with  a white  rate  of  29.2  and  a Negro 
rate  of  49.5. 

Table  II  lists  the  cities  which  have  higher  rates 
than  Richmond  and  seven  cities  that  are  generally 
somewhat  similar  to  Richmond  as  to  population  fac- 
tors but  which  have  lower  rates.  New  York  City  is 
included  in  this  group.  In  spite  of  the  slums,  Puerto 
Ricans,  and  Negro  Harlem,  it  has  managed  through 
conceited  effort  to  cut  its  total  infant  mortality  rate 
to  25.4. 


Table  II 

Infant  Mortality  Rates  for  Cities  Most  Comparable  to 
Richmond  and  Those  Cities  with  Higher  Rates 


City 

1949 

T otal 

White 

Non-’white 

New  York  City 

25.4 

23.4 

37.6 

Cincinnati 

28.2 

25.3 

42.6 

Washington  

29.1 

28.1 

30.4 

Baltimore 

31.3 

26.7 

41.1 

Memphis 

35.1 

27.2 

45.4 

Birmingham 

35.1 

26.7 

45.6 

Louisville 

35.4 

32.4 

52.2 

Richmond 

36.9 

29.3 

49.5 

Scranton 

37.5 

37.3 

66.7 

Norfolk 

38.2 

30.3 

53.7 

Chattanooga 

38.2 

33.4 

49.6 

Charlotte 

38.9 

25.0 

70. 

Atlanta 

39.0 

28.6 

54.1 

Knoxville 

41.2 

39.7 

49.3 

San  Antonio 

45.7 

46.4 

34.9 

Neonatal  mortality  year  after  year  constitutes  a 
higher  proportion  of  the  total  infant  mortality.  Chart 
I shows  the  death  rate  per  1,000  live  births  in  the 
United  States  under  one  year  of  age,  under  one 
month,  and  under  one  day  from  1920  to  1949.  For 
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the  United  States  as  a whole,  infant  mortality  has 
shown  a marked  decrease  but  the  neonatal  mortality 
has  shown  no  such  change. 


Chart  I 

DEATHS  UNDER  ONE  YEAR  OF  AGE 
UNITED  STATES 
1920- 1949 

(five  year  Intervals  1920-1945) 


For  comparison,  Charts  II  and  III  show  the  death 
rates  under  one  year  of  age  and  under  one  month  for 
Virginia  and  for  Richmond.  The  rate  for  1949  was 
31.5  for  under  one  year  in  the  United  States  and  38.2 
in  Virginia.  For  under  one  month  it  was  21.4  in 
the  United  States  and  25.6  in  Virginia.  The  neonatal 
rate  in  Richmond  for  1949  was  29  as  compared  with 
21.4  in  the  United  States  and  25.6  in  Virginia. 

Chart  II 


DEATHS  UNDER  ONE  YEAR  OF  AGE 
state  of  VIRGINIA 
1920-1950 


Chart  III 

DEATHS  UNDER  ONE  YEAR  OF  AGE 

CITY  Of  Richmond 


1921-1950 


Since  race  is  an  important  factor  in  neonatal  mor- 
tality, Chart  IV  was  made  to  show  the  neonatal  death 
rate,  by  race,  in  Richmond  from  1921  to  1951.  The 
neonatal  death  rate  in  Richmond  had  decreased  from 
40  in  1921  to  25  in  1951  for  the  white  race  and  from 
58  in  1921  to  35.8  in  1951  for  the  Negro  race. 

Chart  IV 

DEATHS  UNDER  ONE  MONTH  OF  AGE  BY  RACE 


CITY  OF  RICHMOND 
1921-1951 


What  are  the  causes  of  these  neonatal  and  fetal 
deaths?  They  have  varied  a great  deal  from  year 
to  year.  Chart  V shows  the  percentage  distribution 
of  the  causes  of  death  for  1950-1952.  This  gives 
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the  major  cause  as  immaturity  unqualified  with 
43.7%;  postnatal  asphyxia  and  atelectasis,  6.9%; 
birth  injuries,  10.0.%;  congenital  malformation  9%; 
other  diseases  of  early  infancy  10.7%;  infectious 
disease  5.9%;  ill  defined  and  other  specified  dis- 
eases 3.6%.  The  immaturity  mentioned  includes 
only  immaturity  unqualified  as  the  primary  cause 
of  death.  It  does  not  include  instances  in  which 
birth  injury  or  some  other  cause  is  shown  as  the  pri- 
mary cause  with  immaturity.  In  Dr.  Potter’s  studies 
in  Chicago  for  1936-1949,  she  did  not  list  imma- 
turity unqualified  in  any  instance.  Briefly  her  chief 
causes  were  abnormal  pulmonary  ventilation  43.8%; 
malformations  15.4%;  birth  injury  15.1%;  infec- 
tions 14.3%;  blood  dyscrasias  5.1%;  anoxia  4.1%; 
and  miscellaneous  1.4%.  Her  figures  are  not  ex- 
actly comparable  because  she  qualifies  every  case  of 
prematurity  by  giving  it  a specified  cause. 

Table  III  gives  us  the  births,  stillbirths  and  infant 
deaths  for  the  city  of  Richmond  for  1952  by  indi- 
vidual hospital.  This  is  based  on  provisional  data 
because  final  reports  are  not  available  at  this  time. 
In  comparing  the  mortality  rates,  only  resident  births 
are  given.  Because  Richmond  is  a medical  center 

III 


Births,  Stillbirths,  and  Infant  Deaths  by  Hospital  in  Which  Birth  Occurred 

City  of  Richmond 
1952* 


HOSPITAL 

Total  Recorded  1 

Births  (Live)  I 

Total  Resident 
Births  (Live) 

Total  Resident*** 
Live  Births 
Premature 

% Resident 

Births 

Premature 

Resident 

Stillbirths 

Total  Resident 
Deaths  under 

1 yr.  of  age 

Total  Resident 
Deaths  under  28 
days  of  age 

Resident  Deaths 
under  28  days 
of  age  asso- 
ciated with 
prematurity*** 

Autopsy  or 

Anat.  Board  o 

VI 

►t) 

Buried  O 

no  Autopsy 

O 

Unspec.  as  to  » 

Autopsy  * 

TOTAL  

9,662 

4,669 

482 

10.3 

113 

170 

116 

83 

74 

20 

22 

Community 

297 

200 

18 

9.0 

5 

11 

10 

7 

6 

3 

1 

Grace 

514 

242 

22 

9.1 

6 

7 

7 

3 

1 

2 

4 

Johnston-Willis 

1,332 

373 

28 

7.5 

10 

7 

4 

3 

2 

1 

1 

M.  C.  V. 

2,027 

768 

62 

8.1 

11 

25 

15 

14 

13 

2 

Retreat  for  the  Sick 

896 

424 

43 

10.1 

7 

8 

8 

7 

5 

1 

2 

St.  Luke 

816 

307 

23 

7.5 

5 

12 

12 

7 

4 

2 

6 

St.  Philip  & Dooley 

2,683 

1,821 

240 

13.2 

50 

74 

53 

39 

42 

6 

5 

Sheltering  Arms 

316 

167 

12 

7.2 

1 

0 

0 

0 

0 

0 

0 

Stuart  Circle 

609 

243 

24 

9.9 

5 

5 

4 

2 

1 

1 

2 

Evangeline  Booth 

42 

0 

0 



_ 

0 

0 

0 

0 

0 

0 

Not  in  Hospital 

130 

124 

10 

8.1 

8 

21 

3 

1 

0 

2 

1 

Unknown 

5 

Per  cent  of  resident  births  occurring  in  hospital — 97.4% 

* Provisional  data.  Resident  data  includes  births  to  or  deaths  of  residents  occurring  in  the  city  of  Richmond. 

**  Data  taken  from  copies  of  death  certificates  on  file  in  the  City  Health  Department  on  persons  under  28  days  of 
age  at  time  of  death. 

•**Includes  those  weighing  514  lbs.  or  less  at  birth,  stated  to  be  premature,  or  those  for  which  the  cause  of  death 
is  associated  with  prematurity. 


Chart  V 

DISTRIBUTION  OF  DEATHS  UNDER  ONE  MONTH  OF  AGE 
CITY  OF  R ICHMOND 
1 950- 1952 

(DATA  FOR  1952  PROVISIONAL) 
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it  would  not  be  fair  to  include  all  the  complicated 
deliveries  that  have  occurred  but  were  actually  non- 
resident mothers.  There  were  over  9,000  births  re- 
corded in  Richmond  in  1952  but  only  about  4,600  of 
them  were  resident  births. 

This  year  the  immature  births,  by  weight,  com- 
prised 10.3  per  cent  of  total  resident  births  for  the 
city.  Resident  stillbirths  were  113  or  2.3%  of  the 
resident  live  births.  Total  resident  deaths  under  28 
days  of  age  numbered  almost  the  same  as  stillbirths. 
Ninety  of  the  113  stillbirths  and  74  of  the  neonatal 
deaths  went  to  the  Anatomical  Board  or  were  autop- 
sied.  It  was  impossible  to  determine  from  the  death 
certificates  on  file  in  the  city  health  department  how 
many  of  those  who  went  to  the  Anatomical  Board 
had  postmortem  examinations,  so  these  two  items 
were  lumped  together.  Results  from  each  hospital 
for  the  year  1952  show  St.  Philip  Hospital  has  the 
highest  per  cent  of  premature  births  with  13.2% 
resident  live  births  premature.  Retreat  for  the  Sick 
has  the  next  highest  with  10.1  %. 

This  table  also  shows  that  97.4%  of  the  resident 
births  in  Richmond  in  1952  occurred  in  the  hospital, 
h^or  the  year  1949,  at  which  time  the  mortality  rates 
for  Richmond  were  given  in  the  first  table,  Richmond 
had  98.5%  births  delivered  in  hospitals  as  compared 
with  86.7%  for  the  United  States  and  71.2%  for 
Virginia. 

Conclusions 

No  attempt  to  draw  any  conclusions  from  these 
figures  can  be  made.  They  do,  however,  indicate  that 
Richmond’s  infant  mortality  rate  is  still  among  the 
highest  in  the  nation  and  that  a high  per  cent  of  the 
deaths  of  these  infants  occur  under  28  days  of  age. 
Immaturity  is  listed  as  the  principal  cause  of  neo- 
natal death  in  Richmond  and  approximately  10% 
of  the  births  in  Richmond  in  1952  were  premature. 
The  per  cent  of  hospital  deliveries  in  Richmond  is 
above  average,  which  should  make  the  high  mortality 
even  more  significant. 

Summary 

The  fetal  and  neonatal  mortality  data  available  in 
the  Division  of  Vital  Statistics  of  the  Richmond 
Health  Department  have  been  studied.  These  were 
presented  in  three  ways : 

1 .  Brief  discussion  of  tables  comparing  Richmond’s 


infant  mortality  with  that  of  other  cities  of  100,000 
population  and  over. 

2.  Charts  showing  neonatal  and  infant  mortality 
for  the  nation.  State,  and  city.  An  additional  chart 
showing  the  primary  causes  of  neonatal  death  in  the 
city  was  included. 

3.  A table  showing  the  infant  mortality  and  in- 
cidence of  prematurity  by  hospitals  in  the  city  of 
Richmond. 

The  following  facts  were  pointed  out  to  indicate 
that  Richmond  needs  further  study  of  its  infant  mor- 
tality : 

1.  Richmond  has  one  of  the  highest  infant  mor- 
tality rates  in  the  nation. 

2.  Neonatal  death  due  to  prematurity  accounts 
for  a high  percentage  of  the  infant  mortality. 

3.  The  fact  that  almost  all  of  the  deliveries  in 
Richmond  occur  in  hospitals  makes  this  high 
mortality  rate  even  more  significant. 
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SOLITARY  DIVERTICULITIS  OF  THE  CECUM  SIMULATING 
ACUTE  APPENDICITIS 
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Roanoke,  Virginia 


Diverticula  are  a frequent  occurrence  in  the  gas- 
trointestinal tract;  therefore,  any  differential  diag- 
nosis of  an  “acute  abdomen”  should  include  diver- 
ticulitis. In  the  younger  age  group,  Meckel’s  diver- 
ticulitis is  always  considered,  and,  even  in  the  pres- 
ence of  an  inflamed  appendix,  unless  the  appendiceal 
pathology  is  prohibitive,  should  routinely  be  sought. 
In  about  5%  of  such  patients  a diverticulum  will  be 
encountered.  In  the  older  age  group,  those  over  40, 
diverticula  of  the  large  bowel  are  found  with  ap- 
proximately the  same  frequency.  When  a patient 
of  this  age  presents  acute  abdominal  symptomatology, 
with  localization  on  the  left  side  (“left-sided  appen- 
dicitis”), diverticulitis  is  strongly  suspected.  They 
are  most  common  in  the  distal  half  of  the  colon,  75% 
said  to  occur  in  the  sigmoid.  Hence,  diverticulitis 
is  rarely  considered  on  the  right  side,  and  is  passed 
over  lightly,  or  ignored,  in  the  literature. 

Diverticula  of  the  colon  may  be  classified  as  “true” 
or  as  “false”.  A “true”  diverticulum  includes  in  its 
wall  all  the  usual  coats  of  the  bowel  wall — the  mu- 
cosa, submucosa,  muscularis,  and  serosa, — and  is 
usually  solitary.  The  wall  of  the  “false”  type  is 
lacking  in  muscularis;  this  type  is  usually  mul- 
tiplexes. The  “true”  type  is  usually  thought  of  as 
congenital,  due  to  the  incomplete  luminal  fusion  of 
a segment  of  the  primitive  cecum  with  the  remainder 
of  the  bowel  during  the  period  of  vacuolization  of 
the  primitive  entoderm;  or  it  may  be  the  “retention 
in  some  form  of  the  appendix  which  develops  early 
in  embryological  life  but  normally  disappears  before 
the  true  appendix  appears”^.  Traction  diverticula, 
usually  “true”,  but  not  necessarily  congenital,  may 
also  appear  in  the  colon.  Dorling®  has  reported  that 
they  may  be  the  result  of  scar  tissue  contracture  in 
the  mesentery  during  the  stage  of  calcification  of 
tuberculous  lymph  nodes.  Greenfelder  and  Hilder’^^ 
reported  a case  in  which  pericecal  adhesions  tented 
the  bowel  wall  so  as  to  form  a diverticulum,  correct- 

*Surgical Team  22,  1st  Medical  Battalion,  1st  Marine 
Division,  FMF.  Surgical  Service  U.  S.  Naval  Hospital, 
Portsmouth,  Virginia. 
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able  by  simple  adhesolysis.  Wilson^  feels  that  “trac- 
tion exerted  on  the  appendices  epiploicae,  mesentery, 
or  omentum,  with  or  without  adhesions,  may  result 
in  diverticulum  formation.”  In  the  first  instance, 
the  diverticulum  will  be  expected  to  be  enveloped  by 
an  appendix  epiploica. 

“False”  diverticula  are  usually  acquired  or  trau- 
matic, although  the  defect  that  leads  to  diverticula- 
tion  may  be  congenital.  The  most  commonly  men- 
tioned factors  for  these  are  an  inherent  weakness  in 
the  wall  due  to  the  ageing  process,  congenital  weak- 
ness of  the  wall  at  the  sites  of  vascular  perforation 
of  the  muscularis,  obesity,  and  atrophy  of  the  fat 
along  the  nutrient  vasa.  Herniation  may  occur  at  the 
sites  of  vascular  perforation  if  there  is  some  minor 
added  factor,  as  increased  intraluminal  pressure 
secondary  to  constipation^^  or  traction  on  an  appen- 
dix epiploica^.  This  would  doubly  account  for  the 
frequent  location  of  the  lesion  along  the  borders  of 
the  longitudinal  bands. 

Rupture  of  an  intramural  abscess  into  the  lumen 
of  the  cecum,  as  occurs  after  operative  inversion 
of  the  appendiceal  stump,  may  cause  a weak  spot 
in  the  muscularis  through  which  a mucosal  hernia- 
tion may  occur^^.  Bunts^  felt  that  relaxation  of  the 
purse-string  suture,  followed  by  eversion  of  the  in- 
verted appendiceal  stump,  might  lead  to  “false” 
diverticulum  formation.  This  type  of  diverticulum 
would  probably  better  be  classified  as  a residual 
appendiceal  stump,  and  infection  in  it  as  a stump 
appendicitis,  rather  than  as  diverticulitis.  Green- 
felder and  Hilder^x  ^i^g  purse-string  suture 

destroys  the  circular  muscle  fibers  about  the  base 
of  the  appendix  leading  to  a w'eakened  area  through 
which  herniation  may  occur. 

British  authors  feel  that  “false”  diverticula  of 
the  cecum  are  the  end  result  of  ulcerative  disease  of 
the  cecum  rather  than  of  mucosal  herniation.  They 
point  out  the  occurrence  of  diverticula  of  the  duo- 
denum late  in  the  course  of  peptic  duodenal  ulcera- 
tion in  support  of  their  theoryX40.26_ 

Diverticula  of  the  large  bowel,  first  mentioned  in 
1853  by  Virchow®,  were  described  by  Wilks  in  1859 
as  “small  pouches  sometimes  met  with  in  the  colon” 
which  “often  exist  in  great  numbers,  and  are  gen- 
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erally  not  larger  than  a grape-filled  with  fecal  mat- 
ter”^®. They  may  measure  1 mm.  to  2 cm.  in  di- 
ameter, unless  they  become  inflamed,  in  which  case 
they  may  reach  or  exceed  the  size  of  an  orange.  They 
have  a small  neck  which  opens  into  a large,  smooth- 
walled,  feces-filled  lumen.  The  feces  in  these  pouches 
tends  to  be  emptied  poorly,  becomes  inspissated,  and 
forms  a fecalith  which  blocks  drainage,  leading  to 
infection.  The  majority  of  patients  with  diverticula 
are  asymptomatic,  or  have  minimal  symptoms  re- 
quiring no  treatment.  However,  15%  develop  acute 
or  chronic  diverticulitis.  Of  these,  20%  will  require 
surgical  intervention. 

The  actual  incidence  of  diverticula  of  the  cecum 
is  not  mentioned  in  the  literature,  but  it  is  said  to  be 
rare.  Inflammation  of  this  “rare”  lesion  must, 
therefore,  be  a medical  curiosity.  However,  there 
have  been  137  patients  with  this  disease  reported  in 
the  British  and  American  literature  to  date.  In  the 
analysis  of  these  cases,  it  is  found  that  19%  have 
been  subjected  to  laparotomy  without  a preoperative 
diagnosis,  64%  have  been  operated  on  with  a pre- 
operative diagnosis  of  some  form  of  appendiceal 
pathology,  and  in  only  3.6%  has  the  correct  diag- 
nosis been  mentioned  before  operation^'^®. 

At  operation,  when  the  mass  of  inflammatory  tis- 
sue has  been  seen  and  felt,  carcinoma  has  been  diag- 


nosed  in  a number  of  cases,  and  these  have  been 
subjected  to  unnecessary  radical  resection  wdthout 

preparation,  wdth  an  11% 

mortality  rate.  In  ad- 

dition,  24  patients  have 

been  subjected  to  right 

hemicolectomy  for  this  disease,  because  the  correct 

Table 

!♦ 

1.  Age  of  Patients 

average  38  years 
range  — 10  to  72  years 

2.  Symptoms 

a.  Pain  in  the  RLQ 

95% 

b.  Nausea 

30% 

c.  Anorexia 

24% 

d.  Constipation 

16% 

e.  Vomiting 

15% 

f.  Diarrhea 

11% 

g.  Chills  and  Fever 

6% 

3.  Signs 

a.  Tenderness 

86% 

b.  Spasm 

48% 

c.  Rebound  Tenderness  . 

_ 36% 

d.  Palpable  mass 

23% 

e.  Rectal  Tenderness 

16% 

f.  Leukocytosis average  13,087 

range  — 6,100  to  22,950 


*Compiled  from  Cases  Reported  in  the  Literature. 


diagnosis  was  not  suspected,  or  because  the  lesion 
was  not  locally  resectable.  Despite  the  benign  nature 
of  the  pathology,  a few  cases  may  require  major 
resection  because  of  their  location^®. 

Patients  with  cecal  diverticulitis  fall  into  an  older 
age  group  than  those  with  acute  appendicitis,  but  as 
shown  in  Table  I,  the  clinical  picture  is  otherwise 
indistinguishable  from  that  of  appendicitis.  The 
diagnosis  is,  therefore,  made  at  the  operating  table. 

In  the  age  group  over  40,  the  presence  of  a mass 
lesion  in  the  cecum  must  first  be  thought  of  as  car- 
cinoma, rather  than  as  diverticulitis.  Prognostically, 
however,  the  differentiation  is  of  great  importance, 
and  the  treatment  of  the  two  is  vastly  different.  Car- 
cinoma may  present  itself  in  three  different  ways. 
First  of  these  is  the  cauliflower  mass  which  projects 
itself  into  the  lumen  of  the  cecum.  It  may  be  very 
large  in  size  before  it  begins  to  show  metastases.  The 
second  variety  of  cecal  malignancy  tends  to  grow 
by  direct  extension  along  the  bowel  wall  or  through 
it.  The  third  and  most  malignant  grows  rapidly 
through  the  wall,  presenting  as  a perforated  mass 
with  much  glandular  metastasis^^®. 

Other  diseases  which  must  be  considered  in  the 
differential  diagnosis  of  diverticulitis  of  the  cecum 
include  tuberculosis  and  actinomycosis,  and  non- 
specific granuloma  and  non-specific  ulceration  of  the 
cecum. 

Tuberculosis  usually  manifests  itself  by  small 
subserous  tubercles  involving  the  cecum  and  ter- 
minal ileum,  with  large  caseous  lymph  nodes  and 
abundant  adhesions.  Actinomycosis  begins  in  the 
cecum  and  appendix,  leads  to  a generalized  thicken- 
ing of  the  bowel  w'all  with,  not  infrequently,  a drain- 
ing abdominal  sinus,  discharging  characteristic  sul- 
fur granules. 

Non-sp>ecific  granulomata  of  the  cecum  usually 
involve  the  terminal  ileum  as  well,  show  a thicken- 
ing of  the  wall,  with  a granular  appearance  of  the 
serosa,  marked  mesenteric  edema,  and  mesenteric 
adenitis.  Non-specific  ulceration  of  the  cecal  w’all 
is  as  rare  as  is  diverticulitis,  and  in  the  British  lit- 
erature is  considered  to  be  an  early  phase  of  the 
same  disease. 

Acute  diverticulitis  presents  itself  as  an  inflamma- 
tory mass  localized  to  a relatively  small  portion  of 
the  cecal  circumference  from  which  it  protrudes.  It 
may  be  found  within  one  of  the  appendices  epiploi- 
cae,  and  is  usually  found  bordering  one  of  the  longi- 
tudinal muscular  bands  of  the  colon.  Palpation  of 
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the  mass  through  the  opposite  wall  of  the  cecum  will 
usually  reveal  a small  opening  into  it,  though  this 
may  be  masked  by  the  presence  of  a fecalith  which 
frequently  fills  the  diverticular  lumen.  This  fecalith 
will  be  palpable  through  the  wall  of  the  lesion  as 
a round,  hard,  smooth  mass.  Mesenteric  lymphad- 
enoid  involvement  may  be  j^resent,  but  the  nodes 
will  be  inflammatory  rather  than  neoplastic  or 
caseous. 

Case  Reports 

Case  1:  J.K.M.,  a 31  year  old  man,  was  admitted 
to  my  service  on  9-13-52,  with  a diagnosis  by  his 
referring  physician  of  acute  appendicitis.  He  gave 
a 2 day  history’  of  constant  generalized  abdominal 
*‘gas  pains”,  accompanied  by  a marked  increase  in 
belching.  On  the  morning  of  admission,  the  pain 
suddenly  shifted  to  the  right  lower  quadrant  and 
became  severe  enough  to  double  him  up.  He  noticed 
no  anorexia,  nausea,  vomiting,  or  other  gastroin- 
testinal symptoms.  On  examination,  the  abdomen 
was  obese  and  soft,  with  tenderness  in  the  right  lower 
quadrant,  most  marked  at  McBurney’s  point.  There 
was  slight  guarding  and  rebound  tenderness,  but 
no  spasm.  Rectal  tenderness  was  absent.  The  leu- 
kocyte count  was  15,000  with  77%  neutrophils,  and 
5%  band  forms.  A diagnosis  of  acute  appendicitis 
was  made  and  the  patient  was  prepared  for  surgery. 

At  operation,  through  a routine  transverse  appen- 
dectomy incision,  the  appendix  was  found  to  be 
grossly  normal.  At  the  level  of  the  ileocecal  valve 
on  the  anteromedial  border  of  the  cecum  bordering 
the  anterior  longitudinal  muscular  band,  there  was 
found  a 4 cm.  mass  of  inflamed  appendix  epiploica, 
presenting  on  palpation  a 3 cm.  firm,  smooth,  hot 
mass  within  it.  On  examination  of  the  mass  from 
within  the  cecal  lumen,  a 3 to  4 mm.  orifice  was  pal- 
pable, entering  the  mass.  A diagnosis  of  acute  diver- 
ticulitis was  made,  and  the  mass  was  resected,  re- 
moving a 2 cm.  circular  plug  of  cecal  wall  about  the 
base  of  the  diverticulum.  The  wall  of  the  cecum  was 
closed  in  layers  with  00  chronic  catgut  and  40  cotton. 
Routine  appendectomy  was  performed,  after  which 
the  abdominal  wall  was  closed  in  layers.  The  pa- 
tient made  an  uneventful  recovery.  Barium  enema 
on  the  tenth  post-operative  day  failed  to  reveal  other 
large  bowel  pathology.  Pathological  study  of  the 
specimen  revealed  acute  inflammatory  reaction  in  a 
“false”  diverticulum  of  the  cecum,  of  the  type  com- 
monly seen  in  the  sigmoid. 


Here,  the  clinical  picture  was  that  of  acute  ap- 
pendicitis, for  which  operative  treatment  was  indi- 
cated and  undertaken.  On  discovery  of  the  true 
cause  of  the  symptomatology,  the  simplest  procedure 
for  the  removal  of  the  offender  was  felt  best,  and 
was  performed.  The  patient  was  treated  post-oper- 
atively  as  for  a simple  appendectomy,  and  made  an 
uneventful  recovery. 

The  location  of  the  lesion  along  the  border  of  a 
longitudinal  band,  “false”  in  type,  enveloped  in  an 
appendix  epiploica,  would  seem  to  indicate  this  lesion 
to  be  the  result  of  mucosal  herniation  through  the 
muscularis  at  the  site  of  vascular  perforation^'*  in 
combination  with  traction  on  an  appendix  epiploica^. 

Case  2:  R.M.,  a 19  year  old  man,  was  admitted 
to  a hospital  in  the  USA  on  7-5-52  with  an  8 hour 
history  of  pain  in  the  right  lower  quadrant  without 
radiation.  He  had  not  been  nauseated,  but  had  no- 
ticed anorexia  for  five  or  six  hours  preceding  the 
pain.  He  had  had  three  normal  bowel  movements 
on  the  morning  of  admission.  Examination  showed 
the  abdomen  to  be  soft  with  point  tenderness  in  the 
right  lower  quadrant  but  with  no  rebound  tender- 
ness, spasm,  or  palpable  mass.  There  was  rectal 
tenderness  high  on  the  right.  The  leukocyte  count 
was  12,800,  with  72%  neutrophils,  and  7%  band 
forms.  The  patient  was  not  felt  to  have  a surgical 
disease  of  the  abdomen,  but  was  admitted  for  ob- 
servation. Next  day,  there  was  point  tenderness 
at  McBurney’s  point  and  muscular  spasm  in  that 
region.  A diagnosis  of  acute  appendicitis  w^as  made, 
and  the  patient  w’as  prepared  for  surgery. 

At  operation,  a normal  appendix  was  found,  but 
there  was  encountered  a “large  inflammatory  mass 
supermediall}’  to  the  base  of  the  appendix  on  the 
anteromedial  border  of  the  cecum”,  felt  to  be  in- 
tramural. The  opinion  was  that  this  w'as  an  acutely 
inflamed  diverticulum  of  the  cecum  but  that  it  should 
not  be  resected.  Routine  appendectomy  was  per- 
formed, and  a cecostomy  was  done.  He  was  placed 
on  routine  antibiotics.  The  cecostomy  functioned 
well  for  three  weeks,  was  discontinued  and  closed 
spontaneously  in  five  weeks.  Barium  enema  on  the 
17th  day  post-operatively  show’ed  an  intramural  mass 
on  the  medial  aspect  of  the  cecum.  Two  weeks  later, 
this  was  not  demonstrable. 

The  patient  was  returned  to  duty  and  was  as- 
signed to  duty  overseas,  where  he  served  as  a Med- 
ical aid  man  with  the  Marines.  Under  these  con- 
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ditions,  the  operative  wound  began  to  drain  and  be- 
came tender,  with  occasional  episodes  of  moderately 
severe  right  lower  quadrant  pain,  cramping  in  nature. 
Two  weeks  before  admission  to  the  Marine  Division 
Hospital,  he  had  removed  a suture  from  the  floor  of 
the  sinus  tract,  and  the  wound  had  healed  rapidly, 
though  the  pain  had  continued  to  recur  once  or  twice 
weekly.  Examination  on  admission  revealed  a 
tender,  freely  movable,  walnut-sized  mass  medial 
to  the  cecum  which  was  palpable  filled  with  gas  at 
the  time  of  examination. 

The  original  clinical  picture  was  questionable  in 
this  case,  but,  under  observation,  the  clinicians  felt 
that  appendicitis  could  not  be  ruled  out.  With  the 
increase  in  severity  of  symptomatology,  operative 
therapy  w’as  felt  necessary.  The  correct  diagnosis 
was  suspected  when  the  lesion  was  visualized,  and 
a conservative  regimen  was  decided  upon. 

Six  months  later,  the  patient  was  again  admitted 
to  a hospital  for  his  symptoms.  He  still  had  the 
offending  lesion  with  him.  Operative  treatment,  with 
removal  of  the  diverticulum,  will  be  necessary  for 
this  man,  although  a reasonable  trial  of  the  conserv- 
ative regimen  originally  begun  will  be  continued 
for  a time. 

The  treatment  of  this  entity  should  consist  of  the 
simplest  method  of  extirpation  feasible  in  the  indi- 
vidual case.  Unlike  sigmoid  diverticula,  those  of  the 
cecum  occur  as  solitary  lesions;  hence,  local  resection 
is  usually  curative.  Many  methods  of  removal 
have  been  advocated.  The  simplest  is  inversion  of 
the  diverticulum  through  a purse-string  suture.  The 
tip  of  the  pouch  should  be  perforated  to  provide  ade- 
quate drainage  during  the  period  of  sloughing,  or 
the  major  portion  of  the  sac  may  be  removed  and  the 
cuff  only  be  inverted.  In  those  instances  where 
there  is  marked  induration  and  friability  of  the 
diverticular  wall,  this  cannot  be  done  with  safety. 

The  most  common  procedure  is  the  complete  re- 
moval of  the  pouch  along  with  a small  disc  of  the 
surrounding  cecal  wall,  followed  by  linear  closure  of 
the  cecum.  This  technique  is  usually  adequate,  and 
can  be  performed  with  ease  in  most  cases.  Post- 
operatively,  these  patients  progress  well,  as  if  after 
appendectomy  alone. 

In  occasional  instances,  resection  of  the  cecum 
may  be  necessary,  due  to  the  extensive  involvement 
of  that  viscus  by  inflammation  and  diverticulo-cecal 
adhesions.  However,  if  careful  dissection  is  under- 


taken, this  should  not  become  a necessity.  This 
procedure  should  be  reserved  for  those  cases  in  which 
simple  diverticulectomy,  because  of  the  location  of 
the  lesion,  would  embarrass  the  cecal  blood  supply. 

Right  hemicolectomy,  though  it  has  been  performed 
in  a large  number  of  the  reported  cases  of  diver- 
ticulitis, has  been  done  in  most  instances  in  those 
cases  in  which  the  diagnosis  of  carcinoma  has  been 
made.  In  only  one  case  has  it  been  done  despite 
a diagnosis  of  diverticulitis.  In  that  case,  the  op- 
erator felt  that  local  excision  of  the  lesion  would 
embarrass  the  blood  supply  of  the  cecum  and  as- 
cending colon^®.  A sidetracking  procedure,  such  as 
ileo-transverse  colostomy,  has  been  done^-^®  and  seems 
to  be  a far  safer  measure  than  hemicolectomy  in  these 
unprepared  patients.  Right  hemicolectomy  can  then 
be  deferred  till  the  patient  has  been  prepared. 

Summary 

Diverticulitis  is  a relatively  rare  disease  of  the 
cecum  which  may  be  congenital  in  origin,  or  may 
result  from  herniation  of  the  mucosa  through  the 
muscularis. 

The  clinical  picture  is  indistinguishable  from  that 
of  acute  appendicitis.  At  operation,  an  inflammatory 
mass  of  the  cecum  is  encountered  which  has  fre- 
quently been  confused  with  malignancy,  resulting  in 
major  resection  of  the  large  bowel  without  prepara- 
tion. If  this  entity  had  been  considered,  and  the 
cecum  examined  with  it  in  mind,  these  procedures, 
with  their  increased  mortality  risk,  could  have  been 
avoided. 

Two  additional  cases  of  diverticulitis  of  the  cecum 
have  been  reported. 
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Music  Proved  a Therapeutic  Aid. 

“In  acutely  ill  patients  music  often  produces  ef- 
fects of  sedation  and  reassurance,  while  in  chronically 
ill  patients  music  is  able  to  divert  the  mind  during 
long  periods  of  convalescence  and  enforced  rest,” 
it  was  stated  editorially  in  the  September  19, 
J.A.M.A. 

“Patients  with  tuberculosis,  rheumatic  fever,  ma- 
lignant tumors,  neurological  diseases,  orthopedic  dis- 
orders and  many  other  chronic  ailments  frequently 
discover  that  music  helps  while  away  tedious  hours 
and  removes  flights  of  the  imagination  to  more  pleas- 
ant and  relaxing  spheres  of  thought.  This  can  be 
accomplished  with  the  aid  of  background  music,  rec- 
ords, books,  musical  instruments  and  singing. 

“Since  almost  all  children  enjoy  music  that  is 
tuneful,  accompanied  by  simple  words,  and  that 
relates  a story,  music  is  especially  applicable  as  a 
therapeutic  modality  for  the  juvenile  audience.  It 
is  useful  as  a vehicle  accompanying  games,  and  it 


also  provides  a pleasant  distraction  from  the  dis- 
turbing cries  that  invade  pediatric  wards  of  hos- 
pitals. It  is  of  particular  value  to  chronically  ill 
children  who  are  required  to  stay  in  bed  for  long 
periods  of  time.” 

Music  is  a useful  adjunct  to  physical  therapy, 
the  editorial  pointed  out.  Mentally  defective  persons 
are  more  easily  handled  when  soothing,  rhythmic 
music  is  performed,  and  it  has  been  found  in  den- 
tistry that  music  allays  anxiety,  raises  the  pain 
threshold,  and  improves  the  doctor -patient  relation- 
ship. Some  obstetricians  use  music  to  allay  anxiety 
and  raise  the  pain  threshold  during  arduous  hours 
spent  by  patients  in  the  labor  room. 

It  also  has  been  observed,  the  editorial  added,  that 
music  in  the  operating  room  serves  as  a beneficial 
adjunct  to  the  administration  of  local,  regional,  or 
spinal  anesthesia,  and  that  it  diminishes  apprehen- 
sion in  patients. 
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Mental  Deficiency  As  A Community  Prob- 
lem* 

Although  much  has  been  written  about  the  problem 
of  the  mentally  deficient,  few  physicians  and  even 
fewer  pedagogues  are  apparently  aware  of  the  extent 
and  scope  of  this  community  problem.  Feeble-mind- 
edness is  undoubtedly  far  more  widespread  than  is 
commonly  realized  by  either  group.  There  are  prob- 
ably no  less  than  500,000  individuals  in  this  country 
alone  who  have  definitely  been  determined  to  be 
feeble-minded^.  It  is  estimated  that  an  equal  num- 
ber, as  yet  unrecognized,  swell  the  ranks  of  those 
children  labeled  as  “learning”  or  “behavior  prob- 
lems”. When  one  stops  to  consider  the  magnitude 
of  this  group,  and  the  obvious  futility  of  attempting 
to  educate  them  to  a level  which  is  beyond  their  native 
capacity,  the  need  for  an  increase  in  our  diagnostic 
acumen,  as  well  as  a reorientation  of  our  educational 
facilities  becomes  obvious;  in  that  only  a small  pro- 
portion of  defectives  belong  in  permanent  institutions, 
the  burden  of  this  responsibility  is  primarily  that  of 
the  local  community. 

Although  adequate  facilities  for  the  clinical  eval- 
uation and  psychological  testing  of  these  children  are 
seldom  available  in  the  average  practitioner’s  office, 
the  state-w’ide  system  of  Mental  Hygiene  Clinics  now 
in  operation  in  Virginia  is  well  equipped  to  assist 
in  the  diagnostic  evaluation  and,  in  some  cases, 
treatment  of  such  children.  The  diagnosis  and  ac- 
curate evaluation  of  these  individuals  could  do  much 
to  improve  the  lot  of  the  borderline  cases,  as  well  as 
materially  assisting  our  school  system  in  the  more 
efficient  utilization  of  its  over-taxed  facilities.  The 
futility  of  attempting  to  introduce  a mildly  defective 
individual  to  the  complexities  of  fifth  grade  arithmetic 
is  apparent  to  even  the  uninitiate,  yet  this  is  un- 
doubtedly being  done  at  this  very  moment.  Such  an 
unnecessary  expenditure  of  academic  energy  serves  to 
promote  further  maladjustment  on  the  part  of  the 
defective  individual  in  that  he  is  called  upon  to  meet 
an  environmental  demand  which  is  beyond  his  native 
ability.  It  also  becomes  a distinct  detriment  to  the 
education  of  his  more  adequately  endowed  class- 

*ArticIe prepared  by  William  M.  Sheppe,  Jr.,  M.D., 
Staff  Psychiatrist,  Portsmouth  Area  Counseling  & Guid- 
ance Clinic,  Portsmouth,  Virginia. 


mates;  like  the  mothers  of  handicapped  children, 
many  teachers  will  allot  an  undue  proportion  of  their 
time  and  emotional  energies  to  the  care  of  the  re- 
tarded or  deficient  child  at  the  expense  of  children 
who  are  far  more  suitable  educational  candidates. 

The  Diagnosis  of  Mental  Deficiency 

Although  the  intelligence  quotient  is  frequently 
utilized  as  a primary  point  of  reference  in  the  diag- 
nosis and  classification  of  mental  deficiency,  such  a 
diagnostic  tool  may  prove  to  be  quite  misleading  if 
relied  upon  too  heavily  or  to  the  exclusion  of  per- 
formance tests,  projective  techniques  and  the  clinical 
impression  of  a competent  diagnostician.  Often,  it 
is  impossible  to  arrive  at  an  adequate  diagnosis  on 
the  basis  of  a single  set  of  tests.  Lack  of  cooperation, 
language  or  communicatory  defects,  even  simple  fear 
or  apprehension  may  all  conspire  to  invalidate  any 
given  test.  Even  under  the  best  of  circumstances, 
serious  errors  in  the  differentiation  of  mental  re- 
tardation (i.e.,  emotional  interference)  from  mental 
deficiency,  the  latter  representing  an  “absolute”  or 
“permanent”  defect  in  contrast  to  the  former,  are 
often  encountered.  Gardner  Murphy^  has  reported 
the  case  of  a child  whose  intelligence  quotient  was 
initially  estimated  to  be  65  but  was  eventually  found 
to  be  147  some  years  later!  As  in  somatic  medicine, 
laboratory  findings  must  always  be  interpreted  in 
light  of  the  total  clinical  picture  and  the  over-all 
impression  of  the  clinician. 

It  is  of  equal  importance  that  the  examining  phy- 
sician make  some  estimate  of  the  individual  patient’s 
emotional  status  with  particular  attention  to  his 
capacity  for  self-control  and  the  extent  of  his  emo- 
tional maturity.  Strange  as  it  may  seem,  many  well 
adjusted  and  emotionally  mature  individuals  of  mild 
deficiency  may  function  far  more  productively  and 
adequately  (even  to  the  point  of  becoming  a definite 
community  asset),  than  individuals  of  normal  intel- 
ligence whose  emotional  problems  are  of  such  severity 
as  to  make  them  a distinct  community  liability.  It 
has  been  estimated  that  only  about  5%  of  all  mental 
deficients  become  delinquent  or  engage  in  criminal 
behavior.  The  presence  or  absence  of  any  special 
abilities  or  “natural  gifts”,  particularly  those  which 
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might  be  utilized  in  making  the  patient  self-sup- 
porting, are  also  of  considerable  importance  in  es- 
timating a given  individual’s  capacity  to  meet  the 
demands  of  his  environment  and  to  function,  at  least 
to  a degree,  autonomously. 

Although  walking  and  talking  are  the  chief  ear- 
marks of  the  child’s  development,  many  normal 
children  will  show  considerable  variation  in  the  age 
at  which  these  capacities  are  acquired.  In  general, 
however,  the  average  child  is  able  to  recognize  mem- 
bers of  his  family,  to  follow  moving  objects  with 
his  eyes,  and  to  balance  his  head  when  sitting  up, 
by  the  age  of  six  months.  At  the  twelfth  month  level, 
he  is  usually  able  to  say  simple  words  and  to  sit  up 
or  stand  without  being  supported.  At  the  age  of 
eighteen  months  most  children  can  walk  without 
assistance,  climb  stairs  on  all  fours  and  follow  simple 
instructions.  By  the  time  he  has  reached  two  years 
of  age,  he  is  usually  able  to  put  short  words  into 
simple  phrases  and  to  have  developed  enough  in- 
tellectual inquisitiveness  and  psychomotor  coordina- 
tion to  become  a distinct  menace  to  any  family  heir- 
loom which  is  not  securely  bolted  to  the  floor  or 
placed  well  out  of  his  reach.  A careful  history,  with 
particular  reference  to  the  child’s  early  development 
and  growth,  may  thus  afford  the  examiner  consid- 
erable insight  into  the  time  of  onset  of  the  deficiency, 
its  association  with  trauma,  infections  processes  or 
dietary  deficiencies.  A complete  family  and  socio- 
logical history  also  is  essential  if  one  is  to  determine 
the  pathological  physiology  of  the  process,  be  the 
latter  of  hereditary,  congenital  or  of  acquired  origin. 
A detailed  neurological  evaluation  with  recourse  to 
any  of  the  special  studies  thereby  indicated  (EEG 
and  pneumoencephalogram  in  cases  of  suspected  cor- 
tical atrophy  or  cerebral  neoplasm,  spinal  fluid  serol- 
ogy where  the  possibility  of  juvenile  paresis  exists, 
basal  metabolism  and/or  iodine  up-take  if  cretinism 
or  myxedema  are  diagnostic  possibilities,  etc.)  com- 
plete our  diagnostic  armamentarium. 

The  Classification  or  Mental  Deficiency  > 

True  mental  deficients  are  usually  classified  into 
one  of  three  sub-groups,  the  specific  diagnosis  de- 
pending primarily  on  the  degree  of  intellectual  de- 
ficiency or  the  mental  age  at  which  the  patient  is 
able  to  function.  Recent  objections  have  been  raised 
to  the  terms  “idiot”,  “imbecile”,  and  “moron”  in  that 
the  latter  are  primarily  legal  terms,  comparable  to 
“insanity”,  with  little  real  meaning  in  clinical  psy- 


chiatry. They  have  the  further  fault  of  being  based 
upon  psychological  testing  alone.  In  the  latest  re- 
vision of  psychiatric  nomenclature  prepared  by  the 
Committee  on  Nomenclature  and  Statistics  of  the 
American  Psychiatric  Association,  degree  is  indicated 
by  the  terms  “mild”,  “moderate”,  and  “severe”.  No 
I.Q.  limit  has  been  set  for  these  qualifying  terms 
as  it  is  believed  that  such  an  arbitrary  usage  of  a 
variable  measure  is  not  justifiable  in  clinical  work. 
In  general,  mild  refers  to  functional  (vocational)  im- 
pairment as  would  be  expected  with  I.Q.’s  of  ap- 
proximately 70  to  85.  Moderate  is  used  for  func- 
tional impairment  requiring  special  training  and 
guidance,  such  as  would  be  expected  with  I.Q.’s  of 
about  50  to  70  (mental  age  of  approximately  seven 
to  twelve  years).  This  group  therefore  roughly  cor- 
responds to  the  sub-group  previously  designated  as 
moron.  With  careful  and  patient  training,  these 
individuals  may  be  taught  to  perform  many  manual 
tasks  quite  efficiently,  but  are  generally  noted  for 
their  inability  to  reason  on  the  basis  of  experience 
or  to  grasp  new  material  readily.  It  has  been  es- 
timated that  only  10%  of  all  defectives  require  per- 
manent institutional  care  if  adequate  rehabilitative 
facilities  are  available.  Severe  mental  deficiency  re- 
fers to  functional  impairment  requiring  custodial  or 
complete  protective  care  as  would  be  expected  with 
I.Q.’s  below  50  (mental  age  of  seven  years  or  less). 
Defectives  w'ho  fall  within  this  group  are,  in  general, 
far  better  off  in  an  institution  or  colony  with  children 
of  their  own  mental  age.  Not  only  is  the  average  home 
poorly  equipped  to  supervise  them  and  to  develop 
their  limited  capacities  to  an  optimal  degree,  but 
their  continuing  presence  in  a home  with  normal 
siblings  may  be  extremely  detrimental. 

Management 

Although  the  true  mental  defective  is  basically 
incurable,  much  can  be  done  to  alleviate  the  other- 
wise unfortunate  plight  of  these  individuals  and,  in 
certain  cases,  to  transform  a ward  of  the  state  into 
a self-supporting  and  respected  citizen.  One  of 
our  primary  deficits  at  this  time  is  the  current  lack 
of  adequate  training  and  educational  facilities  where- 
by many  of  these  “hopeless  cases”  may  be  taught 
a simple,  but  remunerative  trade,  and  encouraged  to 
develop  a stable  and  mature  concept  of  self  which 
is  sufficient  to  withstand  the  stresses  of  an  otherwise 
impossibly  complex  world.  Although  it  is  certainly 
true  that  many  of  the  lower  groups  are  best  managed 
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by  permanent  institutionalization,  a considerable 
number  could  be  made  almost  entirely  self-supporting 
if  given  proper  training  and  support  during  their 
earlier  years.  Unfortunately,  our  public  school  sys- 
tem still  penalizes  the  handicapped  child,  as  well  as 
the  exceptional  student,  in  that  it  is  geared  almost 
entirely  to  the  level  of  the  average  or  “normal”  in- 
dividual. Much  of  the  subject  matter  currently  of- 
fered is  not  only  completely  beyond  the  feeble-minded 
child’s  comprehension,  but  would  prove  of  little  or 
no  value  to  him  even  if,  by  some  cybernetic  wonder, 
it  could  be  assimilated.  The  popular  delusion  that 
all  children  can  best  be  educated  to  the  art  of  rich 
and  productive  living  via  a single  educational  system 
is  about  as  logical  as  insisting  that  we  all  wear 
the  same  size  shoe,  regardless  of  our  individual  ana- 
tomical variations  or  psychological  inclinations. 
Similarly,  the  average  teacher  is  poorly  equipped  and 
inadequately  trained  to  cope  with  the  specialized 
problems  encountered  in  the  education  and  super- 
vision of  the  mentally  deficient.  The  institutions  for 
the  defective  currently  in  operation,  laudable  though 
their  efforts  may  be,  are  grossly  inadequate  to  meet 
current  demands;  a brief  visit  to  either  of  our  two 
state  colonies  at  Lynchburg  or  Petersburg  is  enough 
to  convince  even  the  most  disinterested  observer  of 
the  inadequacy  of  our  current  rehabilitative  program. 
Such  lamentable  conditions  will  undoubtedly  per- 
sist until  the  medical  profession  is  able  to  arouse 
public  conscience  to  the  point  of  legislative  action. 

Although  there  has  recently  been  considerable  in- 


terest in  the  use  of  glutamic  acid  to  promote  intellec- 
tual functioning  in  feeble-minded  children,  Zaba- 
renko  and  Chambers^  were  unable  to  demonstrate 
any  significant  gain  in  mental  functioning  follow- 
ing its  utilization.  Although  Schwoebel  reported 
an  “increased  impetus  in  thought,  motor  activities 
and  attention”,  he  also  noted  that  “intelligence  re- 
mained uninfluenced”.^ 

Summary 

1.  The  socio-medical  implications  and  the  mag- 
nitude of  the  problem  presented  by  the  mentally 
deficient  have  been  briefly  discussed. 

2.  The  need  for  the  increased  utilization  of  the 
diagnostic  facilities  of  the  Mental  Hygiene 
Clinic  system  by  referring  physicians  and 
school  authorities  alike  as  well  as  the  neces- 
sity of  expanding  currently  operant  institu- 
tional and  educational  programs  have  been 
noted. 

3.  Salient  nosological  and  diagnostic  features 
have  been  briefly  summarized. 

4.  It  is  felt  that  a more  progressive  and  human- 
itarian approach  to  this  problem  is  indicated. 
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Medico-Legal  Evaluation 

The  following  information  is  presented  with  the 
hope  that  it  will  be  useful  when  questions  arise  per- 
taining to  the  relationship  between  blood-alcohol 
values  and  the  condition  referred  to  as  “being  under 
the  influence”,  especially  as  related  to  ability  to  op- 
erate motor  vehicles  safely. 

1.  Actions: 

Ethyl  alcohol  is  basically  a central  nervous  system 
depressant,  acting  in  a manner  similar  to  that  of 
the  general  anesthetics  such  as  ether  and  chloroform. 

2.  Absorption: 

Alcohol  requires  no  digestion,  and  absorption  oc- 
curs apparently  by  simple  diffusion  from  the  stom- 
ach and  intestines  into  the  blood  stream.  This 
diffusion  is  so  rapid  that  from  80-90%  of  the 
ingested  quantity  may  be  absorbed  in  about  30  min- 
utes, although  complete  absorption  requires  approx- 
imately 2 hours.  Of  the  order  of  20%  is  absorbed 
from  the  stomach  and  the  remainder  from  the  small 
intestine.  A delay  in  gastric  emptying  time  is  a most 
important  factor  in  slowing  the  rate  of  absorption. 
Largely  because  of  this,  speed  of  absorption  may 
vary  between  individuals  and  in  the  same  individual 
at  different  times.  Ordinarily  the  most  important 
factor  in  delaying  absorption  is  the  presence  of  food; 
carbohydrates  and  proteins  being  equally  or  possibly 
more  effective  than  fats  in  this  respect.  The  con- 
centration and  nature  of  the  alcoholic  beverage  are 
also  influencing  factors;  for  instance,  the  alcohol  in 
beer  is  more  slowly  absorbed  than  that  in  an  equal 
concentration  in  water. 

3.  Fate: 

Approximately  90%  of  the  alcohol  absorbed  is 
completely  oxidized  to  COo  and  water.  The  initial 
stage  of  this  metabolism  begins  in  the  liver,  hence 
the  possible  effect  of  liver  disease  on  the  intensity 
of  the  alcohol  activity.  The  remaining  10%  is 
eliminated  unchanged  chiefly  by  the  lungs  and  kid- 
neys. Normally  the  body  destroys  and  eliminates 
alcohol  at  a rate  equivalent  to  2/3  oz.  of  whisky 
per  hour.  In  terms  of  changes  in  the  blood-alcohol 
percentage  this  corresponds  to  a decrease  of  approx- 
imately 0.02%  per  hour. 

4.  Individual  Tolerance : 

This  depends  upon  congenital  or  acquired  tissue 


o£  Blood-Alcohol  Levels 

(brain)  susceptibility,  rate  of  absorption,  rate  of 
elimination,  age,  and  the  general  medical  condition 
of  the  subject.  Individuals  in  ill  health,  mentally 
or  physically,  are  usually  more  profoundly  affected 
by  alcohol  than  those  in  a state  of  good  health. 

5.  Usual  Methods  of  Testing: 

Direct  determination  of  the  concentration  of  al- 
cohol in  the  blood  by  chemical  analysis  is  the  most 
reliable  practical  method.  Indirectly,  blood-alcohol 
levels  may  be  reasonably  well  determined  by  analysis 
of  the  expired  air  for  alcohol. 

6.  Synergisms : 

Subjects  taking  depressant  drugs  such  as  the  bar- 
biturates, morphine  and  chloral  hydrate  concomi- 
tantly with  alcohol  will  be  more  markedly  affected 
than  otherwise.  Such  drugs  should  be  used  with 
special  care  in  the  presence  of  alcohol. 

7.  Signs  and  Symptoms: 

Alcohol  brings  about  a release  from  the  usual 
restraints  and  inhibitions.  As  a result  there  is  the 
appearance,  initially  at  least,  of  stimulation.  Ac- 
tually, this  is  a pseudo-type  of  stimulation.  Depend- 
ing on  the  amount  taken,  there  is  a sense  of  security, 
feeling  of  being  a “superman”,  a nothing-matters- 
plenty-of-time  attitude,  hilariousness  and  boisterous- 
ness. Judgment,  reflexes,  vision,  mental  efficiency 
and  muscle  coordination  suffer.  There  is  analgesia, 
mental  confusion,  slow  and  sluggish  thinking,  de- 
creased efficiency  in  responding  to  emergency  situa- 
tions and  inability  to  perform  simple  tasks  with 
usual  speed  and  accuracy. 

8.  Interpretation  of  Blood-Alcohol  Values  (largely 
from  National  Safety  Council  Memo  No.  29) : 
Less  than  0.05%  = prima  facie  evidence  that 

the  subject  is  not  under  the  influence  of  alcohol. 
0.05%-0.1S%  = corroborative  evidence  to  be 
considered  with  outward  physical  symptoms. 
In  general,  the  nearer  the  level  of  0.15%  is 
approached,  the  more  likely  the  subject  is  of 
being  under  the  influence  of  alcohol. 

0.15%  and  above  = prima  facie  evidence  that 
the  subject  is  under  the  influence  of  alcohol 
insofar  as  the  operation  of  a motor  vehicle 
is  concerned. 

0.25%  and  above  = the  subject  is  markedly 
intoxicated. 
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0.40%  and  above  = comatose  levels  of  alcohol 
which  may  lead  to  death. 

9.  Approximation  of  Alcoholic  Beverages  to  Reach 
Given  Blood-Level: 

A 12  oz.  bottle  of  beer  (4%)  contains  approxi- 
mately the  same  alcohol  content  as  1 oz.  of  whisky 
(100  proof).  For  an  average  160  lb.  individual* 
tested  within  30-45  minutes  after  drinking;  a min- 
imum of : 


2 oz.  whisky  = 0.05%  alcohol  in  blood 
4 oz.  whisky  = 0.10%  alcohol  in  blood 
6 oz.  whisky  = 0.15%  alcohol  in  blood 
8 oz.  (%  pint)  = 0.20%  alcohol  in  blood 

•Other  things  being  equal  the  greater  the  body  weight 
the  larger  (in  rough  proportion)  must  be  the  alcohol  in- 
take to  achieve  an  equal  alcohol  value. 

Contributed  by;  Sidney  Kaye,  B.S.,  M.Sc.,  Toxicologist, 
Office  of  Chief  Medical  Examiner,  and  Harvey  B.  Haag, 
M.D.,  Professor  of  Pharmacology,  Medical  College  of 
Virginia. 


WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 

President Mrs.  Kalford  W.  Howard,  Portsmouth 


Southwestern  Auxiliary. 

The  fall  meeting  of  the  Woman’s  Auxiliary  to  the 
Southwestern  Virginia  Medical  Society  met  at  Maple 
Shade  Inn,  Pulaski,  September  17,  with  Mrs.  James 
P.  King  of  Radford,  presiding.  Twenty-seven  mem- 
bers were  present.  Mrs.  D.  S.  Divers  welcomed  the 
members  to  Pulaski. 

Increased  membership,  nurse  recruitment  and  pub- 
lic relations  were  again  stressed  in  the  business  ses- 
sion. Each  member  was  asked  to  list  her  activities 
in  clubs  and  organizations. 

Delegates  appointed  to  the  Auxiliary  of  the  Med- 
ical Society  of  Virginia  for  the  October  meeting  in 
Roanoke  were:  Mrs.  Joseph  Coates,  Galax;  Mrs.  T. 
E.  Painter,  Radford;  Mrs.  C.  F.  Manges,  Blacks- 
burg; and  Mrs.  Richard  Potter,  Marion. 

The  follow’ing  officers  were  elected  and  installed: 
president,  iSIrs.  C.  C.  Hatfield,  Saltville;  president- 
elect, Mrs.  M.  C.  Newton,  Narrows;  vice-president, 
Mrs.  F.  C.  Bedsaul,  Floyd;  secretary,  Mrs.  R.  L. 
Hillman,  Emory;  corresponding  secretary,  Mrs.  P. 
VV.  Cowherd,  Saltville;  and  treasurer,  Mrs.  James 
Chitwood,  Pulaski. 

The  members  were  entertained  by  the  Pulaski 
ladies,  and  a banquet  followed  with  the  members 
of  the  Southwestern  Virginia  Medical  Society. 


Resolutions  for  the  Late  Mrs.  L.  Benjamin 

Sheppard. 

With  feelings  of  deepest  regret  the  Woman’s  Aux- 
iliary to  the  Richmond  Academy  of  Medicine  must 
record  the  passing  of  one  of  its  most  distinguished 
members,  our  beloved  and  respected  associate,  Mrs. 
L.  Benjamin  Sheppard,  who  died  on  July  8,  1953. 

Because  we  realize  the  fullest  extent  the  benefits 
which  our  Auxiliary  and  the  entire  community  have 
derived  from  the  work  of  this  public  spirited  woman, 
and  because  of  the  warm  personal  feeling  inspired 
in  our  hearts  by  her  kindly  unselfish  life;  be  it 

Resolved,  That  we  inscribe  upon  our  records  this 
tribute  to  her  memory,  that  future  generations  may 
know  and  appreciate  her  splendid  Christian  char- 
acter, her  many  benevolent  deeds,  and  the  respect  and 
esteem  in  which  she  was  held;  and 

Resolved,  That  a copy  of  these  resolutions  be 
transmitted  to  the  family  of  our  deceased  associate, 
together  with  the  assurance  of  our  sincerest  sympathy. 
May  our  Heavenly  Father  console  them  in  their  sor- 
row and  may  these  words  of  appreciation  and  high 
regard  be  a solace  in  the  years  to  come. 

(Mrs.  Hawes)  Ellie  C.  Campbell 
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PUBLIC  HEALTH 

Mack  I.  Shanholtz,  M.D. 
State  Health  Commissioner  of  Virginia 


Brucellosis. 

Brucellosis  must  be  included  in  differential  diag- 
nostic problems.  Physicians  have  gradually  become 
aware  that  many  patients  suffering  from  a disease 
resembling  typhoid,  malaria  or  tuberculosis  may  ac- 
tually have  Brucella  infection.  The  symptoms  of 
acute  brucellosis  are  more  suggestive  than  those  of 
the  chronic  form  and  the  diagnosis  is  more  readily 
made.  However,  a high  index  of  suspicion  of  bru- 
cellosis on  the  part  of  the  physician  is  most  helpful 
in  reaching  the  diagnosis. 

The  development  of  two  cases  of  brucellosis  at  one 
of  the  State  Farms  illustrates  both  the  possible  long 
incubation  period  and  the  delay  in  diagnosis  that 
may  occur.  Toward  the  latter  part  of  June  it  came 
to  the  attention  of  the  State  Health  Department  that 
agglutinations  by  the  sera  of  these  two  men  were 
positive  in  dilutions  through  1 :3200.  Both  were 
young  colored  males.  A visit  was  made  to  the  Farm 
in  question  and  it  was  found  that  a plan  for  control 
of  brucellosis  in  the  cattle  had  been  adopted  some 
time  ago  and  that  the  herd  had  been  tested  in  June, 
1952,  at  which  time  two  reactors  and  eight  suspects 
were  discovered.  The  reactors  were  slaughtered  and 
the  suspects  were  separated.  A re-test  was  made  in 
November  of  the  same  year  and  there  were  no  re- 
actors. Because  of  the  illness  of  these  two  men  the 
herd  was  again  tested  in  June,  1953,  though,  under 
Plan  A,  they  would  not  have  been  tested  until  No- 
vember. Two  suspects  were  found  in  the  beef  herd 
in  a titer  1 :50,  and  none  in  the  dairy  herd. 

Since  this  fairly  well  ruled  out  the  cattle  as  the 
source  of  infection,  inquiry  was  made  as  to  the  health 
of  the  swine.  It  was  learned  that  there  was  some 
illness  among  the  drove  at  that  time  which  was 
diagnosed  as  hog  cholera.  It  was  stated  that  both 
men  had  taken  part  in  slaughtering  the  hogs  during 
the  winter  months  and  had  been  the  men  who  did  the 
gutting.  Both  men  had  received  cuts  on  their  hands 
in  the  process.  No  history  of  sickness  prior  to  the 
onset  of  the  present  illness,  about  three  weeks  before, 
could  be  elicited.  Cultures  of  the  blood  of  these 
patients  yielded  organisms  that  were  identified  as 
Br.suis  and  confirmed  the  opinion  that  the  infection 
had  been  from  the  hogs. 


A few  weeks  ago  the  State  Laboratorj^  reported  a 
positive  agglutination  for  Br.abortus  by  the  serum 
from  the  blood  of  a patient  in  a dilution  1 :200.  In- 
quiry brought  out  the  fact  that  this  was  considered 
to  be  a clinical  case  of  brucellosis  and  that  for  two 
months  before  the  doctor  had  seen  him  he  had  been 
treated  for  influenza.  Two  other  people  on  the 
farm  decided  to  have  their  tests  made,  though  they 
were  feeling  fine,  and  both  were  positive  in  serum 
dilutions  1-240.  A reactor  was  found  in  the  herd 
and  the  cow  was  disposed  of. 

The  incubation  period  of  brucellosis  is  usually 
from  6 to  30  days,  commonly  14  days,  but  occa- 
sionally the  latent  period  between  the  time  of  en- 
trance of  the  organisms  into  the  body  and  the  ap- 
pearance of  symptoms  may  be  as  long  as  4 to  5 
months.  The  onset  may  be  abrupt  or  it  may  be 
insidious.  Weakness  is  a very  constant  symptom. 
In  over  half  the  cases  there  is  enlargement  of  the 
cervical  and  axillary  lymph  nodes.  The  spleen  is 
enlarged  in  approximately  one-third  of  the  cases. 
Pain  in  the  muscles  of  the  back  of  the  neck  is  a 
common  complaint.  There  is  loss  of  appetite,  ele- 
vation of  temperature  100  to  104  degrees,  irritability 
and  mental  depression.  Visual  disturbances  are  not 
uncommon. 

It  is  highly  important  to  reassure  the  patient  and 
to  encourage  him  as  to  his  ultimate  recovery.  Weak- 
ness is  a prominent  symptom  and  rest  is  necessary. 
The  use  of  aureomycin  in  treatment  has  given  ex- 
cellent results  and  it  is  not  necessary  to  hospitalize 
the  patients.  Aureomycin  in  a dose  of  0.5  gms  is 
given  orally  every  six  hours  for  ten  to  fourteen  days 
and  may  be  repeated  if  advisable.  Many  cases  re- 
spond favorably  with  only  one  course  of  treatment. 

Brucellosis  is  more  often  found  among  those 
handling  domestic  animals  that  serve  as  reservoir, 
such  as  cattle,  swine  and  goats,  or  their  carcasses. 
Less  frequently  it  occurs  as  the  result  of  taking 
into  the  body  milk  that  has  come  from  infected 
animals.  Elimination  of  the  disease  will  come  with 
its  eradication  among  animals  serving  as  a reservoir 
and  by  legislation  requiring  pasteurization  of  milk 
destined  for  human  consumption. 
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Monthly  Report  of  the  Bureau  of 


Communicable  Disease  Control 


Jan.- 

Jan.- 

Sept. 

Sept. 

Sept. 

Sept. 

1953 

1952 

1953 

1952 

Brucellosis 

10 

6 

48 

33 

Diphtheria 

7 

17 

63 

73 

Hepatitis 

199 

69 

1846 

552 

Measles 

44 

45 

4605 

15435 

Meningitis  (Meningococcic) 

1 11 

6 

155 

152 

Poliomyelitis 

141 

174 

597 

516 

Rocky  Mt.  Spotted  Fever 

6 

12 

56 

74 

Scarlet  Fever 

14 

12 

658 

559 

Tularemia 

1 

8 

23 

42 

Typhoid  & Paratyphoid 

13 

3 

62 

71 

Rabies  in  Animals 

20 

25 

348 

372 

BOOK  ANNOUNCEMENTS 


Fool’s  Haven.  By  C.  C.  CAWLEY.  House  of  Edin- 
boro,  Publishers,  Boston,  Mass.  1953.  210  pages. 
Cloth.  Price  $2.75. 

Living  With  A Disabiiity.  By  HOWARD  A.  RUSK, 
M.D.,  and  EUGENE  J.  TAYLOR.  In  Collabora- 
tion with  Muriel  Zimmerman,  O.T.R.  and  Julia  Jud- 
son,  M.S.  The  Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University-Bellevue 
Medical  Center.  The  Blakiston  Company,  Inc., 
Garden  City,  New  York.  1953.  207  pages.  Illustrated. 
Cloth.  Price  $3.50. 

New  and  Nonofficial  Remedies.  Containing  Descrip- 
tions of  the  Articles  which  Stand  Accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association  on  January  1,  1953.  Issued 
under  the  Direction  of  The  Council  on  Pharmacy 
and  Chemistry.  Philadelphia,  J.  B.  Lippincott 
Company.  1953.  xlviii-623  pages.  Cloth. 

May’s  Manual  of  the  Diseases  of  the  Eye,  For  Stu- 
dents and  General  Practitioners.  Twenty-First 
Edition  Revised  and  Edited  by  CHARLES  A.  PER- 
ERA,  M.D.,  Associate  Clinical  Professor,  College  of 
Physicians  and  Surgeons,  Columbia  University, 
New  York;  Attending  Ophthalmologist,  Presby- 
terian Hospital,  New  York.  Baltimore,  Williams 
& Wilkins  Company.  1953.  viii-512  pages.  With 
378  Illustrations,  Including  32  Plates,  with  93 
Colored  Figures.  Cloth.  Price  $6.00. 

Once  a scientific  book  reaches  21  editions  and  has 
been  translated  into  eight  different  languages,  with 
several  editions  in  each  one  of  them,  very  little  is 
left  for  any  reviewer  to  say  about  it,  because  the 
number  of  editions  speaks  for  itself.  However,  when 
this  is  the  book  wdth  which  the  reviewer  established 
his  first  contact  with  Ophthalmology  and  got  inter- 
ested in  this  field,  then  the  fact  of  reviewing  it  ob- 


tains a sentimental  value  and  is  like  a demonstration 
of  gratitude  for  the  author,  who  with  his  book  has 
attracted,  without  doubt,  many  physicians  all  over 
the  world  to  the  field  of  Ophthalmology. 

In  this  new  edition  the  main  purpose  of  the  book, 
to  make  it  useful  for  students  and  general  prac- 
titioners, has  been  fully  maintained.  The  first  3 
chapters  deal  with  the  examination  of  the  eye,  well 
brought  up  to  date. 

The  next  16  chapters  are  dealing  with  the  path- 
ological conditions  most  often  encountered  in  the 
different  ocular  structures,  with  a brief  mention  of 
some  of  the  less  common  affections.  A brief  ana- 
tomical review  introduces  each  new  ocular  structure. 
Problems  of  amblyopia,  refraction  and  ocular  mo- 
tility are  dealt  with  in  chapters  20-24.  The  last  two 
chapters  are  dedicated  to  Ocular  Therapeutics  and 
Ocular  Manifestations  of  General  Diseases.  An 
appendix  of  Ocular  requirements  for  admission  in 
the  Armed  Forces  constitutes  the  final  part  of  the 
book.  A very  excellent  index  makes  any  reference 
extremely  easy. 

25  of  the  old  colored  plates  have  been  replaced 
by  new  ones  and  we  hope  that  the  next  edition  will 
bring  a replacement  also  of  the  few  old  plates  which 
are  still  left  in  this  edition. 

The  treatment  with  antibiotics,  especially  with 
Chloromycetin,  the  ocular  application  of  Cortisone 
and  ACTH  could  be  emphasized  more,  at  the  ex- 
pense of  some  of  the  older  therapeutic  measures  not 
any  more  in  general  use.  The  chapter  on  treatment 
of  cataracts  lacks  a mention  of  the  new  operation 
of  introduction  of  an  acrylic  lens  into  the  eye,  which 
seems  to  become  more  popular  among  ophthalmolo- 
gists the  world  over.  But  all  these  are  minor  defects, 
due  probably  to  the  fact  that  Ophthalmology,  like 
any  other  field  in  Medicine  is  growing  so  fast,  that 
it  is  difficult  to  introduce  every  new  idea  or  treat- 
ment in  a book. 

Following  all  the  reviewers  of  this  book,  for  the 
past  53  years,  we  very  heartily  recommend  this  book 
to  all,  students,  general  practitioners  and  ophthal- 
mologists, for  whom  to  read  again  this  old,  familiar 
book,  will  be  very  delightful. 


W.M. 
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EDITORIAL 


Our  New  President — Dr.  Archer 

The  Medical  Society  of  Virginia  is  indeed  fortunate  in  having  Dr.  Vincent  W. 
Archer  as  its  next  President. 

Dr.  Archer  was  born  August  3,  1895,  at  Berwyn,  Illinois.  He  married  Miss  Kate 
Eleazer,  a very  charming  South  Carolinian.  They  have  two  children,  Vincent  W. 
Archer,  Jr.,  and  Mrs.  W.  W.  Clegg.  The  grandchildren  are  Vincent  W.  Archer,  III,  and 
W.  W.  Clegg,  II. 


VINCENT  W.  ARCHER,  M.  D.. 
President,  The  Medical  Society  of  Virginia 


Dr.  Archer  attended  Guilford  and  Davidson  Colleges  and  received  his  B.  S.  from  the 
University  of  Virginia  in  1920.  He  was  graduated  from  the  Medical  Department  of 
the  Universit}'  in  1923,  and  was  a Diplomate  of  The  American  Board  of  Radiology, 
Founders  Group,  in  1924.  He  has  contributed  much  to  medical  science  and  has  received 
many  honors: 

Head  of  Department  of  Roentgenology,  University  of  Virginia  since  1924 

Ex-Councilor  and  Chairman,  Council  Southern  Medical  Association 

Ex-Chancellor  and  Chairman  three  years.  Board  of  Chancellors,  American  College  of 
Radiology 

Ex-President,  Virginia  Radiological  Society,  Albemarle  County  Medical  Society, 
Piedmont  Medical  Society 

Judge  Scientific  Exhibits  American  Medical  Association  two  years,  one  as  Chairman 
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Co-Founder  and  Ex-Chairman  of  Board,  Virginia  Medical  Service  Association 
Ex-Chairman  Executive  Council,  American  Roentgen  Ray  Society 
President-Elect  and  Ex-Councilor,  The  Medical  Society  of  Virginia 
President,  University  of  Virginia  Medical  Alumni  Association 
Delegate,  House  of  Delegates,  American  Medical  Association 
Member,  American  Medical  Association  Committee  on  Federal  Medical  Services 
Executive  Committee,  Virginia  Council  Health  and  Medical  Care 
Honorary  Member:  British  Institute  of  Radiology;  Texas  Radiological  Society; 
St.  Louis  Academy  of  Medicine;  Panama  Radiological  Society;  Detroit  Radiological 
Society 

Author:  Book  “The  Osseous  System”  and  about  35  medical  papers;  Bronze  Medical 
American  Medical  Association  1930;  Certificate  of  Merit  American  Medical  Associa- 
tion 1930;  Silver  Medal  American  Roentgen  Ray,  1949;  First  Award,  Southern  Medical 
Association  and  The  Medical  Society  of  Virginia,  1949 
Inventor:  Lead  Glass  Fabric  for  fluoroscopic  gowns 

Membership  in  Honorary  Societies:  Phi  Beta  Kappa,  A.O.A.  Sigma  Xi,  Raven 
Dr.  Archer  is  a fine  man  and  an  outstanding  Radiologist.  He  has  been  particularly 
interested  in  the  welfare  of  The  Medical  Society  of  Virginia  for  years,  and  all  of  us 
who  know  him  and  his  work,  feel  sure  he  will  make  an  excellent  president. 

F.M.H. 


Alexander  Gustavus  Brown,  Jr.,  M.  D.,  A.  B. 

Dr.  Alexander  Gustavus  Brown,  Jr.,  who  died  September  16,  1953,  after  a brief 
illness,  was  born  August  31,  1873,  in  Ashland,  Virginia. 

He  was  the  son  of  Alexander  Gustavus  Brown  and  Frances  Cooksey  Brown.  His  father 
was  secretarv  of  Randolph-Macon  College  for  a long  time  and  likewise  treasurer  of  the 
Methodist  Conference  until  his  death. 

Dr.  Brown  received  his  preliminary  education  at  the  Public  Schools  in  Richmond, 
Danville  and  Norfolk,  Virginia,  and  was  graduated  with  the  degree  of  Bachelor  of 
Arts  from  Randolph-Macon  College.  From  there  he  entered  the  University  College 
of  Medicine,  where  he  graduated  in  1898.  He  served  one  year  as  interne  at  the  Rich- 
mond City  Hospital,  after  which  he  engaged  in  the  practice  of  medicine  in  Richmond. 

He  was  married  December  11,  1901,  to  Miss  Kate  Marion  Upshur,  by  the  Reverend 
Dr.  Smith,  rector  of  St.  Margaret  Church,  Washington,  D.  C. 

He  was  Professor  of  Practice  of  Medicine  at  the  University  College  of  Medicine 
until  it  merged  in  1913  with  the  Medical  College  of  Virginia,  where  he  was  elected 
Associate  Professor  of  IMedicine.  He  was  Editor  of  the  Virginia  IMedical  Monthly 
for  14  years,  after  which  he  resigned.  He  was  also  an  Honorary  Member  of  the 
Richmond  Academy  of  Medicine  and  the  Medical  Society  of  Virginia,  the  Southern 
IMedical  Association  and  the  Tri-State  Medical  Association.  He  served  with  the 
rank  of  Captain  in  the  Virginia  Militia  Artillery  as  a volunteer  in  1912  and  1914,  and 
also  served  on  the  Draft  Board  in  Richmond  in  World  War  I. 

He  was  a member  of  the  National  Board  of  Internal  Medicine.  He  served  as  Presi- 
dent of  Stuart  Circle  Hospital,  and  was  a member  of  the  Staff  of  Internal  Medicine. 
He  belonged  to  two  fraternities.  Phi  Kappa  Sigma  and  Pi  Mu,  later  absorbed  by  Phi 
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Chi  medical  fraternity.  He  was  Past  Master  of  the  Masonic  Dove  Lodge  51.  He  was 
a Honorary  Governor  General  of  the  Society  of  Colonial  Wars,  and  a member  of  the 
Society  of  the  Cincinnati  in  the  State  of  Virginia.  He  was  a former  President  of  the 
Sons  of  the  Revolution  in  Virginia.  He  was  also  a member  of  the  Commonwealth 
Club  and  the  Country  Club  of  Virginia.  He  was  a Life  member  of  the  Virginia  His- 
torical Society  and  served  on  the  Executive  Committee  of  the  Society. 

He  was  a Life  member  of  the  Virginia  College  of  Physicians,  American  Medical 
Association,  The  Medical  Society  of  Virginia  and  the  Richmond  Academy  of  Medi- 
cine. He  was  a member  of  St.  James’  Episcopal  Church,  Richmond,  Virginia. 

One  of  his  intimate  friends  in  discussing  his  character  said,  he  had  one  attribute 
that  could  be  defined  by  one  word,  “Solvent”.  There  was  nothing  of  a gamble  about 
him  and  he  took  no  chances  on  anything,  but  always  had  the  means  to  carry  out  his 
desires.  This  seemed  to  be  true  of  his  practice  of  medicine,  in  his  religion,  and  in  his 
social  life.  This  sense  of  security  made  him  very  confident  and  added  to  his  ability. 

Dr.  Brown  was  an  outstanding  Internist  and  Consultant  for  many  years,  and  was 
greatly  beloved  by  both  the  members  of  his  profession  and  his  hosts  of  patients  and 
friends.  \'\’e  feel  that  in  his  death  we  have  suffered  a great  loss  and  a loving  person- 
ality long  to  be  remembered  by  all  who  knew  him. 

He  is  survived  by  his  widow,  Kate  Upshur  Brown,  one  daughter,  IMrs.  James  Massie, 
and  one  son.  Dr.  Alexander  G.  Brown,  III. 

Carrington  Williams,  M.D. 

Spotswood  Robins,  M.D. 

Paul  W.  Howle,  M.D.,  Chairman 


Public  Relations  Conference 

A combination  Public  Relations  and  Public  Information  Conference  will  be  pre- 
sented by  the  Public  Relations  Committee  of  the  Society  on  November  24  at  Richmond’s 
Hotel  John  Marshall. 

The  Conference  this  year  is  something  “special”  in  that  the  morning  portion  will 
be  devoted  exclusively  to  the  Woman’s  Auxiliary.  The  Committee  has  long  realized 
that  a strong,  active  Auxiliary  is  an  asset  to  the  Society — especially  as  a public  rela- 
tions medium. 

The  afternoon  portion  of  the  Conference  will  be  of  a public  information  nature  in 
which  the  problems  of  the  medically  indigent  and  the  chronically  ill  will  be  considered. 
Participating  wdll  be  representatives  from  the  League  of  Virginia  Counties,  Virginia 
Hospital  Association,  State  Health  Department,  State  Welfare  Department,  Virginia 
Council  on  Health  and  Medical  Care,  and  many  other  interested  groups. 

It  is  hoped  that  all  component  societies  will  be  well  represented. 
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SOCIETIES 


Southwestern  Virginia  Medical  Society. 

The  annual  Fall  meeting  of  the  Society  was  held 
at  Maple  Shade  Inn  in  Pulaski,  September  17,  with 
the  president.  Dr.  Frank  Farmer  of  Roanoke  pre- 
siding. Following  an  interesting  scientific  program, 
there  was  a short  business  session  at  which  delegates 
and  alternates  were  named  for  the  1954  meeting  of 
The  Medical  Society  of  Virginia  and  twelve  new 
members  were  admitted  to  the  society.  Officers  for 
the  coming  year  were  elected  as  follows:  President, 
Dr.  R.  C.  Potter,  Marion;  vice-president.  Dr.  C.  C. 
Hatfield,  Saltville;  and  Dr.  J.  L.  Chitwood  of  Pu- 
laski was  re-elected  secretary-treasurer.  Dr.  R.  H. 
Jones  of  Roanoke  was  elected  to  the  Executive  Coun- 
cil; and  Dr.  J.  P.  King,  Radford,  and  Dr.  F.  C. 
Bedsaul,  Floyd,  to  the  Judiciary  Committee  to  fill 
vacancies  caused  by  retirement  of  other  members. 

At  the  meeting  following  dinner.  Dr.  Susan  Dees 
of  Duke  University,  spoke  on  “Allergy  in  Pediatrics”, 
and  Dr.  Walter  B.  IMartin  of  Norfolk,  president-elect 
of  the  American  Medical  .Association,  gave  an  ad- 
dress. This  was  especially  appropriate  as  Pulaski 
was  Dr.  Martin’s  boyhood  home. 

The  Warwick-Newport  News  Medical  So- 
ciety. 

•At  the  meeting  of  the  Society  on  September  8, 
there  was  a short  business  meeting,  and  a discussion 
of  “Ladies  Night”  Dance  in  December,  and  plans 
for  the  course  in  Public  Relations  for  office  person- 
nel to  be  given  by  The  Medical  Society  of  Virginia. 

The  scientific  program  consisted  of  presentation 
of  a 41/2  year  old  colored  male  with  precocious  pu- 
berty. The  differential  diagnosis  was  discussed  by  Dr. 
!Monte  Binder  and  Dr.  A.  A.  Creecy,  followed  by  an 
open  discussion  from  the  floor. 

Dr.  O.  Watts  Booth  is  president  and  Dr.  W.  Ward 
Anderson,  Jr.,  secretarj^-treasurer. 

Lynchburg  Academy  of  Medicine. 

The  September  meeting  of  the  Academy  was  a 
dinner  meeting  on  September  14th.  Dr.  Lewis  G. 
Welt,  Associate  Professor  of  Medicine  at  Duke  Uni- 
versity spoke  on,  “The  Significance  of  Electrolyte 
Abnormalties  In  Congestive  Heart  Failure”. 

The  Academy  voted  to  conduct  a series  of  Medical 
Forum  programs  for  presentation  at  public  gatherings 
with  the  aid  of  the  Lynchburg  newspapers. 


•Applications  of  seven  doctors  for  membership  in 
the  .Academy  were  read  and  their  applications  filed 
for  the  year’s  waiting  period  required. 

Frank  N.  Buck,  Secretary 

Fourth  District  Medical  Society. 

Dr.  Edith  Miller,  Petersburg,  presided  at  the 
meeting  of  this  society  in  Chase  City,  September  15, 
held  at  the  Mecklenburg  Country  Club.  An  inter- 
esting scientific  program  was  presented  at  the  2:30 
session,  followed  by  a short  business  meeting.  A 
cocktail  party  and  dinner  followed. 

Richmond  Academy  of  Medicine. 

Dr.  C.  L.  Outland  presided  at  the  meetings  of  the 
•Academy  on  September  22  and  October  13.  At  the 
first,  papers  were  presented  by  Dr.  William  A.  Johns 
on  Localized  Pulmonary  Hypertrophic  Emphysema, 
and  by  Dr.  E.  L.  Kendig,  Jr.,  on  Tuberculosis  in  the 
Very  Young. 

On  October  13,  The  Purpose  and  Functions  of  the 
Virginia  Council  on  Health  and  Medical  Care  were 
explained  by  Edgar  J.  Fisher,  Director,  and  Dr. 
William  H.  Harris,  Jr.,  spoke  on  Mercuhydrin  Sen- 
sitivity. 

Fairfax  County  Medical  Society. 

The  meeting  on  October  6 was  held  at  the  home 
of  Dr.  J.  D.  Zylman  in  Arlington,  the  new  officers 
presiding  at  the  meeting.  Final  plans  for  the  dinner 
dance  w'ere  announced.  Dr.  Claude  Cooper  of  An- 
nandale  is  president,  and  Dr.  Robert  Hunt  of  Falls 
Church  secretary. 

Virginia  Peninsula  Academy  of  Medicine. 

At  the  meeting  on  September  16,  at  James  River 
Country  Club,  there  was  a social  hour  starting  at 
6 o’clock  with  dinner  being  served  afterwards.  At 
the  meeting  which  followed,  the  speaker  of  the  eve- 
ning was  Dr.  Louis  H.  Clerf,  professor  of  Laryngology 
and  Broncho-Esophagology  at  Jefferson  Medical  Col- 
lege, Philadelphia.  Guests  at  the  meeting  also  in- 
cluded Dr.  G.  Slaughter  Fitz-Hugh  of  the  University 
of  Virginia  and  Dr.  Porter  P.  Vinson  of  the  Medical 
College  of  Virginia. 

Dr.  Chester  D.  Bradley  is  president  of  the  Society 
and  Dr.  W.  T.  Watkins,  Jr.,  secretary-treasurer. 
Both  are  of  Newport  News. 
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News  from  the  State  Health  Department. 

Dr.  Charles  M.  Wylie,  former  Director  of  the 
Botetourt-Buena  Vista-Lexington-Rockbridge  Health 
District,  has  been  appointed  Acting  Director  of  the 
Fauquier-Prince  William-Rappahannock  Health 
District,  effective  October  1.  The  position  vacated 
by  Doctor  Wylie  has  been  filled  by  Dr.  James  H. 
Fagan,  of  Hancock,  New  York. 

Dr.  L.  W.  Frame,  formerly  of  Huntington,  West 
Virginia,  was  appointed  Director  of  the  Giles-Mont- 
gomery-Radford  Health  District,  effective  August 
16, 1953. 

Dr.  W.  A.  Werner,  Director  of  the  Lee-Scott 
Health  District,  is  on  a nine  month  educational  leave. 
Dr.  Werner  is  attending  the  University  of  Michigan 
School  of  Public  Health  at  Ann  Arbor,  Michigan. 

Dr.  Ware  Honored. 

Dr.  H.  Hudnall  Ware,  Jr.,  head  of  the  department 
of  obstetrics  at  the  Medical  College  of  Virginia, 
Richmond,  was  honored  on  September  the  18th  by  a 
group  of  his  former  students  on  the  twenty-fifth  an- 
niversary of  his  joining  the  College  staff.  A dinner 
was  tendered  Dr.  and  Mrs.  Ware  by  a number  of 
the  former  students  and  their  wives  at  which  time 
a scholarship  and  student  loan  fund  was  announced 
in  his  honor. 

Dr.  Arnold  F.  Strauss, 

Pathologist  of  De  Paul  Hospital,  Norfolk,  was 
honored  during  his  recent  visit  to  Peru  by  being 
made  a corresponding  member  of  the  Peruvian 
Society  for  Pathology.  While  in  Lima,  Dr.  Strauss 
was  invited  to  a conference  at  the  Andean  Institute 
for  Biology  and  spoke  before  the  Peruvian  Society 
for  Pathology  about  his  research  on  red  cell  destruc- 
tion by  fragmentation  and  the  role  of  the  coronary 
circulation  in  this  process.  He  also  worked  on  the 
same  problem  with  Dr.  Jorge  Campos  of  the  Peru- 
vian National  Cancer  Institute. 

The  two  physicians  will  continue  this  work  by 
an  exchange  of  specimens  and  correspondence  to- 
gether with  Dr.  Ruprecht  Witzmann,  Pathologist 
in  La  Oroya,  Peru,  the  highest  town  in  the  world 
where  autopsies  are  performed.  High  altitude  leads 
to  more  rapid  formation  and  destruction  of  the  blood 
and  provides  favorable  conditions  for  such  studies. 

Dr.  Strauss  has  resumed  his  duties  as  director  of 


the  Pathology  department  and  Laboratories  of  De 
Paul  Hospital,  Norfolk,  a post  he  has  held  since 
1936. 

Transfers  in  Veterans  Administration  Staffs. 

Dr.  Jack  B.  Porterfield,  formerly  with  the  Vir- 
ginia State  Health  Department,  now  with  the  Vet- 
erans Administration,  was  transferred  the  middle 
of  September  from  McGuire  VA  where  he  was  on 
temporary  duty,  to  the  Kecoughtan  VA  Hospital, 
where  he  will  be  chief  of  the  Physical  Medicine 
Rehabilitation  Service.  At  the  same  time.  Dr.  Lewel- 
lyn  H.  King  transferred  from  Kecoughtan  to  become 
a member  of  the  McGuire  Physical  Medicine  Re- 
habilitation Service  in  Richmond. 

The  Conference  on  Gastroenterology 

Will  be  held  in  the  Medical  School  Auditorium  of 
the  University  of  Virginia  on  Friday,  November  20. 
There  will  be  Round  Table  discussions  with  Question 
and  Answer  Panels  on  The  Ulcer  Problem,  Gall 
Bladder  Disease,  Benign  and  Malignant  Growths  of 
the  G.I.  Tract,  and  the  Problem  Presented  by  Diar- 
rhea. Guest  speakers  from  out  of  the  State  will  be 
Dr.  Franz  Inglefinger  of  the  Boston  University  Med- 
ical School,  and  Dr.  Cranston  W.  Holman  of  Cor- 
nell Medical  College. 

These  postgraduate  conferences  are  offered  by  the 
University  of  Virginia  for  the  practicing  physicians 
of  the  State.  No  tuition  fees  are  charged  and  all 
Virginia  physicians  are  welcome. 

The  Association  of  Military  Surgeons  of  the 
U.S. 

Is  to  hold  its  next  annual  meeting  at  the  Statler 
Hotel  in  Washington,  D.  C.,  November  9,  10  and 
11.  Rear  Adm.  Winchell  McK.  Craig  (ISIC),  URNR 
of  Rochester,  Minn.,  is  this  year’s  president.  An 
outstanding  scientific  and  professional  program  is 
scheduled,  including  exhibits  and  social  events.  .\11 
members  of  the  medical,  dental,  nursing,  pharmacy 
and  allied  science  professions  are  invited  to  attend. 

New  Tuberculosis  Sanatorium  for  Negroes. 

Ground  was  broken  recently  for  this  unit  in  Rich- 
mond on  the  north  side  of  Marshall  Street  and  east  of 
Thirteenth,  near  the  Medical  College  of  Virginia. 
This  is  being  built  as  a joint  project  of  the  College 
and  the  State  Department  of  Health. 
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Armed  Forces  Institute  of  Pathology. 

The  cornerstone  was  laid  of  the  Armed  Forces 
Institute  of  Pathology  at  the  Walter  Reed  Army 
Medical  Center  in  Washington,  D.C.,  October  the 
20th.  Appropriate  exercises  were  held  with  music 
by  the  Marine  Corps  Band.  The  address  was  given 
by  Honorable  Melvin  A.  Casberg,  M.D.,  Assistant 
Secretary  of  Defense. 

Board  of  Visitors,  Medical  College  of  Vir- 
ginia. 

Three  new  appointees  to  the  Board  of  Visitors  of 
the  College  are  Drs.  J.  D.  Hagood,  Clover,  Miss 
Nora  Spencer  Hamner,  Richmond,  and  R.  F.  Burke 
Steele  of  Petersburg.  They  replace  three  who  are 
ineligible  for  re-appointment. 

The  Virginia  Society  of  Ophthalmology  and 

Otolaryngology 

Will  hold  its  Fall  Clinical  session  in  Richmond, 
November  30  and  December  1,  2 and  3.  The  first 
two  days  will  be  devoted  to  Otolaryngology  and  the 
second  two  days  to  Ophthalmolog}\  This  meeting 
is  open  to  all  interested  specialists  in  the  United 
States.  For  information,  address  Dr.  P.  N.  Pastore, 
Box  25,  1200  East  Broad  Street,  Richmond  19,  Vir- 
ginia. 

Duke  Medical  Symposium. 

Duke  University  School  of  Medicine  at  Durham, 
N.  C.,  invites  physicians  of  North  and  South  Caro- 
lina, Virginia  and  neighboring  counties  in  Tennessee 
to  attend  the  Medical  Symposium  to  be  held  on  the 
Duke  campus,  December  1 and  2.  The  general  sub- 
ject to  be  discussed  will  be  “Psychiatry  for  the  Non- 
Psychiatrist”.  The  speakers  will  be  doctors  familiar 
with  the  problems  of  non-psychiatric  physicians  in 
the  community. 

Crippled  Children’s  Hospital. 

Attention  is  called  to  Donation  Day,  Tuesday, 
November  24,  for  Crippled  Children’s  Hospital, 
Richmond.  This  hospital  does  not  participate  in 
the  income  from  the  Richmond  Area  Community 
Chest  or  from  the  sale  of  seals  and  is  dependent 
largely  upon  free-will  offerings.  Each  year  they  treat 
and  care  for  over  400  children  absolutely  free  of 
charge,  who  otherwise  would  have  remained  handi- 
capped for  life.  Make  your  check  payable  to  Crippled 
Children’s  Hospital,  Inc.,  2924  Brook  Road,  Rich- 
mond, Va. 


Dr.  George  Kirby  Brooks,  Jr., 

Announces  the  opening  of  his  office  for  the  prac- 
tice of  psychiatry  in  the  Lee  Medical  Building,  Rich- 
mond. 

Clinical  Session,  American  Medical  Asso- 
ciation. 

The  seventh  annual  Clinical  Session  of  the  Amer- 
ican Medical  Association  will  be  in  St.  Louis,  De- 
cember 1-4.  More  than  3,500  physicians  are  ex- 
pected and  a program  has  been  designed  to  give  the 
general  practitioner  an  opportunity  to  see  and  hear 
the  latest  developments  in  medicine.  More  than  150 
papers  by  outstanding  physicians  will  cover  such 
topics  as  internal  medicine,  surgery,  pediatrics,  ob- 
stetrics and  gynecology,  tuberculosis  and  other  dis- 
eases of  the  chest,  cardio-vascular  diseases,  arthritis, 
dermatology,  gastrointestinal  diseases  and  neuropsy- 
chiatry. 

One  outstanding  feature  will  be  an  exhibit  sym- 
posium on  the  prevention  of  traffic  accidents.  This 
will  include  discussion  of  the  responsibilities  of  the 
physician  in  telling  his  patient  when  not  to  drive 
and  what  other  precautions  the  physician  should 
take  in  such  special  situations  as  the  testing  of  the 
drinking  driver  and  the  care  of  the  injured  after  an 
accident.  Physicians  and  representatives  from  the 
National  Safety  Council  and  several  police  depart- 
ments will  participate  in  the  symposium. 

All  scientific  activities  will  be  held  in  the  Kiel 
Auditorium,  where  there  are  ample  facilities  for  the 
lecture  program.  The  Scientific  Exhibit  of  about 
80  displays  will  be  correlated  as  far  as  possible  with 
the  clinical  presentations.  The  Technical  E.xposi- 
tion  will  consist  of  about  160  exhibits  covering  all 
types  of  office  and  medical  practice  needs. 

The  House  of  Delegates  will  meet  in  the  Jefferson 
Hotel.  Every  physician  should  make  an  effort  to 
attend  one  or  more  of  these  sessions. 

Wanted 

1.  A physician. for  contract  practice  in  coal  camp; 

2.  A physician  for  private  hospital,  preferably  in- 
ternal medicine.  Address  Dr.  W.  C.  Elliott,  Leb- 
anon General  Hospital,  Lebanon,  Va.  {Adv.) 

Wanted 

Physician  for  the  Staff  of  the  Dejarnette  State 
Sanatorium,  Staunton,  Virginia.  This  is  a psy- 
chiatric hospital  of  approximately  180-bed  capacity. 
Starting  salary  $8,400.00  to  $8,784.00.  Apply  to 
the  Superintendent.  {Adv.) 
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OBITUARIES 


Dr.  J.  Edward  Payne 

Died  at  Arlington  Hospital  on  July  27,  1953,  of 
an  intrapercardial  hemorrhage.  He  was  born  at 
Lumberport,  West  Virginia,  June  28,  1898. 

Dr.  Payne  was  graduated  from  West  Virginia 
University  in  1917,  where  he  was  a member  of  the 
Reserve  Officers’  Training  Corps.  In  1921  he  grad- 
uated from  the  University  of  Maryland  with  the 
degree  of  Doctor  of  Medicine. 

He  was  engaged  in  general  practice  in  Clarksburg, 
West  Virginia,  for  eight  years  and  then  moved  to 
Arlington,  Virginia,  where  he  was  in  practice  until 
his  death.  In  1951  he  gave  up  general  practice  to 
enter  Harvard  Medical  School  and  later  the  Mayo 
Clinic  to  study  cardiology’.  He  returned  to  Arlington 
to  specialize  in  this  field,  and  organized  the  Arling- 
ton-Fairfax  Heart  Association.  At  the  time  of  his 
death  he  was  a Director  of  the  Virginia  Heart  As- 
sociation. During  his  medical  practice  in  Arlington 
he  served  as  President  of  the  Arlington  County  Med- 
ical Society,  Chief-of-Staff  of  the  Arlington  Hospital 
and  cardiac  consultant  to  the  local  draft  board. 

Dr.  Payne  was  a member  of  the  Clarendon  Meth- 
odist Church,  Sons  of  the  American  Revolution, 
Masonic  Lodge,  Kiwanis  Club  and  various  other 
civic  organizations.  He  was  a Fellow  of  the  Amer- 
ican Medical  Association,  the  medical  societies  of 
Virginia,  District  of  Columbia  and  Arlington  Coun- 
ty, and  a member  of  the  staffs  of  Georgetown,  George 
Washington,  Garfield,  Alexandria  and  Doctors’  Hos- 
pitals. 

Dr.  Payne’s  warm  personality  and  keen  interest 
in  civic  and  medical  affairs  made  him  not  only  an 
outstanding  member  of  his  profession,  but  a beloved 
member  of  the  community. 

R.  C.  Hood,  M.D. 

H.  Clark  Bates,  Jr.,  M.D. 

John  H.  Judson,  M.D. 

Lloyd  B.  Burk,  Jr.,  M.D. 

Robert  L.  Norment 

Dr.  Oscar  Lee  Ransey, 

Perhaps  the  oldest  of  the  physicians  of  Pittsyl- 
vania County,  living  at  Gretna,  died  in  the  hospital 
October  1 , after  a long  illness.  He  was  eighty  years 
of  age  and  a graduate  of  the  former  University  Col- 
lege of  Medicine,  Richmond,  in  1905.  The  greater 
part  of  his  life  was  spent  at  Gretna  where  he  had 
taken  a prominent  part  in  the  activities  of  the 


county.  He  held  a 50-year  Masonic  pin  as  a mem- 
ber of  Anderson  Lodge,  A.M.  & F.M.  and  had  been 
a member  of  The  Medical  Society  of  Virginia  since 
shortly  after  his  graduation  in  medicine.  His  wife 
and  several  children  survive  him. 

Dr.  George  Madison  Maxwell,  Sr., 

Prominent  eye,  ear,  nose  and  throat  specialist  of 
Roanoke  for  forty-six  years,  died  September  the  24th 
at  the  Veterans  Hospital  in  that  city.  He  had  been 
hospitalized  since  last  October  as  the  result  of  a 
fall  in  which  he  received  a spinal  injury.  He  was 
seventy-seven  years  of  age  and  had  graduated  at  the 
North  Carolina  Medical  College  in  1901  and  in 
1906  at  the  Jefferson  Medical  College  in  Philadel- 
phia. He  was  a member  of  several  special  and  other 
medical  societies  and  had  been  a member  of  The 
Medical  Society  of  Virginia  since  shortly  after  lo- 
cating in  Roanoke  in  1907.  His  wife  and  several 
children  survive  him. 

Dr.  A.  Henry  Dunn, 

Recently  of  Petersburg,  Va.  died  August  4,  in  Los 
Angeles,  California,  to  which  place  he  had  recently 
moved.  Death  was  due  to  a coronary  occlusion.  He 
was  born  in  Philadelphia  in  1884  and  graduated 
from  the  Medico-Chirurgical  College  there,  in  1906. 
His  wife  survives  him. 

Dr.  William  L.  Early 

Of  Wolftown,  died  September  25  at  the  age  of 
seventy-six.  He  graduated  in  medicine  at  the  Med- 
ical College  of  Virginia  in  1898  and  had  served  his 
community  for  fifty-four  years  as  a general  prac- 
titioner. He  was  also  a farmer  and  at  the  time  of 
his  death  was  a member  of  the  Madison  County 
Democratic  Committee  and  had  taken  an  active  part 
in  the  activities  of  his  section.  He  is  survived  by 
his  wife  and  two  children. 

Dr.  Robert  J.  Wilkinson, 

Prominent  surgeon  of  Huntington,  West  Virginia, 
died  September  14  in  the  C.  & O.  Hospital  there, 
where  he  had  been  surgeon-in-charge  since  1915.  He 
was  sixty-five  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1912.  He  was  last 
year’s  president  of  the  Southern  Medical  Associa- 
tion and  was  also  a former  president  of  the  West 
Virginia  State  Medical  Association.  He  was  always 
interested  in  the  Alumni  Association  of  his  alma 
mater  and  was  recently  president  of  that  Association. 
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of  Virginia,  and  as  president  of  the  Richmond  Board 
of  Health,  he  pursued  with  ardor  the  study  and  writing 
of  medical  history,  to  which  he  made  many  worthwhile 
contributions.  His  modesty,  friendliness  and  integrity 
endeared  him  to  many. 
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GUEST  EDITORIAL 


The  Changing  Picture  in  Pulmonary  Tuberculosis 

For  the  first  time  total  eradication  of  tuberculosis  as  a serious  j)uldic  health  problem 
looms  as  a truly  feasible  goal  in  this  country,  due  to  (1)  the  tremendous  reduction 
in  mortality  that  has  taken  i)lace  since  the  turn  of  the  century — the  present  rate  being 
less  than  20%  that  of  1900,  (2)  successful  application  to  tuberculosis  of  daringly 
ingenious  surgical  techniques  for  removal  of  the  whole  or  portions  of  one  lung,  (3) 
discovery  of  specific  anti-tuberculosis  drugs  of  jjroven  worth,  when  used  alone  (in 
conjunction  with  systemic  rest),  or  to  expand  the  range  of  usefulness  of  all  types  of  chest 
surgery,  (4)  the  technical  triumph  of  micro-film  which  has  made  ])ractical  industry- 
and  community-wide  chest  x-ray  screening,  (5)  modern  facilities  of  communication 
and  education  by  which  all  segments  of  the  j>opulation  can  be  reached  (Radio,  T^’,  etc.), 
(6)  ever  increasing  improvements  in  standards  of  living. 

Add  to  these  in  Virginia,  the  prospect  of  gradual  attainment  of  enough  sanatorium 
and  surgical  beds  to  care  for  all  of  those  in  need,  and  the  j)rompt  establishment  of 
Regional  Chest  Clinics  throughout  the  State  to  implement  participation  of  the  General 
I'ractitioner  and  Internist  in  our  program,  and  it  will  be  appreciated  that  the  means 
are  now,  or  soon  will  be,  at  liand  to  deliver  a final  coup-de-grace  to  one  of  the  greatest 
scourges  ever  to  afflict  mankind. 

The  problem  is  how  best  to  integrate,  and  at  the  same  time  deploy  effectively,  all 
these  powerful  instruments  for  good  so  that  both  newly  acquired  weapons  and  aug- 
mented personnel  will  contribute  to  the  fullest  possible  extent  toward  maximum  ac- 
celeration of  program. 

Naturally  sudden  additions  to  basic  tactical  weapons  require  the  prompt  setting  up 
of  methods  to  evaluate  the  intrinsic  worth  of  each,  together  with  a study  of  the  res]>ective 
roles  each  may  be  expected  to  play  in  relation  to  the  total  program. 

Only  time  will  tell  the  exact  place  of  surgery;  it  will  be  an  important  one.  Long 
term  results  of  new  excisional  procedures,  particularly,  have  yet  to  be  evaluated.  In 
the  meantime  surgeons  will  continue  to  advise  to  the  best  of  their  abilit}'  in  the  light 
of  j)resent  knowledge. 

Many  studies  are  currently  under  way  to  determine  how  the  specific  medicinal  aids 
can  be  used  to  the  best  advantage  for  lasting  results,  both  with  and  without  surgery. 
Meanwhile  tuberculosis  specialists  and  physicians  generally,  will  prescribe  drugs  in 
ways  not  known  to  be  detrimental  to  fundamental  objectives  of  “control”  and  of  cure, 
respectively. 

Fortunately,  the  current  general  resurgence  of  interest  in  tuberculosis,  unquestionably 
stimulated  as  it  has  been  liy  potentialities  of  modern  therapy  and  the  newly  achieved 
feasibility  of  completely  wiping  out  the  disease  as  a serious  public  health  problem 
within  the  foreseeable  future,  carries  in  its  wake  a real  incentive  to  re-examine  long 
established  practices — to  make  sure  that  these  will  accelerate — rather  than  retard — 
the  forward  movement.  Some  well  known  theraiJeutic  practices  upon  reappraisal,  may 
possibly  be  destined  for  elimination,  others  assigned  to  new  roles,  while  those  that 
stand  up  favoralfly  under  the  light  of  unprejudiced  if  merciless  scrutiny,  may  receive 
new  im]>etus  and  take  their  place,  along  with  surgery  and  drugs,  among  our  most 
l)otent  weapons.  In  the  latter  category  might  be  included  the  prescription  of  systemic 
rest  u])on  a truly  quantitative  basis,  as  “definitive”  treatment.  On  the  other  hand 
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there  are  some  who  are  beginning  to  toy  with  the  possibility  that  bed-rest  (and  even 
general  systemic  (body)  rest — which  includes  l)ed-rest)  may  eventually  be  relegated 
to  the  limbo  of  forgotten  things.  Several  research  projects  are  now  being  conducted 
with  this  thought  in  mind.  This  is  a field  of  research  in  which  the  General  Prac- 
tioner  ultimately  will  be  in  a position  to  make  a major  contribution. 

Even  basic  concepts  of  tuberculosis  are  being  examined  anew.  Perhaps  it  is  just 
as  well  that  fundamental  premises  be  challenged  once  in  a while.  In  addition  to 
resultant  wholesome  periodic  focusing  of  attention,  an  opportunity  is  afforded  thought- 
fully to  reaffirm,  where  possible,  rather  than  uncritically  to  take  for  granted  through 
the  years,  their  seeming  validity  and  continuing  usefulness. 

In  order  to  jiermit  physicians  to  evaluate  effectively  their  use  of  therapeutic  regimes 
which  have  not  yet  had  time  to  crystalize  into  established  patterns,  it  is  necessary  that 
a welter  of  confusion  as  regards  key  terms  and  elementary  concepts  of  tuberculosis 
be  dissipated  as  soon  as  possible.  Much  has  accumulated  in  day  to  day  usage  and 
in  literature  which  is  both  inadequate  and  contradictory.  To  compare  notes  intelli- 
gently, doctors  must  learn  to  “talk  the  same  language”! 

To  be  completely  effective  physicians  must  be  prepared,  in  cooperation  with  Public 
Health  Workers,  to  pass  on  to  the  public  and  in  terms  it  can  understand,  whatever 
knowledge  of  tuberculosis  may  finally  be  agreed  upon  as  constituting  a part  of  rudi- 
mentar\-  public  health  education. 

The  first  of  a series  of  brief  discussions  of  basic  facts  about  tuberculosis  and  its 
principles  of  treatment  appears  in  this  issue.  These  are  being  prepared  by  the  State 
Health  Department  primarily  for  general  practitioners  and  will  consist  of  compact 
carefully  edited  summaries  of  “refresher”  material,  currently  accepted  drug  therapy 
practices,  as  well  as  suggested  “working  definitions  and  concepts”  relative  to  tuber- 
culosis that  should  prove  useful  in  daily  practice.  A committee  of  representative 
general  practitioners  appointed  by  the  Virginia  Academy  of  General  Practice  will  re- 
view each  article  prior  to  publication  for  content  in  terms  of  special  applicability  to 
general  practice. 

\ViLLi..\M  F.  W.\GNER,  M.D.,  Director 
Division  of  Tuberculosis  Control 
Virginia  State  Department  of  Health 


Floral  Eponym 
Tii.landsia 

Tillands,  Elias,  1640-1693 

Dr.  Tillands  was  born  at  Smoland,  Sweden,  studied  at  Upsula  and  Turku  and  grad- 
uated at  Leyden  in  1670.  He  w’as  professor  of  medicine  and  botany  at  Turku. 

Tillandsia  is  a large  genus  of  tree-perching  plants  from  tropical  America.  T.  usn^ai- 
des  is  the  familiar  Spanish  moss. 
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RADIOACTIVE  IODINE  IN  THE  TREATMENT 
OF  HYPERTHYROIDISM 


K.  R.  Crispell,  M.D., 

R.  B.  Gapiagan,  M.D., 

and 

^^■ILLIAM  Parson,  M.D., 

Department  of  Internal  Medicine,  University  of  Virginia,  School  of  Medicine, 
Charlottesville,  Virginia 


Radioactive  iodine,  1-131,  has  now  been  estab- 
lished to  be  of  definite  therapeutic  value  in  the  treat- 
ment of  hyperthyroidism.  Since  1942,  when  the 
results  of  the  first  treatment  of  patients  with  hyper- 
thyroidism with  radioactive  iodine  were  reported  by 
Hertz  and  Roberts’  and  by  Hamilton  and  Lawrence^, 
there  have  appeared  numerous  reports^*’®  on  large 
series  of  patients  treated  with  this  isotcjje.  The  va- 
rious investigators  differ  somewhat  in  the  dosage 
and  general  management  of  their  patients,  but  the 
basic  approach  is  the  same,  namely,  an  initial  cal- 
culated dose  of  radioactive  iodine  given  orally,  with 
additional  doses  given  as  indicated  by  the  subsequent 
course  of  the  patient. 

The  purpose  of  this  report  is  to  present  our  results 
in  a series  of  sixty-four  patients  seen  at  the  Univer- 
sity of  Virginia  Hospital  from  June,  1950,  through 
December,  1952. 

Selection  of  Patients 

Patients  were  selected  for  therapy  with  radioactive 
iodine  who  fulfilled  one  or  more  of  the  following 
criteria  established  by  various  investigators*’”-’^’’^  as 
indications  for  therapy: 

1 . Hyperthyroidism  associated  with  cardiovascular 
disease. 

2.  Recurrent  or  persistent  toxicity  following  thy- 
roidectomy. 

3.  Failure  to  obtain  a response  with  antithyroid 
medications. 

4.  Hyperthyroidism  associated  with  other  serious 
illnesses  such  as  diabetes  mellitus,  psychoses,  epi- 
lepsy, etc. 

5.  Refusal  of  surgery  or  other  therapy. 

6.  Selected  cases  of  uncomplicated  hyperthyroid- 
ism in  the  older  age  group. 

Diagnosis  and  Method  of  Treatment 

The  diagnosis  was  established  in  all  cases  mainly 
on  the  basis  of  the  usual  clinical  criteria  plus  the 
basal  metabolic  rate  and/or  radioactive  iodine  tracer 
uptake  studies  (one  hour  or  twenty-four  hour  deter- 


minations). In  regard  to  the  latter,  it  has  been  es- 
tablished’® that  the  one  hour  uptake  is  as  reliable 
as  the  twenty-four  hour  uptake  in  separating  hyper- 
thyroid from  euthyroid  subjects,  thus  serving  to 
economize  on  time  spent  in  diagnosis. 

The  determination  of  a suitable  dose  of  radioactive 
iodine  for  treatment  of  hyperthyroidism  is  a problem. 
Various  methods,  based  on  a clinical  estimate  of 
gland  size  and  the  uptake  of  a tracer  dose  of  radio- 
active iodine  by  the  gland,  have  been  used  for  de- 
termining the  size  of  the  effective  dose,  but  none 
have  been  found  to  be  entirely  satisfactory.  Two 
main  difficulties  are  encountered  in  trying  to  arrive 
at  the  minimal  amount  of  radioactive  iodine  which 
will  induce  a remission.  First,  the  estimation  of  the 
size  of  the  intact  thyroid  gland  by  palpation  is  very 
difficult.  At  best,  it  is  a “calculated  guess”  based  on 
previous  experience.  Second,  the  ability  of  the  thy- 
roid to  accumulate  iodine,  as  measured  by  the  radio- 
active tracer  study,  may  be  depressed  due  to  the 
previous  administration  of  iodides  or  certain  other 
drugs  known  to  inhibit  the  uptake  of  iodides  by  the 
thyroid.  These  include;  Lugol’s  solution^’,  organic 
iodide  compounds  used  as  contrast  media  in  roent- 
genology (Prodax,  Lipiodol,  etc.),  desiccated  thy- 
roid“’’^^,  thiocyanates^*,  drugs  of  thiourea  series  such 
as  propylthiouracil^,  ACTH,  and  cortisone. 

The  effective  doses  have  been  estimated  by  various 
authors  to  vary  from  23  to  575  microcuries  per  gram 
of  thyroid  tissue*’®’*®.  Werner  and  associates®  have 
reported  that  100  to  200  microcuries  per  gram  was  the 
average  amount  necessary  to  induce  a remission.  The 
latter  schedule  works  out  so  that  the  initial  dose  is 
usually  3 to  6.5  millicuries  for  a toxic  goitre  of  two 
to  three  times  normal  size.  Because  of  the  previously 
described  difficulties  in  estimating  the  size  of  the 
gland  and  the  uptake  of  the  gland  in  a patient  who 
has  received  drugs  which  depress  the  rate  of  accu- 
mulation we  have  empirically  adopted  an  initial  dose 
of  3.0  to  6.5  millicuries  in  most  of  the  cases  of  diffuse 
toxic  goiter. 
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It  was  found  that  the  initial  dose  needed  to  be 
larger  in  the  presence  of  severe  toxicity,  nodular  goiter, 
or  extremely  large  diffuse  glands.  This  finding  is 
in  agreement  witli  others®-”’^®.  In  general,  however, 
an  attempt  is  made  to  give  the  smallest  dose  that 
may  produce  a remission  with  the  total  dose  being 
governed  by  the  response  obtained. 

h'ollowing  the  administration  of  a therapeutic  dose 
of  radioactive  iodine,  the  patients  were  followed  at 
intervals  of  two  to  three  months  until  euthyroid.  If 
the  initial  dose  proved  inadequate,  additional  doses 
were  given  until  the  euthyroid  state  was  reached^^. 

The  patients  with  cardiac  disease  and  severe  hy- 
perthyroidism may  get  a temporary  increase  in  the 
severity  of  symptoms  about  one  to  two  weeks  follow- 
ing a theraj)eutic  dose  of  radioactive  iodine.  For 
this  reason  this  type  of  patient  was  maintained  on 
propylthiouracil  therapy  for  one  month  following 
therapy  to  prevent  any  severe  flare  up  which  might 
be  dangerous  to  a cardiac  patient.  As  a result  of 
this  program  no  serious  reactions  have  been  noted  in 
the  thyrocardiacs  treated  with  radioactive  iodine. 

.\lmost  all  of  the  patients  were  treated  on  an  out- 
patient basis  unless  the  hyperthyroidism  was  com- 
plicated by  another  illness  requiring  hospitalization. 

Observ.ations 

Since  June,  1950,  sixty-four  patients  have  received 
radioactive  iodine  for  treatment  of  h3^perthyroidism. 
The  distribution  of  these  patients  as  to  age,  sex. 


type  of  gland,  and  whether  the}’  had  primary  or 
recurrent  hyperthyroidism,  is  shown  in  Table  I. 

As  is  shown,  the  group  was  comprised  of  10  males 
(15.6%)  and  54  females  (84.4%).  Diffusely  en- 
larged glands  were  present  in  forty  instances 
(62.5%)  and  nodular  glands  in  twenty-four  in- 
stances (37.5%).  Of  the  diffuse  goiters,  five,  or 
12.5%  were  recurrent,  all  of  them  in  females;  where- 
as, of  the  nodular  goiters,  five,  or  20.8%,  were  re- 
current, with  four,  or  80%,  occurring  in  females. 
.^11  recurrent  goiters  in  this  series  followed  previous 
subtotal  thyroidectomy;  none  followed  previous  med- 
ical control.  In  our  series,  89.1%  of  the  patients 
were  over  forty  years  of  age,  and  10.9%  under  forty 
years  of  age.  All  patients  under  forty  years  of  age 
had  either  recurrent  hyperthyroidism  or  hyperthy- 
roidism complicated  by  an  illness  which  made  sur- 
gical treatment  hazardous. 

The  status  (as  of  December,  1952)  of  sixty-four 
patients,  to  whom  ninety-five  oral  doses  of  radio- 
active iodine  were  administered,  is  shown  in  Table  II. 

Six  of  the  original  sixty-four  patients  did  not  re- 
turn for  follow  up  examinations,  or  were  unable 
to  be  contacted,  and  are  therefore  excluded  from  the 
analysis  of  the  results.  The  appraisal  of  results 
was  made  in  most  cases  by  following  the  patient 
in  our  clinic  until  euthyroid.  If  it  was  impossible 
for  the  patient  to  return  for  follow  up,  a letter  was 
obtained  from  the  referring  physician  regarding  the 
patient’s  response  to  treatment. 


Table  I.  Distribution  of  Patients  as  to  Age,  Sex,  and  Gland  Type 


•Age 

Group 

Males 

Females 

Number 

Of 

Patients 

Type  Gland 

Number 

Of 

Patients 

Type  Gland 

Diffuse 

Nodular 

Diffuse 

Nodular 

Primary 

Recurrent 

Primary 

Recurrent 

Primary 

Recurrent 

Primary 

Recurrent 

20—29 

3 

1 

1 

1 

30—39 

1 

1 

3 

1 

1 

1 

40 — 49 

3 

3 

14 

7 

2 

3 

2 

50—59 

3 

2 

1 

16 

9 

1 

5 

1 

60—69 

2 

2 

11 

5 

6 

70—79 

1 

1 

6 

4 

2 

80—89 

1 

1 

Totals 

10 

9 

1 

54 

26 

5 

19 

4 

654 
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Table  II.  Status  of  Patients  as  of  December,  1952 


Number  Of 

Patients 

Remissions 

Lost  To 
Follow-up 
Before 
Remission 

Still 

Under 

T reatment 

Hypothyroid 

Treatment 

Failure 

Recurrence 

Deaths 

6+ 

5+ 

6 

3 

4 

1 

1 

2 

Remissions  were  achieved  in  fifty-four  of  the  fifty- 
eight  patients  followed,  i.e.,  signs  and  symptoms  of 
hypierthyroidism  disappeared,  and  the  laboratory 
signs  no  longer  were  suggestive  of  hyperthyroidism, 
even  though  hypothyroidism  may  have  been  present. 
This  is  an  overall  remission  rate  of  93.1%. 

Table  III  shows  the  total  dose  range  and  average 
total  dosage  necessary  for  remissions  in  fifty-four 


in  two  patients  with  nodular  glands,  and  in  two 
with  diffusely  enlarged  glands. 

One  patient  was  considered  a treatment  failure 
(Table  II).  This  patient  experienced  an  increase 
in  toxicity  following  each  of  two  doses  four  months 
apart,  was  subsequently  rendered  euth}Toid  with  an- 
tithyroid drugs  and  Lugol’s  solution,  and  then 
achieved  a permanent  remission  following  surgery. 


Table  III.  Total  Dose  Range  and  Average  Total  Dose 


Age 

Group 

Diffuse 

Nodular 

Number 

Patients 

Total  Dose 
Range  me 

Average  Total 
Dose  me 

Number 

Patients 

Total  Dose 
Range  me 

Average  Total 
Dose  me 

20—29 

2 

3—31 

17.0 

30—39 

3 

3.75—10.0 

6.58 

1 

20.8 

20.8 

40 — 19 

10 

5.0—16.75 

10.25 

4 

6.95—21.1 

11.26 

50—59 

8 

7.5—28.0 

13.47 

7 

3.5—20.0 

10.17 

60—69 

6 

10—30 

15.1 

6 

3.0—22.5 

10.7 

70—79 

4 

7.0—11.5 

8.8 

2 

10—15.4 

12.7 

80—89 

1 

22.0 

22.0 

All 

Patients 

31 

3.75—30 

11.48 

23 

3.0—22.5 

12.28 

patients.  Patients  with  diffusely  enlarged  glands 
required  from  3.75  to  30  millicuries,  with  an  average 
of  11.48  millicuries.  Patients  with  nodular  glands 
required  from  3 to  22.5  millicuries  to  effect  a re- 
mission, with  an  average  of  12.28  millicuries.  The 
number  of  doses  necessary  to  effect  a remission  is 
shown  in  Table  IV.  Sixty-three  per  cent  required 
only  one  dose,  whereas  29.6%  required  two,  and 
7.4%  required  three  doses. 

Complications 

Four  of  the  fifty-four  patients  in  remission  de- 
veloped hypothyroidism  (Table  II),  one,  five,  six 
and  seven  months  after  conclusion  of  therapy;  an 
incidence  of  7.4%.  This  complication  developed 


Patients  were  considered  as  having  had  a recur- 
rence if  four  or  more  months  following  a remission, 
further  treatment  with  radioactive  iodine  was  re- 
quired. One  patient  was  so  considered  (Table  II) 
six  months  following  therapy,  after  having  been 
euthyroid  for  four  months.  This  is  an  incidence  of 
1.9%. 

Two  deaths  occurred  in  this  series  (Table  II)  of 
undetermined  cause,  fourteen  and  eighteen  months 
respectively  after  receiving  therapy;  the  former  was 
in  remission  at  time  of  death,  and  information  for 
the  latter  in  that  regard  was  not  available.  The 
death  did  not  appear  to  be  due  to  therapy  with 
radioactive  iodine. 
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Discussion 

The  93.1%  remission  rate  obtained  in  this  series 
compares  favorably  with  results  obtained  by  other 
authors,  as  shown  in  Table  V. 

In  general,  the  results  of  treatment  of  hyperthy- 
roidism with  radioactive  iodine  liave  been  excellent. 
The  results  compare  favorably  with  those  reported 


surgery^®.  It  does  not  constitute  a definite  disad- 
vantage. The  incidence  of  recurrence  of  toxicity 
following  radioactive  iodine  is  no  greater  than  that 
following  surgery  nor  as  great  as  that  following 
anti-thyroid  medication  alone^^.  Recurrence  does  not 
constitute  a serious  disadvantage  because  the  patient 
can  be  retreated  with  good  results^^. 


Tabi.e  IV.  Number  of  Doses  of  1-131  Necessary  to  Achieve  Remission 


Age 

Group 

One  Dose 

Two  Doses 

Three  Doses 

Diffuse 

Nodular 

Diffuse 

Nodular 

Diffuse 

Nodular  | 

20—29 

1 

1 

30—39 

3 

1 

+0 — 19 

6 

1 

3 

3 

1 

50—59 

1 

7 

6 

1 

60—69 

5 

5 

1 

1 

70—79 

+ 

1 

1 

80—89 

1 

Totals 

19 

15 

9 

7 

3 

1 

Percentage 

63.0% 

29.6% 

7.4% 

for  the  treatment  with  anti-thyroid  drugs  followed 
by  subtotal  thyroidectomy^®.  The  results  are  better 
than  those  reported  using  antithyroid  drugs  alone^"’^®. 

The  main  advantage  of  radioactive  iodine  therapy 
could  be  summarized  as  follows : it  is  easily  admin- 
istered, hospitalization  is  not  required,  post-treat- 


ment vocal  cord  paralysis  or  hypoparathyroidism 
have  not  been  noted,  drug  reactions  are  eliminated, 
and  the  risk  of  surgery  in  the  thyrocardiac  is  elim- 
inated. 

The  incidence  of  post-therapy  myxedema  is  ap- 
proximately the  same  for  both  radioactive  iodine  and 


A disadvantage  of  radioactive  iodine  therapy  which 
should  be  mentioned  is  the  delay  between  treatment 
and  the  attainment  of  the  euthyroid  state.  The 
euthyroid  state  is  usually  attained  in  six  to  eight 
w'eeks  unless  a patient  requires  an  additional  dose. 
This  is  usually  not  a serious  problem  except  in  jia- 


tients  with  associated  cardiac  disease.  I'he  manage- 
ment of  this  type  of  patient  has  already  been  dis- 
cussed. 

There  is  still  a question  of  the  possible  develop- 
ment of  late  malignant  changes  following  radioactive 
iodine  therapy  especially  in  young  people.  Quiml)y 


Table  V.  Results  of  1-131  Treatment  of  Hyperthyroidism 


Authors 

Year  Reported 

Number  Patients 

Percentage 

Remission 

Chapman  and  Evans“ 

1949 

135 

85 

Soley  et  aP 

1949 

46 

93 

Feitelberg  et  aP 

1950 

290 

99 

McCullagh  and  Richards^' 

1951 

203 

98 

Clark  et  aP® 

1952 

384 

100 
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and  Werner^*,  who  have  studied  the  problem  inten- 
sively feel  that  it  is  unlikely,  but  that  a sufficient 
time  interval  has  not  yet  elapsed  to  make  a definite 
statement.  In  fifteen  years  of  use  of  radioactive 
iodine  for  the  treatment  of  hyperthyroidism  there  are 
no  reports  of  malignancy  developing  in  the  patients 
who  have  received  therapy. 

The  only  definite  contraindication  for  the  use  of 
radioactive  iodine  in  this  series  has  been  pregnancy. 
This  would  appear  to  be  the  best  policy  even  though 
patients  have  inadvertently  received  radioactive 
iodine  therapy  while  pregnant  and  the  progeny  has 
been  normal. 

Summary  and  Conclusions 

1.  Radioactive  iodine  is  an  effective  drug  for  the 
treatment  of  hyperthyroidism. 

2.  It  is  especially  valuable  in  recurrent  hyper- 
thyroidism and  hyperthyroidism  associated  with  car- 
diovascular disease  or  some  other  serious  illness 
which  might  increase  the  risk  of  surgical  therapy. 

3.  The  main  advantages  of  radioactive  iodine  ther- 
apy are  ease  of  administration,  lack  of  hospitaliza- 
tion, absence  of  post-treatment  vocal  cord  paralysis 
or  hvpoparathyroidism,  and  the  absence  of  drug  re- 
actions. 

Bibliography 

1.  Hertz,  S.,  and  Roberts,  A.:  Application  of  Radioactive 

Iodine  in  Therapy  of  Graves’  Disease,  J.  Clin. 
Investigation,  21  :624,  September,  19+2. 

2.  Hamilton,  J.  G.,  and  Lawrence,  J.  H.:  Recent  Clinical 

Developments  in  the  Therapeutic  Application  of 
Radiophosphorous  and  Radioiodine,  J.  Clin.  In- 
vestigation, 21  :62+,  September,  19+2. 

3.  Soley,  M.  H.,  Miller,  E.  R.,  and  Foreman,  Nadine: 

Graves’  Disease:  Treatment  with  Radioiodine, 
T131,  J.  Clin.  Endocrinology,  9:29,  January,  19+9. 

+.  Prinzmetal,  M.,  Agress,  C.  M.,  Bergman,  H.  C.,  and 
Simkin,  Benjamin:  Problem  Cases  of  Toxic  D’ffuse 
Goiter  Treated  with  Radioactive  Iodine,  J.A.M.A., 
140:1082,  July  30,  19+9. 

5.  Werner,  S.  C.,  Quimby,  E.  H.,  and  Schmidt,  Char- 

lotte: Radioactive  Iodine,  T131,  in  the  Treatment 
of  Hyperthyroidism,  Amer.  J.  of  Med.,  7:731,  De- 
cember, 19+9. 

6.  Williams,  R.  H.,  Towery,  B.  T.,  Jaffe,  H.,  Rogers,  W. 

F.,  and  Tagnon,  R. : Radioiodotherapeusis,  Amer. 
J.  of  Med.,  7:702,  December,  19+9. 

7.  Feitelberg,  S.,  Kaunitz,  P.  S.,  Silver,  S.,  Simion,  N., 

Wasserman,  L.  R.,  and  Yohalem,  S.  B.:  Hyperthy- 
roidism, Treatment  with  Radioactive  Iodine, 
Archives  Int.  Med.,  85:+71,  March,  1950. 

8.  Gordon,  E.  S.,  and  Albright,  E.  C. : Treatment  of 


Thyrotoxicosis  with  Radioactive  Iodine,  J.A.M.A., 
143:1129,  July  29,  1950. 

9.  Moe,  R.  H.,  Adams,  E.  E.,  Rule,  J.  H.,  Moore,  M.  C., 
Kearns,  J.  E.,  Jr.,  and  Clark,  D.  E. : Evaluation  of 
T131  in  the  Treatment  of  Hyperthyroidism,  J. 
Clin.  Endocrinol.,  10:1022,  September,  1950. 

10.  Richards,  C.  E.,  Crile,  G.,  Jr.,  and  McCullagh,  E.  P. : 

1-131  in  the  Treatment  of  Hyperthyroidism  of 
Nodular  Goiter,  J.  Clin.  Endocrinol.,  10:1077, 
September,  1950. 

11.  McCullagh,  E.  P.,  and  Richards,  C.  E.:  Radioactive 

Iodine  in  the  Treatment  of  Hyperthyroidism, 
Archives  Int.  Med.,  87:+,  January,  1951. 

12.  Miller,  E.  R.,  Dailey,  M.  E.,  Soley,  M.  H.,  Foreman, 

N.,  Holmes,  A.  V.,  Alexander,  G.  L.,  and  Sheline, 
G.  E. : Studies  with  Radioiodine,  II.  Treatment  of 
Patients  with  Hyperthyroidism  by  1-131,  Radiology, 
57:227,  August,  1951. 

13.  Freedberg,  A.  S.,  Kurland,  G.  S.,  Charnovitz,  D.  L., 

and  Ureles,  A.  L. : A Critical  Analysis  of  the 
Quantitative  1-131  Therapy  of  Thyrotoxicosis,  J. 
Clin.  Endocrinol,  and  Metabolism,  12:86,  January, 
1952. 

1+.  McCullagh,  E.  P. : Radioactive  Iodine  in  the  Treat- 
ment of  Hyperthyroidism,  Ann.  Int.  Med.,  37:739, 
October,  1952. 

15.  Clark,  D.  E.,  Rule,  J.  H.,  Trippel,  O.  H.,  and  Cofrin, 

D.  A.;  Five  Year  Experience  with  Radioactive 
Iodine  in  Treatment  of  Hyperthyroidism,  J.A.M..'\., 
150:1269,  November  29,  1952. 

16.  Seed,  L.,  and  Jaffe,  B.:  Results  of  Treatment  of  Toxic 

Goiter  with  Radioactive  Iodine,  J.  Clin.  Endocrinol, 
and  Metabolism,  13:107,  January,  1953. 

17.  Williams,  R.  H.:  Selection  of  Therapy  for  Individual 

Patients  with  Thyrotoxicosis,  J.A.M.A.,  139:106+, 
April  16,  19+9. 

18.  Quimby,  E.  H.,  and  Werner,  S.  C.:  Late  Radiation  Ef- 

fects in  Roentgen  Therapy  for  Hyperthyroidism, 
Their  Possible  Bearing  on  the  Use  of  Radioactive 
Iodine,  J.A.M.A.,  140:10+6,  July  23,  19+9. 

19.  Crispell,  K.  R.,  Parson,  W.,  and  Sprinkle,  P.:  A Sim- 

plified Technique  for  the  Diagnosis  of  Hyperthy- 
roidism Utilizing  the  One-Hour  Uptake  of  Orally 
Administered  1-131,  J.  Clin.  Endocrinol,  and  Me- 
tabolism, 13:221,  February,  1953. 

20.  Chapman,  E.  M.,  and  Evans,  R.  D.:  Treatment  of 

Toxic  Goiters  with  Radioactive  Iodine,  Med.  Clin. 
North  America,  33:1211,  September,  19+9. 

21.  Werner,  S.  C.,  Quimby,  E.  H.,  and  Schmidt,  C.:  The 

Use  of  Tracer  Doses  of  Radioactive  Iodine,  1-131, 
in  the  Study  of  Normal  and  Disordered  Function  in 
Man,  J.  Clin.  Endocrinol.,  9:3+2,  April,  19+9. 

22.  Spanse,  B.  N.,  and  Riggs,  D.  S. : Thyrotoxicosis  Facili- 

tra  (Alimentary  Thyrotoxicosis)  : Its  Differentia- 
tion from  Spontaneous  Thyrotoxicosis  with  the  Aid 
of  Radioactive  Iodine,  J.  Clin.  Endocrinology, 
8:532,  July,  19+8. 

23.  Stanley,  M.  M.,  and  Astwood,  E.  B.:  The  Accumula- 

tion of  Radioactive  Iodine  by  the  Thyroid  Gland 


December,  1953 


Virginia  Medical  Monthly 


657 


in  Normal  and  Thyrotoxic  Subjects,  and  the  Effect 
of  Thiocyanate  on  Its  Discharge,  Endocrinology, 
42:107,  February,  1948. 

24.  Greer,  M.  A.,  and  Astwood,  E.  B.:  The  Antithyroid 

Effect  of  Certain  Foods  in  Man  as  Determined 
with  Radioactive  Iodine,  Endocrinology,  43:105, 
August,  1948. 

25.  Crile,  George,  Jr.,  and  McCullagh,  E.  P.;  The  Treat- 

ment of  Hyperthyroidism.  An  Evaluation  of  Thy- 
roidectomy of  Prolonged  Administration  of  Propyl- 
thiouracil and  of  Radioactive  Iodine,  Ann.  of  Surg- 
ery, 134:18,  July,  1951. 


26.  Bartels,  E.  C. : Hyperthyroidism:  An  Evaluation  of 

Treatment  with  Antithyroid  Drugs  Followed  by 
Subtotal  Thyroidectomy,  Ann.  Int.  Med.,  37:1123, 
December,  1952. 

27.  Solomon,  D.  H.,  Beck,  J.  C.,  VanderLoan,  W.  P.,  and 

Astwood,  E.  B.:  Prognosis  of  Hyperthyroidism 
Treated  by  Antithyroid  Drugs,  J.A.M.A.,  152:201, 
May  16,  1953. 

28.  McCullagh,  E.  P.,  Humphrey,  D.  C.,  McGarvey,  C. 

J.,  and  Sundgren,  V.:  Results  of  Propylthiouracil 
Therapy  For  Hyperthyroidism,  J.A.M.A.,  147:106, 
September  8,  1951. 


Urge  Public  Realization  of  Coroner’s  Office 

Welfare  Role. 

The  general  public  must  be  educated  to  realize 
the  important  role  a well-functioning  medical  coro- 
ner’s office  plays  in  their  welfare,  it  was  stated  in 
the  September  19  J.A.M.A. 

Cooperation  of  the  jiublic  with  the  local  coroner’s 
office  will  provide  many  benefits  to  the  entire  com- 
munity, in  the  opinion  of  Drs.  Kurt  E.  Lande  and 
Garrett  Boone,  Hamilton,  Ohio.  These  benefits  in- 
clude the  discovery  of  the  major  causes  of  death,  the 
detection  of  epidemics,  the  uncovering  or  disproof 
of  homicides  and  the  determination  of  causes  of 
accidents  which  result  in  death. 

The  doctors  reported  on  a survey  of  the  activities 
of  the  coroner’s  office  in  an  Ohio  county  with  a 
population  of  147,203.  In  the  county  during  1951 
there  were  1,405  deaths,  and  1,440  in  1952.  The 
coroner’s  office  investigated  305  of  the  deaths  in  1951 
and  334  in  1952. 

“The  preponderance  of  coroner’s  cases  were  sud- 


den deaths  from  natural  causes,”  the  doctors  stated. 
“This  is  also  the  group  in  which  the  largest  number 
of  autopsies  were  performed;  this  incidence  is  sim- 
ilar to  that  of  the  whole  country.  Heart  disease, 
mainly  the  direct  or  indirect  sequela  of  coronary 
arteriosclerosis,  is  by  far  the  leading  cause  of  sudden, 
unexpected  death. 

“Accidents  are  the  next  most  important  group  of 
coroner’s  cases,  with  automobile  accidents  the  com- 
monest. Railroad  accidents,  however,  are,  in  this 
country,  far  from  rare  and  are  frequently  the  result 
of  unprotected  railroad  crossings  at  which  drivers 
or  pedestrians  either  half  asleep  and/or  intoxicated 
are  caught  by  a train.  Industrial  accidents  are  en- 
countered in  the  usual  frequency,  in  spite  of  existing 
safety  programs  in  the  steel  and  paper  mills,  ma- 
chine tool  factories,  and  foundries. 

“Although  true  homicides  have  been  infrequent, 
suicides  are  fairly  common;  among  them  have  been 
several  homicide-suicide  situations.  Too  many  sleep- 
ing pills,  gunshot  wounds,  and  carbon  monoxide  are 
employed  more  often  than  hanging.” 
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THE  DIAGNOSIS  AND  TREATMENT  OF  GLYCOSURIA 


Robert  C.  Green,  Jr.,  M.D., 

Winchester,  Virginia 


Two  major  problems  encountered  in  the  handling 
of  glycosuria  are  as  follows : ( 1 ) the  determination 

of  its  clinical  significance,  and  (2)  the  extent  of 
treatment. 

Patients  having  glycosuria  can  be  divided  roughly 
into  three  groups:  Group  1,  those  having  persistent 
gross  glycosuria  and  markedly  abnormal  values  for 
blood  sugar  with  or  without  any  combination  of 
polyuria,  polydipsia  and  polyphagia;  Group  2,  those 
having  intermittent  or  persistent  glycosuria  and  bor- 
derline to  slightly  abnormal  values  for  blood  sugar, 
usually  without  symptoms,  and  Group  3,  those 
having  transient  or  persistent  glycosuria  with  normal 
values  for  blood  sugar  without  symptoms. 

A diagnosis  of  diabetes  mellitus  can  usually  be 
made  for  patients  in  Group  1 without  hesitation  or 
reservation.  On  the  other  hand,  some  patients  who 
are  not  in  either  Group  2 or  3 may  present  real 
diagnostic  problems.  Any  patient  who  has  gly- 
cosuria should  be  suspected  of  having  diabetes  until 
its  presence  is  disproved.  Since  the  label  “diabetic” 
often  carries  serious  psychologic  and  financial  penal- 
ties for  the  patient,  the  physician  should  make  every 
effort  to  establish  a correct  diagnosis. 

-A.  review  of  the  literature  indicates  that  the  cri- 
teria for  diagnosis  often  vary  with  different  author- 
ities. The  most  widely  accepted  values  are  those 
stated  by  Joslin  and  associates^  and  the  American 
Diabetes  Association  Committee  on  Diabetes  Detec- 
tion^  to  the  effect  that  a fasting  value  for  blood  sugar 
of  more  than  130  mg.  per  100  cc.*  associated  with 
glycosuria  is  diagnostic  of  diabetes.  Because  lab- 
oratory errors  can  occur,  a diagnosis  of  diabetes 
should  not  be  made  on  the  basis  of  a single  abnormal 
value  for  blood  sugar.  Repeated  determinations  are 
necessary. 

Results  of  routine  urinalyses  show  that  1 to  2 
per  cent  of  all  patients  are  in  Groups  2 and  3 and 
that  15  per  cent  of  these  patients  show  a significant 
disturbance  of  glucose  tolerance®.  Because  many 
patients  in  Groups  2 and  3 will  have  normal  fasting 
values  for  blood  sugar,  the  diagnosis  will  depend 
on  the  glucose  tolerance  test. 

•All  values  for  blood  sugar  mentioned  are  based  on 
determinations  made  by  the  method  of  Folin  and  Wu  on 
venous  blood. 


Moyer  and  Womack'*,  Wilder®,  and  Joslin  and 
co-workers^  stated  the  opinion  that  the  one-dose 
standard  glucose  tolerance  test  provides  the  greatest 
sensitivity,  validity,  and  specificity.  The  test  is 
administered  by  giving  the  patient  100  gm.  of  glu- 
cose by  mouth  and  determining  the  fasting  values 
for  blood  sugar  a half  hour,  an  hour  and  two  hours 
after  ingestion  of  the  glucose.  In  order  to  insure  the 
validity  of  the  results,  the  patient  must  be  on  a 
normal  carbohydrate  diet  for  three  to  four  days  prior 
to  the  test,  and  must  fast  for  fourteen  hours  imme- 
diately preceding  it.  Results  for  patients  having 
fever,  disease  of  the  liver,  nephritis,  or  diseases  of  the 
pituitary  or  adrenal  glands  or  for  pregnant  women 
require  cautious  evaluation  since  these  conditions 
produce  abnormal  tolerance  curves. 

Joslin  and  associates^  advocated  the  following 
values  for  a normal  one-dose  glucose  tolerance  curve : 
a fasting  value  for  blood  sugar  of  130  mg.  per  100 
cc.  or  less;  a peak  of  170  mg.  per  100  cc.  or  less  a 
half  hour  or  an  hour  after  the  administration  of 
glucose;  a return  to  120  mg.  per  100  cc.  or  less  in 
two  hours. 

IMany  patients  in  Groups  2 and  3 will  show  bor- 
derline or  bizarre  tolerance  curves  which  are  difficult 
to  evaluate.  It  is  helpful  in  these  cases  to  apply 
a formula  advocated  by  Watson®  to  determine  the 
normalcy  of  any  given  tolerance  curve:  (factor  x)  = 

F indicates  the  fasting  value  for  blood 

sugar,  H the  highest  value  for  blood  sugar  and 
L the  final  or  last  blood  sugar  determination.  When 
the  value  of  x is  140  or  less,  the  tolerance  curve 
is  normal.  Values  for  x between  140  to  150  should 
be  regarded  with  suspicion  and  probably  justify 
a diagnosis  of  potential  diabetes.  In  such  cases 
the  glucose  tolerance  test  should  be  repeated  in  three 
to  four  months.  Values  for  x exceeding  150  are 
indicative  of  diabetes.  This  method  is  said  to  be 
valid  in  90  per  cent  of  all  cases. 

Group  3 includes  patients  with  persistent  gly- 
cosuria but  with  a concentration  for  blood  sugar  of 
less  than  170  to  180  mg.  per  100  cc.  These  patients 
have  a lowered  renal  threshold  for  glucose.  A diag- 
nosis of  diabetes  is  not  justified  even  though  they 
have  persistent  glycosuria. 
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The  treatment  of  diabetes  consists  of  three  major 
components:  (1)  diet,  (2)  insulin,  (3)  education 
of  the  patient.  The  degree  of  success  obtained  with 
the  first  two  is  directl}’  proportional  to  success  with 
the  latter. 

Diet 

Diet  is  the  keystone  of  diabetic  management.  The 
first  step  in  planning  a successful  diet  is  the  deter- 
mination of  the  basal  caloric  requirements  for  each 
twenty-four-hour  period.  This  should  be  formulated 
on  the  patient’s  ideal  or  standard  weight  for  his 
age,  se.Y  and  height.  Basal  caloric  requirements 
must  not  be  computed  from  the  patient’s  actual  weight 
unless  that  weight  corresponds  to  the  standard  weight. 
Weights  based  on  age,  sex  and  height  are  available 
in  many  text  books  and  in  medical  actuarial*  studies 
of  life  insurance  companies. 

The  basal  caloric  requirement  can  be  computed 
fairly  accurately  by  multiplying  the  patient’s  ideal 
weight  in  pounds  by  10.  If  the  patient  is  less  than 
40  years  of  age  add  100  to  200  calories  to  his  basal 
caloric  requirement  and  if  the  patient  is  more  than 
40  years  of  age  subtract  100  to  200  calories. 

The  second  step  is  the  determination  of  calories 
needed  in  addition  to  the  basal  requirement  to  sus- 
tain the  patient  during  his  daily  activities.  The  ad- 
ditional calories  needed  for  various  levels  of  activity 
and  occupations  are  determined  as  follows: 

( 1 ) Fdderly  sedentary  patients  need  basal  calories 
plus  20  to  30  per  cent;  (2)  housewives,  office  and 
white  collar  workers,  basal  calories  plus  30  to  40 
per  cent;  (3)  active  young  adults,  basal  calories 
plus  40  to  60  per  cent;  (4)  laborers  and  farmers, 
basal  calories  plus  60  to  70  per  cent,  and  (5)  chil- 
dren, bashl  calories  plus  80  to  100  per  cent. 

An  example  is  shown  for  a 45 -year-old  diabetic 
man  who  is  5 feet  10  inches  tall  and  works  as  an 
office  clerk:  standard  or  ideal  weight  =170  pounds 
X 10  = 1,700  calories.  Subtract  100  calories  be- 
cause patient  is  more  than  40  years  of  age  1,700  ■ — 
100  = 1,600  calories  = basal  requirement. 

Because  the  patient  is  an  office  worker  30  per  cent 
of  his  basal  requirement  of  calories  is  added  to  his 
basal  calories  to  supply  him  with  sufficient  calories 
for  his  daily  activities.  Thus  1,600  -f  30  per  cent 
X 1,600  = 1,600  -(-  480  calories  = 2,080  calories. 

The  third  step  is  the  construction  of  a diabetic 
diet  based  on  the  caloric  requirements  of  the  patient. 

*Medico-Actuarial  Mortality  Investigation,  Vol.  1, 
New  York,  1912. 


Diets,  to  be  successful,  must  be  understandable,  prac- 
tical and  satisfying  to  the  patient.  They  must  pro- 
vide a limited  intake  of  carbohydrate  and  yet  supply 
an  adequate  amount  of  protein  and  fat.  In  1950  the 
American  Diabetes  Association®  and  the  American 
Dietetics  Association^  together  with  the  Diabetic 
Branch  of  the  Public  Health  Service  approved  and 
puldished  a new  simplified  method  for  planning 
diabetic  diets  in  an  effort  to  fulfill  the  demands  of 
[latients  and  idiysicians.  This  method,  based  on 
exchanges  of  food,  places  all  suitable  foods  under 
six  exchange  lists;  namely,  milk,  vegetables,  fruits, 
breads,  meats  and  fats  (Table  1).  Under  each  list 

Table  1 

Food  Exchange  Lists 

List  1:  Milk  Exchanges : Each  food  listed  below  contains 
12  grams  of  carbohydrate,  8 grams  of  protein,  10  grams 
of  fat  and  represents  170  calories. 


A pprox.  measure 

Weight  (gtn.) 

Food 

1 exchafige 

Milk 

1 cup  (8  oz.) 

240 

Milk,  evaporated 

kz  cup 

120 

Milk,  powder,  whol 

le  Id  cup  (3  tbsp.  level)  35 

Buttermilk 

1 cup 

240 

Milk,  skim 

1 cup 

240 

List  2:  (A)  Vegetable  Exchanges:  Each  food  listed  below 

contains  negligible 

amounts  of  carbohydrate,  protein  and 

fat.  If  more  than 

1 cup  in  cooked  form  is  used  at  one 

meal  it  should  be 

calculated  as  one  serving  of  a Group 

B vegetable. 

Asparagus 

Mushrooms 

Watercress 

Broccoli 

Okra 

Greens : 

Brussels  sprouts 

Parsley 

Beet 

Cabbage 

Pepper,  green 

Chard 

Cauliflower 

Radish 

Collard 

Celery 

Romaine 

Dandelion 

Chicory 

Rhubarb 

Kale 

Cucumber 

Sauerkraut 

Mustard 

Escarole  (endive) 

String  beans,  young 

Poke 

Egg  plant 

Summer  squash 

Spinach 

Lettuce 

Tomatoes 

Turnip 

(B)  Vegetable  Exchanges:  Each  food 

listed  below  con- 

tains  7 grams  of  carbohydrate,  2 grams  protein  and  repre- 

sents  35  calories. 

Carrots 

/d  cup 

100 

Beets 

V2  cup 

100 

Onions 

jd  cup 

100 

Peas,  green 

V2  cup 

100 

Pumpkin 

V2  cup 

100 

Rutabagas 

Id  cup 

100 

Squash,  winter 

Id  cup 

100 

Turnip 

5d  cup 

100 

List  3:  Fruit  Exchanges : Each  food  listed  below  contains 
10  grams  of  carbohydrates  and  represents  +0  calories. 
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They  may  be  used 

fresh, 

dried,  cooked,  canned 

or  frozen 

as  long  as  sugar  has  not  been  added. 

Fruit 

.L pprox.  measure  Weight  (gm.) 

1 exchange 

Apple,  1 small 

2 i 

nches,  diameter 

80 

Applesauce 

cup 

100 

Apricots,  fresh 

2 

medium 

100 

Apricots,  dry 

+ 

halves 

20 

Banana 

Berries 

(blackberries, 

raspberries. 

small 

50 

strawberries, 

1 

cup 

150 

blueberries) 

cup 

100 

Cantaloupe 

(6  inches,  diameter) 

200 

Cherries 

10 

large — 15  small 

75 

Dates 

2 

15 

Figs,  dried 

1 

small 

15 

Figs,  fresh 

2 

large 

50 

Grapefruit 

54 

small 

125 

Grapefruit  juice 

cup 

100 

Grapes 

12 

75 

Grape  juice 

cup 

60 

Honeydew  melon 

Y& 

(7  inches,  diameter) 

150 

Mango 

Y2 

small 

70 

Nectarine 

1 

medium 

100 

Orange 

1 

small 

100 

Orange  juice 

5^ 

cup 

100 

Papaya 

Y medium 

100 

Peach 

1 

medium 

100 

Pear 

1 

small 

100 

Pineapple 

cup,  cubed 

80 

Pineapple  juice 

cup 

80 

Plums 

2 

medium 

100 

Prunes,  dried 

2 

medium 

25 

Raisins 

2 

tbsp.  level 

15 

Tangerine 

1 

large 

ICO 

Watermelon 

1 

cup  diced 

1 

slice  (3  by  \Yz  inches 

) 175 

List  4:  Bread  Exchanges:  Each  food  listed  below  con- 
tains 15  grams  of  carbohydrate,  2 grams  of  protein  and 
represents  70  calories. 

Food  Approx,  measure  Weight  (gm.) 


1 exchange 

Bread,  baker’s 

1 slice 

25 

Biscuit,  roll 

2 inches,  diameter 

35 

Muffin 

2 inches,  diameter 

35 

Cornbread 

IY2  inch  cube 

35 

Cereals,  cooked 

Y2  cup  cooked 

100 

Cereals,  dry 

(flakes,  puflFed 

and  shredded) 

Y cup,  scant 

20 

Rice,  macaroni. 

noodles 

Y cup  cooked 

100 

Crackers: 

Graham 

2 (2Y  hy  inches) 

20 

Oyster 

20  (Y  cup) 

20 

Saltines 

5 (2  inches  square) 

20 

Soda 

3 (2Y  by  2Y  inches) 

20 

Round,  thin 
varieties 
I’egetables: 

Beans,  peas,  dried 
(cooked)  ; includes 
blackeyed  peas, 
cowpeas,  split  peas; 
lima,  navy  and 

kidney  beans,  etc.  Yz  cup,  scant 


6 to  8 {Yz  inch,  diameter)  20 


Yi  cup  or  Ys  car 
Yi  cup 

2 inches,  diameter 

Y2.  cup 
Y cup 

1 Y cube 


Corn 
Parsnips 
Potatoes 

White,  baked 
White,  boiled, 
mashed 
Sweet  or  yam 
Sponge  cake, 
no  icing 
Ice  cream,  vanilla 
(omit  2 fat 

exchanges)  Y 'P-  70 

List  5:  Meat  Exchanges:  Each  food  listed  below  contains 
7 grams  of  protein,  5 grams  of  fat  and  represents  75 
calories. 


100 

80 

125 

100 

100 

50 

25 


Food 

Meat: 

Beef,  fowl,  lamb, 
veal  (medium  fat). 

.1  pprox.  measure 

1 exchange 

W eight  (gr 

liver,  pork,  ham 
Coldcuts: 

Salami,  minced  ham, 
bologna,  cervelot, 
liv'er  sausage. 

1 oz. 

30 

luncheon  loaf 

1 slice  {M/z  inches. 

Frankfurter 

diameter  by  Y 

inch)  45 

(8-9  per  lb.) 

1 

50 

Fish: 

Cod,  haddock. 

halibut,  herring,  etc. 
Salmon,  tuna. 

1 oz. 

30 

crabmeat,  lobster 
Shrimp,  clams. 

!4  cup 

30 

oysters  (medium) 

5 

45 

Sardines 

Cheese: 

3 medium 

30 

Cheddar  type 

1 oz. 

30 

Cottage 

3 tbsp.  (level) 

45 

Egg 

1 

50 

List  6:  Fat  Exchanges : 

Each  food  listed 

below  conta 

5 grams  of  fat  and  a total  of  +5  calories. 

Food 

.L pprox.  measure 

1 exchange 

Weight  (g\ 

Butter  or  margarine 

1 tsp.  level 

5 

Bacon,  crisp 

Cream,  light,  sweet. 

1 slice 

10 

sour — 20  per  cent 

2 tbsp.  level 

30 
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Cream,  heavy — tO 

per  cent 

1 

tbsp.  level 

15 

Cream  cheese 

1 

tbsp.  lev^el 

15 

French  dressing 

1 

tbsp.  level 

15 

Mayonnaise 

1 

tsp.  level 

5 

Oil  or  cooking  fat 

1 

tsp.  level 

5 

Olives 

5 

small 

50 

Beverages,  condiments 

and 

foods  allowed 

as  desired : 

Coffee 

Tea 

Clear  broth 
Bouillon  (fat  free) 

Gelatin  (unsweetened) 
Rennet  tablets 
Rhubarb 

Cranberries  (unsweetened) 


Lemon 

Mustard,  dry 

Pickles  (unsweetened) 

Saccharine 

Pepper  and  other  spices 
Vinegar 


are  the  names  and  quantities  of  foods  which  are 
similar  in  caloric  values  as  well  as  in  grams  of  car- 
bohydrate, fat  and  protein.  From  basic  meal  plans 
which  are  computed  for  1,200;  1,500;  1,800;  2,200, 
and  2,600  calories  (Tables  2 and  3),  an  appropriate 


Table  2 

Composition  of  Basic  Meal  Plans 


Diet 

Calories 

Carbohydrate,  gm. 

Protein,  gm. 

Fat,  gm. 

1 

1,200 

125 

60 

50 

2 

1,500 

150 

70 

70 

3 

1,800 

180 

80 

80 

+ 

2,200 

220 

90 

100 

5 

2,600 

250 

100 

130 

Table  3 

SU.MMARY  OF  ALLOWABLE  SELECTIONS  IN  THE  BASIC  MEAL  PLANS 


Diet 

1 

2 

3 

+ 

5 

Calories 

Meal  plan* 

1,200 

1,500 

1,800 

2,200 

2,600 

•Amount 

Amount 

Amount 

Amount 

Amount 

Breakfast 

1 

1 

1 

1 

1 

Fruit  exchanges  from  list  3 

1 

1 

1 

2 

1 

Meat  exchanges  from  list  5 

1 

1 

2 

2 

2 

Bread  exchanges  from  list  + 

0 

1 

2 

3 

3 

Fat  exchanges  from  list  6 

t 

t 

t 

t 

t 

Coffee  or  tea 

1 

Milk  from  list  1 

Lunch  or  supper 

1 

2 

2 

2 

2 

Meat  exchanges  from  list  5 

1 

2 

2 

3 

3 

Bread  exchanges  from  list  4 

t 

t 

t 

t 

t 

Vegetable  exchanges  from  list  2A 

1 

1 

1 

1 

1 

Fruit  exchanges  from  list  3 

0 

1 

1 

2 

3 

Fat  exchanges  from  list  6 

1 

1 

1 

1 

1 

Milk  from  list  1 

t 

t 

t 

t 

t 

Coffee  or  tea 

Dinner  or  main  meal 

3 

3 

3 

3 

3 

Meat  exchanges  from  list  5 

I 

2 

2 

3 

3 

Bread  exchanges  from  list  4 

t 

t 

t 

t 

t 

Vegetable  from  list  2A 

1 

1 

1 

1 

1 

Vegetable  exchanges  from  list  2B 

1 

1 

1 

2 

1 

Fruit  exchanges  from  list  3 

1 

1 

2 

3 

5 

Fat  exchanges  from  lijt  6 

t 

t 

t 

t 

t 

Coffee  or  tea 

1 

Milk  from  list  1 

Bedtime 

1 

1 

1 

1 

1 

Milk  from  list  1 

1 

1 

2 

2 

2 

Bread  exchanges  from  list  4 

0 

1 

1 

1 

1 

Meat  exchanges  from  list  5 

Midafternoon 

1 

Fruit  exchange  from  list  3 

* See  Table  1 for  exchange  lists, 
t Any  amount. 
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number  of  selections  are  allowable  from  each  ex- 
change list  for  each  meal.  Appropriate  allowable 
exchanges  are  so  arranged  in  the  meal  plan  that  they 
correspond  satisfactorily  to  the  usual  American  eat- 
ing habits  for  breakfast,  lunch  and  supper.  Diets 
with  values  for  total  caloric  requirements  which 
occur  between  the  values  listed  for  basic  meals  are 
easily  altered  by  adding  or  subtracting  one  or  more 
exchange  allotments.  Meal  plans  and  exchange  lists 
are  available  to  physicians  for  distribution  to  pa- 
tients in  booklet  form.* 

Adequate  diet  alone  will  satisfactorily  control 
the  diabetes  of  a large  percentage  of  patients.  Pa- 
tients who  are  15  to  20  per  cent  over-weight,  or  more, 
should  be  placed  on  a 1,000  to  1,200  calorie  diabetic 
diet  and  maintained  at  these  caloric  values  until 
standard  or  ideal  weights  are  reached.  A diet  based 
on  standard  weight  may  then  be  instituted. 

Elderly  obese  patients,  whose  diabetes  has  been 
discovered  late  in  life,  may  often  be  satisfactorily 
controlled  by  placing  them  on  a weight  reduction 
diet  followed  by  simple  restriction  of  sugar  and 
pastries.  Similarly,  patients  who  are  considered 
potential  diabetics  should  be  placed  on  1,000  to 
1,200  calorie  diabetic  diets  until  they  have  reached 
standard  weight,  whereupon  simple  restriction  of 
carbohydrate  may  be  the  only  limitation  necessary 
to  maintain  diabetic  control  and  normal  weight. 
The  condition  of  both  types  of  patients  should  be 
followed  closely  during  their  lifetime. 

Insulin 

Diabetic  treatment  is  designed  to  maintain  stand- 
ard body  weight,  normal  concentrations  of  blood 
sugar  and  a sugar-free  urine.  Fifty  per  cent  of 
patients  will  be  able  to  meet  these  requirements  by 
adhering  to  their  diet.  The  remainder  will  require 
insulin.  However,  of  this  group  requiring  insulin, 
a considerable  proportion  will  be  easily  controlled 
and  insulin  reactions  and  excessive  hyperglycemia 
will  occur  infrequently. 

Four  types  of  insulin  are  commonly  used.  Their 
actions  differ  in  duration,  intensity  and  speed  of 
onset.  A description  of  each  type  and  its  action 
follows : 

Regular  and  Crystalline  Insulin.  Clinically  these 
two  insulins  are  indistinguishable.  Their  action  is 
characterized  by  almost  immediate  onset  and  short 
duration.  After  the  injection  of  a moderate  dose, 

*Health  Publication  Institute,  Inc.,  Raleigh,  North 
Carolina. 


concentrations  of  blood  sugar  begin  falling  almost 
immediately  with  a maximal  action  occurring  in 
about  three  hours.  This  is  followed  by  a return 
to  original  concentrations  of  blood  sugar  in  about 
six  hours.  Because  of  the  brief  action  of  a single 
dose,  and  the  inability  to  influence  concentrations 
for  long  periods,  regular  or  crystalline  insulin  is  now 
used  primarily  for  emergencies  and  in  combination 
with  longer-acting  types  of  insulin. 

Globlin  Insulin.  This  insulin  falls  between 
regular  and  protamine  zinc  insulin  in  speed  of  on- 
set, intensity  and  duration  of  action.  Initial  effects 
are  demonstrable  on  concentrations  of  blood  sugar 
in  approximately  two  hours,  reaching  peak  intensity 
in  eight  to  twelve  hours,  with  a total  duration  of 
activity  for  approximately  twenty-four  hours.  Globin 
insulin  has  many  disadvantages.  It  tends  to  pro- 
duce hypoglycemia  in  the  late  afternoon  or  evening, 
but  at  the  same  time  its  action  is  too  weak  during 
the  night  to  control  morning  fasting  values.  Because 
its  action  is  dissipated  in  twenty-four  hours,  it  does 
not  control  post-breakfast  hyperglycemia  and  gly- 
cosuria*. Globin  insulin  is  activated  from  its  acid 
solution  by  alkalization  from  tissue  fluids,  and 
because  of  the  possible  variations  in  degree  of  pre- 
cipitation, its  effect  may  vary  with  each  daily  in- 
jection®. 

Protamine  Zinc  Insulin.  Prolonged  action  from 
a single  injection  gives  protamine  zinc  insulin  one 
of  the  long-sought  characteristics  so  vital  to  the 
maintenance  of  normal  values  for  blood  sugar.  A 
single  moderate-size  dose  releases  insulin  from  its 
protamine  combination  slowly  with  a peak  action 
at  twelve  to  fourteen  hours,  and  exerts  continuous 
depressing  action  on  the  blood  sugar  for  twenty-four 
to  thirty-six  hours.  In  many  instances  protamine 
zinc  insulin  also  is  ineffective  in  controlling  the 
blood  sugar.  Because  of  its  relatively  retarded 
lowering  of  concentrations  of  blood  sugar  and  the 
maintenance  of  these  low  concentrations  for  an  ex- 
tended period,  post-prandial  glycosuria,  nocturnal 
hypoglycemia  or  both  frequently  occur^^’^k 

Insulin  Combinations.  In  an  attempt  to  provide 
insulin  coverage  during  the  periods  of  high  post- 
prandial concentrations  of  blood  sugar,  various  com- 
binations of  regular  and  protamine  zinc  insulin  have 
been  tried.  However,  excessive  amounts  of  prota- 
mine were  found  to  convert  a significant  portion  of 
the  regular  insulin  to  protamine  zinc  insulin.  Col- 
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well*  showed  that  it  was  necessary  to  mix  at  least 
one  part  of  regular  with  one  part  of  protamine  zinc 
insulin  in  order  to  obtain  a definite  modification 
of  the  action  of  the  latter.  Correction  of  daytime 
glycosuria  and  nocturnal  hypoglycemia  were  not  ob- 
tained until  a rate  of  2 units  of  regular  to  1 unit  of 
protamine  zinc  insulin  were  reached.  Sprague^^, 
by  means  of  clinical  trial  and  error  alone,  came  to 
the  same  conclusion,  and  found  the  most  satisfactory 
mixtures  to  lay  between  2:1  and  3:1  combinations. 
One  of  the  major  drawbacks  of  such  mixtures  lies 
in  the  patient’s  difficulty  in  preparation  and  the  ever- 
present possibility  of  error. 

X PH-50  Insulin.  Recently  a pre-mixed  stable 
unbuffered  2:1  insulin  has  been  developed  called 
NPH-50.  This  insulin  possesses  the  clinical  ad- 
vantages of  the  old  syringe-mixed  2:1  combinations 
with  an  added  intermediate  time  action,  and  is  now 
considered  by  many  to  be  its  most  satisfactory  sim- 
ulator*"^*’^^.  Because  this  new  insulin  contains  only 
a minimum  of  unsaturated  protamine,  regular  in- 
sulin may  be  added  if  needed  without  comparable 
loss  of  its  quick  action.  NPH-50  provides  an  early 
and  heightened  activity  during  the  post-prandial 
period  when  concentrations  of  blood  sugar  are  ele- 
vated and  a less  intense  but  more  prolonged  activity 
at  night  when  the  blood  sugar  is  at  fasting  levels, 
thus  providing  action  which  is  distributed  and  in 
keeping  with  the  physiologic  needs  of  the  diabetic 
patient.  For  the  majority  of  patients  the  timing 
of  XPH-50  insulin  represents  the  most  satisfactory 
action  as  measured  by  a minimal  number  of  injec- 
tions, satisfactory  overlap  and  a relative  freedom 
from  hypoglycemic  reactions.  Compared  with  other 
insulins,  it  shows  fewer  reactions  and  when  reactions 
do  occur  they  are  more  easily  recognized  by  pa- 
tients^^.  For  unknown  reasons  there  is  a definite 
lack  of  uniformity  as  to  time  of  day  during  which 
reactions  occur^“. 

Education 

Patients  with  diabetes  require  treatment  for  many 
years,  usually  for  a lifetime,  so  that  the  ultimate 
responsibility  for  adequate  control  falls  on  the  pa- 
tient. The  success  that  is  obtained  will  depend  pri- 
marily on  the  adequacy  of  the  training  and  under- 
standing which  is  achieved  at  the  onset  of  treatment 
of  the  diabetes^®.  The  responsibility  for  this  train- 
ing and  understanding  rests  entirely  with  the 
physician.  Education  of  the  patient  cannot  be 
accomplished  in  one  or  two  brief  interviews  or  by 


presenting  him  with  a booklet.  The  physician  must 
review  each  of  the  following  topics  systematically 
and  thoroughly  with  the  patient: 

Diet,  h'rom  a simple  non-medical  explanation  of 
the  underlying  physiology  of  diabetes,  the  patient 
can  be  helped  to  understand  the  necessity  of  diet. 
Meal  planning  should  be  discussed  carefully  to 
insure  complete  understanding  of  all  details.  If 
the  patient  does  not  prepare  his  own  meals,  it  is 
advantageous  to  have  the  person  who  does  prepare 
them  present  during  the  discussion  if  this  is  possible. 

All  diabetic  patients  should  understand  clearly 
the  grave  consequences  of  poor  control  and  the  dan- 
gers associated  with  obesity. 

Insulin.  The  responsibility  for  insulin  regulation 
and  adjustment  falls  on  the  physician  until  stabiliza- 
tion is  achieved.  During  this  initial  period,  the 
[)atient  should  be  instructed  regarding  the  filling 
of  the  syringe,  self-injection  and  care  of  his  syringe 
and  equipment.  Because  of  the  widespread  con- 
fusion in  understanding  the  differences  between  U-40 
and  U-80  insulin,  instructions  should  be  specific 
on  this  subject.  Syringes  showing  both  U-40  and 
U-80  scales  on  the  same  barrel  should  never  be 
recommended. 

Clinical  hypoglycemia  is  beth  a physiologic  and 
a social  problem  which  every  diabetic  taking  insulin 
must  guard  against  constantly.  Intelligent  treat- 
ment of  insulin  reactions  depends  on  early  recogni- 
tion of  symptoms  and  immediate  ingestion  of  sugar 
in  some  form.  Therefore,  this  subject  must  be  dis- 
cussed in  detail  with  the  patient.  The  many  varia- 
tions of  subjective  symptoms  must  lie  described  and 
the  need  for  prompt  action  at  the  earliest  suspicion 
of  hypoglycemic  symptoms  must  be  emphasized. 
Every  patient  should  carry  mints  or  hard  candy  at 
all  times.  The  effect  of  unusually  vigorous  exercise 
on  concentrations  of  blood  sugar  also  must  be  in- 
cluded in  education  of  the  patient. 

Testing  the  Urine.  The  simplest  home  method  for 
testing  the  urine  for  sugar  is  the  use  of  Clinitest  Rea- 
gent Tablets.*  \Mien  the  interpretation  of  this  method 
has  been  mastered,  instructions  should  be  given  for 
dailv  testing  before  each  meal  and  at  bedtime 
(usually  at  7:00  A.M.,  11:00  A.M.,  4:00  T.I^I. 
and  9:00  T.^I.),  during  the  fir.^t  week  or  until  in- 
sulin regulation  is  stabilized  by  the  ph3’sician.  There- 
after, it  is  sufficient  to  test  the  urine  twice  daily, 
7:00  A.^I.  (before  breakfast)  and  4:00  T.I^I.  (be- 

*Ames  Company,  Inc.,  Elkhart,  Indiana. 
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fore  supper).  All  tests  must  be  done  on  fresh  speci- 
mens obtained  fifteen  minutes  after  an  initial  empty- 
ing of  the  bladder.  Every  diabetic  patient  should 
understand  the  importance  of  testing  his  urine  each 
day  for  the  rest  of  his  life.  He  must  know  that  in 
no  other  way  can  he  accomplish  a satisfactory  check 
on  the  control  of  his  diabetes. 

Adjustment  of  the  dosage  of  insulin  at  home  fre- 
quently is  necessary  in  order  to  meet  the  changing 
needs  of  both  the  patient  and  his  disease.  The 
following  simple  and  precise  instructions  may  be 
presented  to  the  patient  to  help  meet  this  need : 

Home  Instructions  eor  Regulating  the 
Dose  of  NPH-Insulin 

(1)  Fresh  specimens  of  urine  should  be  tested 
twice  daily,  before  breakfast  and  before  supper. 

(2)  If  results  of  the  urine  tests  are  usually  0,  with 
an  occasional  l-j-  ( per  cent)  or  2-}-  (%  per 
cent),  do  not  change  the  dose. 

(3)  If  results  of  test  are  0 for  3 successive  days, 
decrease  the  dose  2 units  if  taking  30  units  or  less; 
decrease  4 units  if  taking  more  than  30  units. 

(4)  If  the  result  of  either  urine  test  during  the 
day  is  3+  (1  per  cent)  or  4-)-  (2  per  cent)  for 
3 successive  days  increase  the  dose  2 units  if  taking 
30  units  or  less;  increase  4 units  if  taking  more 
than  30  units. 

(5)  If  an  insulin  reaction  occurs  which  is  not 
caused  by  unusual  exercise  or  omission  of  food,  de- 
crease the  dose  the  following  day  by  4 units  if  tak- 
ing less  than  30  units;  decrease  6 to  8 units  if  tak- 
ing more  than  30  units  of  insulin. 

(6)  If  you  become  ill  and  are  unable  to  eat,  do 
not  stop  taking  insidin.  If  meals  are  missed  and 
the  urine  test  shows  0,  take  half  the  usual  dose  of 
insulin.  If,  however,  the  urine  test  shows  3-|-  (1 
per  cent)  or  4-j-  (2  per  cent)  continue  to  take  the 
full  dose. 

The  following  point  may  be  added  to  the  above 
instructions  for  those  patients  taking  small  doses 
of  insulin  or  for  those  who  in  time  might  not  require 
further  intake  of  insulin. 

(7)  If  your  insulin  dosage  has  been  reduced  to 
6 units  of  NPH-insulin,  and  the  urine  tests  have 
been  0 for  fourteen  successive  days,  you  may  stop 
taking  insulin,  but  you  must  continue  to  test  the 
urine.  If  the  results  of  the  tests  shows  2 -j-  (%  per 
cent),  3-}-  (1  per  cent),  or  4-|-  (2  per  cent),  start 
taking  6 units  of  NPH-insulin  every  day.  Then 
raise  the  dose,  if  necessary,  according  to  the  direc- 
tions previously  mentioned. 


Complications.  All  plans  for  education  of  the 
patient  are  incomplete  without  a frank  discussion 
of  the  frequent  outcome  of  continued  poor  control. 
The  vascular,  neurologic,  retinal  and  renal  complica- 
tions must  be  clearly  understood  by  all  diabetic 
patients  as  the  possible  outcome  of  continued  abuse 
and  neglect.  Diabetic  acidosis  must  be  included, 
with  a presentation  of  its  cause,  signs,  s)mptoms 
and  prevention.  Finally,  the  patient  having  dia- 
betes should  be  urged  to  have  a physical  check  up 
.semi-annually. 
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HISTOPLASMOSIS  OF  THE  LARYNX* 

Calvin  T.  Burton,  M.D., 
and 

Peter  A.  Wallenborn,  Jr.,  M.D., 
Roanoke,  Virginia 


In  recent  j’ears  we  have  all  heard  a great  deal 
about  the  disease  entity  histoplasmosis.  Most  of  us 
are  well  aware  of  the  relationship  of  this  disease 
to  miliary  pulmonar}-  calcification.  However,  there 
has  been  a paucity  of  information  in  the  textbooks 
and  in  the  literature  regarding  the  active  phases 
l;oth  of  the  benign  and  fulminating  types.  The  fact 
that  an  active  case  has  recently  been  diagnosed  in 
^'irginia  should  make  all  of  us  more  conscious  of 
this  infection  and  should  stress  the  importance  of 
knowing  the  clinical  picture,  symptoms,  signs  and 
methods  of  diagnosis  and  treatment  of  histoplasmosis. 

This  rejjort,  then,  of  histoplasmosis  of  the  larynx 
with  a discussion  of  the  general  chacacteristics  of  the 
disease  is  being  j:)resented  for  two  reasons; 

1.  Less  than  20  cases  of  histojdasmosis  of  the 
larynx  have  been  reported  in  the  literature. 

2.  To  give  a simplified  description  of  the  clinical 
manifestations  and  lesions  so  that  you  will  Ije 
alerted  and  make  a provisional  diagnosis  of  this 
disease  and  ask  the  laborator}-  for  confirmation. 
Historical  Review.  Darling  observed  the  first  case 

of  histoplasmosis  in  Panama  in  1906.^  He  believed 
the  disease  to  be  a protozoan  infection  related  to 
Kala-azar.  Subsequent  work  by  Demonbreun  in 
1934  furnished  definite  proof  that  the  organism  is  a 
fungus.^  It  is  called  histoplasmosis  capsulatum  and 
exists  in  two  forms — one,  a yeast-like  form  which 
grows  in  the  reticuloendothelial  system  of  man,  and 
the  other,  mycelial,  growing  outside  of  the  body. 
Its  habitat  in  nature,  modes  of  transmission,  and 
portal  of  entry  in  the  human  body  have  as  yet  not 
been  determined.  Nevertheless,  most  workers  agree 
that  the  upper  gastro-intestinal  and  respiratory  tracts 
are  the  most  frequent  sites  of  entrance  because  of  the 
occurrence  of  early  lesions  in  the  mouth,  pharynx, 
larynx  and  lungs. 

Histoplasmosis  is  a new  medical  disease.  From 

*Presented  in  part  to  the  Roanoke  Academy  of  Medi- 
cine, Roanoke,  Va.,  October  1951.  Discussed  by  Dr.  John 
O.  Boyd,  Jr.,  Roanoke,  Va. 

•Presented  to  the  joint  meeting  of  The  Virginia  Society 
of  Ophthalmology  and  Otolaryngology  and  The  West 
Virginia  Academy  of  Ophthalmology  and  Otolaryngology, 
May  5,  1953,  Hot  Springs,  Va.  Discussed  b)'  Dr.  G. 
Slaughter  Fitz-Hugh,  Charlottesville,  Va. 


1906  to  1926  no  new  cases  were  recognized.  At  the 
St.  Louis  Children’s  Hospital  a review  of  the  au- 
topsies since  1918  revealed  no  cases  of  histoplasmosis 
in  the  pediatric  age  group  prior  to  1942.®  Since  that 
time  ten  cases  of  the  generalized  type  have  been  diag- 
nosed by  autopsy  in  that  institution.^  Up  to  1949 
a total  of  123  cases  had  been  reported  in  the  litera- 
ture. In  the  living  patient  the  first  histologic  diag- 
nosis of  histoplasmosis  was  made  in  1941  on  biopsy 
material  from  the  larynx  and  confirmed  by  tissue  cul- 
tures.® 

Clinically  and  pathologically  we  must  recognize 
the  existence  of  two  types  of  histoplasmosis;  first, 
a benign  tjpe  which  is  not  uncommon  in  certain 
areas;  and,  second,  a disseminated  or  fulminating 
t\’pe  which  is  relatively  rare. 

Benign  Type.  IMuch  evidence  has  been  accumu- 
lated during  the  past  few  years  which  indicates  that 
a benign,  subclinical  form  of  this  disease  which 
radiologically  simulates  tuberculosis  is  prevalent  in 
some  areas  of  the  United  States.  The  signs  and 
symptoms  of  the  active  phase  of  the  benign  type  are 
those  of  an  atypical  pneumonitis  which  fails  to  re- 
spond to  the  usual  therapeutic  measures,  but  which 
slowly  clears  up.  It  leaves  its  mark  in  the  form 
of  diffuse  minute  pulmonary  calcification  and  a 
positive  histoplasmin  test.  A typical  case  of  the 
active  phase  of  benign  histoplasmosis  was  reported 
by  Kunstedter,  Whitcomb,  and  Milzer  in  the  Jour- 
nal of  I^aboratory  and  Clinical  Medicine,  December, 
1949.® 

The  patient  was  a twelve  year  old  colored  boy 
with  clinical  findings  of  atypical  pneumonia.  The 
course  of  the  infection  was  followed  from  the  onset 
through  the  stage  of  pulmonary  infiltration  to  heal- 
ing as  manifested  by  beginning  pulmonary  calci- 
fication. H.  capsulatum  was  isolated  from  the  Idood 
and  bronchial  secretions  obtained  during  the  acute 
stage.  The  patient  had  a positive  complement  fixa- 
tion test  at  the  height  of  the  pulmonary  infiltration 
which  persisted  to  the  time  of  beginning  calcification 
four  months  later.  He  also  had  a ]X)sitive  histo- 
plasmin skin  test. 

Disseminated  Type.  In  the  disseminated  tyi)e  of 
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histoplasmosis  tlie  symj)toms  and  signs  vary  in  the 
individual  cases.  Initial  lesions  may  be  ulcerations 
or  granulations  of  the  nose,  mouth,  pharynx  or 
larynx,  which  are  extremely  painful.  Fever  is  usually 
low  grade,  but  may  be  absent.  Xight  sweats,  an- 
orexia, weakness,  and  weight  loss  occur  during  some 
stages  of  the  disease.  Characteristically  histoplas- 
mosis attacks  the  reticuloendothelial  system  with  in- 
volvement of  the  liver,  spleen,  lymph  nodes  and  bone 
marrow.  Thus,  there  is  some  degree  of  lymphade- 
nopathy  and  enlargement  of  the  liver  and  spleen. 
Hypochromic  anemia  and  leukojienia  are  usually 
present.  Pulmonary  lesions  occur  in  about  one-half 
the  cases.  The  adrenal  glands  are  frequently  in- 
volved with  the  subsequent  development  of  Addison's 
disease. 

The  disseminated  type  of  histoplasmosis  must  be 
differentiated  from  the  following  diseases: 

1.  Tuberculosis. 

2.  Syphilis. 

3.  Carcinoma. 

4.  Other  fungus  diseases,  e.  g.,  blastomycosis, 
coccidiodomycosis,  etc. 

Histoplasmosis  belongs  to  the  general  group  of 
chronic  infectious  granulomas  and  it  possesses  no 
specific  cytologic  characteristics  which  separate  it 
from  this  group.  When  it  is  co-existent  with  another 
infectious  granuloma  caused  by  a specific  organism, 
it  is  usually  impossible  to  determine  microscopically 
which  reaction  is  caused  by  histoplasmosis  capsu- 
latum  and  which  by  the  co-existent  organism.  This 
simultaneous  occurrence  of  another  pathogenic  or- 
ganism with  this  fungus  is  not  rare.  The  second 
type  of  infection  is  often  tuberculosis. 

Diagnosis.  The  fact  that  the  diagnosis  of  either 
benign  or  disseminated  histoplasmosis  cannot  be 
made  by  the  clinical  examination  must  be  empha- 
sized. Laboratory  facilities  must  be  relied  upon 
in  making  the  diagnosis  with  the  following: 

1 . Histoplasmin  test. 

2.  Complement  fixation  test. 

3.  Biopsy. 

4.  Smear  and  culture  from  lesions,  blood,  bone 
marrow  or  sputum. 

Prognosis.  As  to  prognosis,  in  the  benign  type 
of  histoplasmosis  the  mortality  is  low.  In  the  dis- 
seminated type  the  mortality  is  high. 

Treatment.  The  benign  type  of  histoplasmosis  is 
treated  symptomatically  and  with  potassium  iodide 


in  massive  doses.  If  the  latter  is  not  well  tolerated, 
scdium  iodide  can  be  administered  intravenously. 

Symj)tomatic  and  supportive  measuree  are  used 
in  the  disseminated  t}pe.  Treatment  with  pentnu- 
cleotide, fuadin,  irradiation,  neostam,  sodium  thiosul- 
fite,  sulfonamides,  autogenous  vaccines  and  various 
other  drugs  have  proved  of  little  value.  Antibiotics 
are  contraindicated.  W'hen  penicillin  and  streptomy- 
cin are  added  to  a culture  medium  they  stimulate  the 
growth  of  histcplasma  capsulatum.* 

Ethyl  vanillate,  a fungicidal  agent  which  is  a by- 
product of  the  pulp  manufacturing  process,  shows 
considerable  promise  in  the  treatment  of  generalized 
histoplasmosis.  Christie  treated  twelve  patients  with 
progressive  disseminated  histoplasmosis  with  ethyl 
vanillate.*  Five  of  these  patients  are  alive  and  ap- 
parently well  following  treatment,  an  experience  not 
previously  encountered  or  reported  in  the  literature. 
In  infants  he  recommends  a dosage  of  0.5  gm.  per 
kilo  of  body  weight  per  2'4  hours  in  divided  doses 
and  this  to  be  increased  in  steps  of  0.5  gm.  every 
five  to  six  days  until  a dosage  of  1.5  gm.  per  kilo 
of  body  weight  per  day  or  the  desired  blood  level 
is  obtained.  Blood  levels  must  be  high — somewhere 
between  20  and  30  mgm.  per  100  cc.  Below  10  mgm. 
per  100  cc.  is  ineffectual,  while  above  50  mgm.  per 
100  cc.  may  damage  the  liver  and  kidneys.  Daily 
blood  level  determinations  are  necessary.  As  deaths 
have  resulted  from  its  use,  it  is  recommended  only 
for  severe  and  critical  cases. 

Investigators  have  shown  that  stilbamidine 
when  tested  in  vitro  against  histoplasma  capsulatum 
was  effective  in  concentrations  from  10  to  100  mgm. 
per  cent.*  Although  this  drug  has  been  used  suc- 
cessfully in  the  treatment  of  blastomycosis,  its  use 
in  disseminated  histoplasmosis  has  not  been  too 
encouraging.^*4i.i2  The  use  of  propamidine,  wLich 
is  in  the  diamidine  group  with  stilbamidine,  has 
been  suggested  because  of  its  inhibition  of  certain 
fungi  in  low  concentrations.^* 

Lejeune  reports  the  prompt  subsidence  of  laryn- 
geal lesions  of  histoplasmosis  using  a spray  of 
5 mgm.  of  promine  every  three  hours  and  4 mgm.  of 
promine  intravenously  three  times  a day.*  How- 
ever, this  patient  later  showed  evidence  of  involve- 
ment of  the  adrenals.  In  general,  treatment  with 
promine  has  been  discouraging. 

Case  Report 

.A.  46  year  old  white  male  high  school  instruction 
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director  was  referred  to  our  office  June  7,  1951,  by 
his  family  j)hysician  because  of  a granular  pharyn- 
gitis wliich  did  not  resjjond  to  treatment.  He  com- 
plained of  moderate  dysphagia  and  an  irritated 
throat.  He  had  been  easily  fatigued  and  listless  and 
had  recently  recui>erated  from  virus  pneumonia.  He 
had  lost  25  pounds  in  weight  and  had  been  running 
a nocturnal  fever  of  10()°D.  A review  of  his  past 
history  revealed  that  several  \ears  jireviously  a ten- 
tative diagnosis  of  Boeck’s  sarcoid  had  been  made. 

Examination  of  the  pharynx  revealed  a granular 
pharyngitis.  Indirect  laryngoscopy  showed  the  mu- 
cosa of  the  larynx  to  be  pale  and  slightly  edematous. 
The  epiglottis  was  quite  ])ale,  edematous  and  was 
covered  l)y  a granulomatous  lesion.  Our  impression 
was  that  this  patient  had  a chronic  pharyngitis  and 
laryngitis  of  inflammatory  origin.  He  was  treated 


and  two  similar  lesions  were  in  the  left  malar  region. 
Biopsy  from  one  of  the  scalp  lesions  showed  his- 
toidasmosis.  A diagnosis  of  disseminated  bisto- 
])lasmosis  was  made. 

On  July  25,  1951,  the  jjatient  was  started  on  large 
doses  of  ethyl  vanillate.  On  August  1,  he  had  an 
Addisonian  crisis  which  was  successfullv  combated 
with  adrenal  cortical  extract,  whole  blood,  and  glu- 
cose in  physiologic  saline.  Subsequently,  the  symp- 
toms were  well  controlled  with  cortisone. 

On  August  13,  1951,  the  patient  was  transferred 
to  the  Veterans  Administration  Hospital,  Roanoke, 
Virginia,  where  the  same  regime  was  continued.  A 
very  complete  discussion  of  the  treatment  of  this 
patient  here  was  published  by  Drs.  Ellis,  Scott  and 
Miller  in  the  Journal  of  Antibiotics  and  Chemother- 
apy, July,  1952.1^ 


Photomicro^aph  of  tissue  from  epiglottis  showing  histoplasmosis  capsulatum 


with  the  usual  local  measures,  elimination  of  irri- 
tants to  the  throat,  general  symptomatic  and  sup- 
portive measures  by  his  family  physician,  penicillin, 
Chloromycetin  and  streptomycin  with  no  improvement 
in  the  local  lesions  or  in  his  general  condition.  A 
chest  x-ray  showed  minor  changes  suggestive  of 
Boeck’s  sarcoid  which  had  been  seen  on  previous 
x-rays  and  no  change  was  reported.  On  July  2, 
1951,  tissue  was  removed  from  the  epiglottis  for 
biopsy.  Erom  this  tissue  a diagnosis  of  histoplas- 
mosis was  made. 

The  patient  was  sent  to  the  University  of  Virginia 
Hospital.  The  histoplasmin  intradermal  test  was 
negative  in  a dilution  of  1:10,000.  However,  com- 
plement fixation  test  was  positive  in  a dilution  of 
1 : 2,048.  Two  small  grayish  brown  ulcers  with  thick 
crusts  were  found  in  the  left  parieto-occipital  area 


The  ethyl  vanillate  was  given  intermittently  in  in- 
creasing doses  until  by  October  10  he  was  receiving 
6 gms.  every  four  hours.  On  November  25  the  ad- 
ministration of  ethyl  vanillate  was  discontinued. 
During  the  last  month  of  therapy  a blood  level  be- 
tween 15  and  28  mgm.  per  cent  was  maintained. 

From  August  to  December  the  patient  gained  51 
])ounds  in  weight.  In  October  and  November  all 
of  the  cutaneous  lesions,  except  one,  healed.  Idii 
latter,  a lesion  of  the  elbow,  finally  healed  in  Jan- 
uary, 1952.  However,  the  granulomatous  lesion  of 
the  epiglottis  remained  the  same.  Because  of  the 
in  vitro  studies  showing  the  effectiveness  of  di- 
amidines  against  fungi,  a decision  was  made  to  use 
propamidine  locally  on  the  epiglottis. Since  the 
action  of  propamidine  is  stejiped-up  by  varidase,  this 
drug  was  likewise  used  locally  preceding  the  pro- 
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pamidine.  Accordingly,  the  patient  received  two 
courses  of  propamidine  and  varidase  sprayed  locally 
on  the  epiglottis  four  times  a day  for  fourteen  days. 
Shortly  after  the  last  course,  the  epiglottis  appeared 
normal,  except  for  scarring. 

During  this  course  of  treatment  and  continuing 
up  to  the  present  time,  the  patient  has  received  spe- 
cific treatment  for  the  Addison’s  disease. 

The  patient  has  gotten  along  well  and  has  shown 
no  signs  of  recurrence  of  the  lesions  of  histoplas- 
mosis. Thus,  one  would  conclude  that  in  this 
patient  a remission  in  progressive  disseminated  his- 
toplasmosis was  ajiparently  induced. 

Laryngeal  Findings.  The  laryngeal  findings  of 
histoplasmosis  are  characterized  by  extreme  edema 
of  the  laryngeal  mucosa  and  by  the  presence  of  gran- 
ulomatous lesions  which  may  be  diffuse  or  nodular. 
These  lesions  bleed  less  when  traumatized  than  do 
most  granulomatous  lesions.  Dean  reports  a case 
where  the  epiglottis  was  thick,  nodular  and  pale  and 
the  whole  interior  of  the  larynx  white  and  nodular.® 
Clerf  describes  a case  of  laryngeal  histoplasmosis 
which  closely  resembled  carcinoma.® 

W'hen  extreme  edema  with  granulomatous  lesions 
are  present  in  any  chronic  laryngeal  condition,  one 
should  be  alerted  for  possible  histoplasmosis. 

In  conclusion,  I would  like  to  emphasize  several 
points : 

1.  Histoplasmosis  is  a relatively  new  disease 
caused  by  a fungus  which  requires  additional 
emphasis  on  diagnosis. 

2.  It  is  related  to  minute,  diffuse  pulmonary  cal- 
cification. 

3.  The  active  jdiase  of  the  benign  type  may  sim- 
ulate atypical  pneumonia  and  is  frequently 
undiagnosed.  It  has  a good  prognosis. 

4.  Disseminated  histoplasmosis  is  relatively  rare 
and  has  a high  mortality.  It  must  be  differ- 
tiated  from  other  granulomas. 

5.  Ethyl  vanillate  shows  definite  promise  in  the 
treatment  of  progressive  disseminated  histo- 
plasmosis. Propamidine  may  be  of  use  in 
the  treatment  of  histoplasmosis  of  the  larynx. 

6.  When  edema  and  granulomatous  lesions  of  the 
mouth,  pharynx  and  larynx  are  seen,  histo- 
plasmosis should  be  ruled  out. 
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ADENOCARCINOMA  OF  THE  SMALL  BOWEL 

Robert  M.  Hardaway,  III,  Lt.  Colonel,  M.C., 

Chief,  Surgical  Service,  U.  S.  Army  Hospital 
and 

Bernard  H.  Ostrow,  1st  Lieut.,  M.C., 

Fort  Belvoir,  Virginia 


Malignant  tumors  of  the  small  bowel  are  infre- 
quent compared  with  the  other  parts  of  the  gastro- 
intestinal tract.  Raiford^  reports  that  1 1 % of  986 
gastro-intestinal  tumors  occurred  in  the  small  bowel. 
Of  these  42%  were  malignant.  The  Armed  Forces 
Institute  of  Pathology  records  146  malignant  small 
bowel  tumors  classified  as  follows;  Leiomyosarcoma 
(34  cases  recorded),  lymphosarcoma  (2  cases  record- 
ed), malignant  carcinoid  (28  cases  recorded),  adeno- 
carcinoma (78  cases  recorded),  neurofibrosarcoma  (1 
case  recorded),  fibrosarcoma  (2  cases  recorded), 
hemangioendothelioma  (1  case  recorded).  IMayo^ 
reported  66  cases  of  adenocarcinoma  of  the  small 
bowel  of  which  only  eight  were  alive  five  years  after 
surger)'.  He  attributed  the  poor  prognosis  to  the 
high  incidence  of  metastases  already  present  at  the 
time  of  diagnosis.  This  emphasizes  the  necessity 
of  the  awareness  of  such  lesions  when  considering 
the  differential  diagnosis  of  intestinal  obstruction. 

The  following  case  is  typical  in  that  it  shows 
the  usual  presenting  symptoms  of  intestinal  obstruc- 
tion and  the  distant  metastases  present  at  the  time 
of  diagnosis. 

Report  or  Case 

53  year  old  white  female  was  admitted  to  the 
U.S.  .A-rmy  Hospital,  Fort  Belvoir,  Virginia,  15  Oc- 
tober 1952,  with  a history  of  nausea  and  vomiting 
for  approximately  six  weeks.  The  vomiting  oc- 
curred usually  three  to  four  hours  after  the  evening 
meal.  There  was  no  pain.  The  symptoms  occurred 
during  a time  of  emotional  and  physical  stress  and 
her  doctor  attributed  the  nausea  to  psychic  rea- 
sons. She  was  treated  with  belladonna.  The  vom- 
iting became  worse,  however,  and  began  to  occur 
three  to  four  hours  after  every  meal.  She  was  sched- 
uled to  have  a gastro-intestinal  x-ray  series  as  an 
out-patient.  However,  a few  days  later  she  vomited 
several  times  and  had  a severe  constricting  pain  in 
the  lower  thorax,  radiating  into  the  back,  with  pro- 
fuse perspiration  and  weakness.  She  was  admitted 
to  the  hospital  with  an  admission  diagnosis  of 
cholecystitis.  System  review  and  past  history  were 
not  contributory.  Positive  physical  findings  were 
limited  to  the  abdomen  which  showed  a slight  tender- 


ness to  the  left  of  the  umbilicus.  There  was  no  dis- 
tention. Peristalsis  was  normal.  She  was  sched- 
uled to  have  a gall  bladder  series  and  gastro-intes- 
tinal series.  A flat  plate  of  the  abdomen  revealed 
nothing  significant.  Gastro-intestinal  series,  taken 
on  25  October  1952,  surprisingly  showed  a nearly 
complete  obstruction  in  the  jejunum  approximately 
twelve  inches  below  the  ligament  of  Treitz  (Fig.  1). 
The  jejunum  proximal  to  this  obstruction  was  tre- 
mendously dilated.  An  x-ray  diagnosis  of  intus- 
susception, adhesions  or  gallstone  ileus  was  made. 
.A.t  this  time  she  was  seen  by  the  Surgical  Service 
and  it  was  decided  to  do  an  operation  as  soon  as  she 
could  be  prepared.  The  pre-operative  diagnosis  was 
benign  or  malignant  neoplasm  of  the  jejunum.  She 
was  operated  on  26  October  1952  through  a left 
upper  rectus  incision.  The  proximal  twelve  inches 
of  jejunum  was  found  to  be  tremendously  dilated  and 
thickened  above  a napkin-ring  type  obstructing  car- 
cinoma. Bowel  distal  to  this  was  collapsed.  Re- 
gional lymph  nodes  were  enlarged  and  hard.  There 
were  multiple  peritoneal  implants  over  the  serosal 
surface  of  the  entire  bowel,  over  the  peritoneum  of 
the  anterior  abdominal  wall  and  on  the  serosa  of 
the  liver.  It  was  decided  that,  although  any  sur- 
gery would  be  purely  palliative,  a resection  of  the 
tumor  would  be  done  to  relieve  the  obstruction.  The 
tumor,  adjacent  bow’el,  and  regional  vessels  and 
lymphatics  were  removed.  Bowel  continuity  was 
restored  by  end  to  end  anastomosis,  doing  a dorsal 
slit  on  the  distal  stump  to  make  the  lumen  large 
enough  to  fit  the  distended  proximal  portion.  The 
mesentery  was  repaired  and  the  abdominal  wall 
closed  in  layers.  Post-operative  course  was  unevent- 
ful. A Wangensteen  suction  was  used  for  forty- 
eight  hours  until  peristalsis  began.  She  was  then 
given  a soft  diet.  The  wound  healed  cleanly  and 
she  was  discharged  on  the  tenth  post-operative  day. 
Since  discharge  she  has  been  followed  as  an  out- 
patient. On  the  17th  of  February  1953  (four 
months  postoperative)  the  patient  was  symptom  free 
and  eating  a regular  diet.  By  April  1953  she  had 
begun  to  have  mild  recurrence  of  obstructive  symp- 
toms. Pathological  examination  of  the  resected 


670 


Virginia  Medical  Monthly 


Volume  80, 


bowel  (Fig.  2)  was  done  by  Lt.  Arthur  E.  Chandler 
as  follows:  “Arising  in  the  wall  of  jejunum  is  a 
fungating  adenocarcinoma,  2.5  x 2.0  x 2.0  cm.;  sit- 
uated 10  cm.  from  the  proximal  and  6.0  cm.  from 


Fig.  1.  X-ray  showing  barium  in  dilated  proximal  portion  of 
jejunum  with  beak-like  obstructed  end.  Note  absence  of 
barium  below  obstruction. 


the  distal  surgical  margin,  which  almost  completely 
occludes  the  lumen  over  a distance  of  2.5  cm.  The 
carcinoma  invades  through  the  wall,  and  out  to  the 


Fig.  2.  Resected  portion  of  jejunum  showing : 

(1)  Dilated  proximal  portion 

(2)  Annular  carcinoma 

(3)  Normal  distal  portion 

serosa  at  the  point  of  a narrow  fibrous  band-like 
constriction  which  circumscribes  the  bowel  with  the 


exception  of  a space,  0.8  cm.,  on  the  abmesenteric 
side.  There  is  much  hypertrophy  of  the  circular 
muscularis  of  the  proximal  jejunum  which  is  dilated 
to  a diameter  of  5.5  cm.  The  diameter  of  the  distal 
lumen  is  2.5  cm.  Microscopically  the  carcinoma  is 
fairly  well  differentiated;  there  is  a slight  central 
degeneration.  Diagnosis : Adenocarcinoma,  jeju- 
num.” 

Discussion 

•Adenocarcinoma  of  the  small  bowel  may  rise  from 
polyps  as  it  does  in  the  large  bowel.  Adenocarcinoma 
of  the  duodenum  is  uncommon  except  for  those  aris- 
ing in  the  peri-ampullary  region.®  Other  adenocar- 
cinomas are  distributed  fairly  evenly  throughout  the 
jejunum  and  ileum  though  some  series  report  them 
more  numerous  in  the  jejunum.  These  carcinomas 
are  often  constricting,  forming  an  annular  ring  about 
tlie  lumen  and  completely  obstructing  the  bowel. 
Microscopically  the  carcinomas  are  glandular  in 
nature,  showing  variable  degrees  of  differentiation, 
and  often  extending  through  all  layers  to  the  serosal 
surface.  Symptoms  of  carcinoma  of  the  small  bowel 
usually  are  those  of  obstruction  with  intermittent 
pain,  nausea,  vomiting,  and  later  distention  and  con- 
stipation. Bleeding  may  occur.  Physical  examina- 
tion may  reveal  distention  and  perhaps  visible  peris- 
talsis and  borborygmii.  Carcinomas  of  the  small 
bowel  are  usually  not  palpable.  Benign  tumors  and 
polyps  may  lead  to  intussusception;  however,  ade- 
nocarcinomas do  not  usually  cause  this.  Radioscopic 
examination  may  show  only  obstruction  with  dilated 
bowel  above  it.  This  differentiates  adenocarcinoma 
from  lymphosarcoma  which  usually  presents  a long 
thin  segment  of  bowel,  giving  a garden  hose  ap- 
pearance. Treatment  is  surgical  excision. 

Summary 

(1)  A case  of  adenocarcinoma  of  the  jejunum  is 
presented. 

(2)  The  clinical  picture  was  that  of  high  intes- 
tinal obstruction. 

(3)  Alalignant  small  bowel  lesions  are  frequent 
enough  to  warrant  serious  consideration  in  the 
differential  diagnosis  of  small  bowel  obstruc- 
tion. 

(4)  Prognosis  is  poor  because  of  early  metastases. 
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NOTES 

ON 

PULMONARY  TUBERCULOSIS 


Modern  Therapy  (I) 
including 

Drug  Therapy  Methods 


The  full  impact  of  specific  medicinal  therapy  and 
modern  surgery  upon  tuberculosis  lias  not  yet  been 
determined. 

To  date,  nothing  is  known  about  tlie  new  treat- 
ment aids  to  justify  the  slightest  relaxation  of  effort 
to  expand  and  financially  implement  standard  time- 
tested  tuberculosis  control  measures.  Indeed,  new 
discoveries  and  therapeutic  procedures  should  serve 
to  accelerate  existing  programs  for  only  by  these 
means  can  potentialities  of  each  new  weapon  be  fully 
exploited. 

Surgery  has  obvious  limitations. 

Nor  has  it  yet  been  proven  that  any  new  drug 
or  combination  of  drugs  is  completely  curative,  even 
for  the  earliest  of  minimal  lesions,  or  for  healing 
the  residual  active  foci  which  invariably  remain  fol- 
lowing any  type  of  surgical  extirpation. 

Basic  Treatment 

It  is  strongly  urged  that  practicing  physicians  con- 
tinue to  prescribe  systemic  (body)*  rest  as  basic 
treatment  for  all  cases  of  active  pulmonary  tuber- 
culosis. Surgery  and  drugs  should  be  employed  pri- 
marily as  adjuvants  to,  or  as  partial  substitutes  for, 
systemic  rest.  In  the  present  state  of  knowledge  any 
other  course  would  be  extremely  hazardous  and  ill- 
advised. 

Basic  treatment  of  active  pulmonary  tuberculosis 
consists  essentially  of  a trial  rest  schedule,  in  bed 
or  out,  followed  by  such  modification  as  may  be 
indicated  to  contribute  whatever  share  may  be  de- 
manded of  it  to  achieve  over-all  treatment  require- 
ments. Need  for  alteration  of  a rest  schedule  will 
be  determined  by  the  patient’s  progress  or  lack  of 
progress,  in  response  to  the  one  in  force,  and  as 
influenced  by  ancillary  collapse  therapy,  surgical 
or  medical  aids,  w'hen  prescribed. 

While  time-honored  advice  to  patients,  that  “all 
that  is  not  rest  is  exercise”  is  still  a wholesome  point 
of  view  to  bear  in  mind,  sight  should  not  be  lost 
of  the  fact  that  the  reverse  is  also  true  and  equally 
important,  i.e.,  “all  that  is  not  exercise  is  rest”; 

*Includes,  but  is  by  no  means  limited  to,  rest-in-bed. 


inherently,  the  two  are  mutually  exclusive.  Accord- 
ingly, systemic  rest,  whenever  taken  during  the  day, 
contributes  to  the  sum  total  obtained  each  twenty-four 
liours.  In  any  given  case,  as  long  as  any  rest  is 
taken  expressly  for  the  purpose  of  “controlling”,  or 
for  permanent  healing  (clinically)  of  active  tuber- 
culosis, not  only  is  it  simpler  but  much  more  practical 
and  realistic  to  regard  all  rest  obtained  each  twenty- 
four  hour  period  as  part  and  parcel  of  basic  treat- 
ment. 

Sanatorium  Care — In  A Sanatorium 

Need  of  sanatorium  care,  or  the  equivalent,  is, 
for  the  most  part,  to  be  considered  categorical  when 
sputum  is  positive  for  tubercle  bacilli  on  direct  ex- 
amination (smear)  or  by  concentrate,  regardless  of 
stage  of  disease;  when  x-ray  shows  a far-advanced 
active  lesion  with  or  without  cavitation  even  though 
sputum  or  gastric  lavage  culture  be  positive  only 
intermittently;  w'hen  x-ray  shows  a moderately  ad- 
vanced lesion  with  cavitation;  w’hen  lesion  visualized 
by  x-ray  appears  to  be  highly  unstable;  w'hen  patient 
is  persistently  febrile.  Exceptions  w’ould  be  the  oc- 
casional “good  chronic”  for  w’hom  a sanatorium  has 
little  to  offer  by  w'ay  of  treatment  and  wBose  home 
environment  and  sense  of  responsibility  in  relation 
to  degree  of  communicability,  are  such  as  not  to 
expose  others  to  undue  risk  of  infection. 

Patients  in  categories  other  than  these  will  be 
recommended  by  many  physicians  for  sanatorium 
care  and  properly  so  but,  in  general,  it  is  requested 
that  applications  be  limited  to  patients  having  a 
definite  diagnosis  of  tuberculosis,  and  w'hose  need 
for  hospitalization  is  based  upon  what  the  attend- 
ing physician  considers  to  be  a clear-cut  medical 
and/or  surgical  need  (in  contrast  to  “rule  of 
thumb”).  In  this  w^ay,  not  only  can  sanatorium  beds 
be  utilized  to  the  best  advantage,  but  many  needless 
castastrophic  adjustments  and  sacrifices  can  be  ol)- 
viated  for  patients  given  a chance  to  prove  they  can 
get  w’ell  “on  the  hoof”,  as  mass  x-ray  surveys  indi- 
cate six  out  of  ten  of  their  neighbors  and  friends, 
diagnosed  as  tuberculous,  have  already  done. 
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Sanatorium  Care  in  the  Home — 

A Poor  Expedient 

The  safest  place  b}'  far  for  the  great  majority  of 
tuberculous  patients  recommended  for  sanatorium 
care,  or  the  equivalent,  is  to  accept  treatment  in  a 
sanatorium,  and  to  forget  the  equivalent,  except  as  a 
temporary  expedient  while  awaiting  placement. 

When  prescribed  sanatorium  care  cannot  be  se- 
cured promptly  the  patient  should  be  put  to  bed  at 
home;  with  few  exceptions  drug  therapy  will  be 
employed  concurrently.  (Ninety  per  cent  or  more 
of  patients  in  the  State  sanatoria  receive  specific 
drug  therapy). 

Drug  Therapy  ^Methods 

Streptomycin  (plain),  P..-\.S.,  and  Isoniazid,  are 
each  recognized  as  extremely  useful  agents  in  mod- 
ern treatment  of  tuberculosis.  .All  are  available  at 
our  State  sanatoria. 

Consensus  now  appears  to  be  that  none  of  the 
drugs  should  be  prescribed  alone.  P..A.S.,  by  itself, 
is  not  too  effective  therapeutically  in  non-toxic 
amounts.  When  strej^tomycin  is  administered  alone, 
one  gram  daily,  some  degree  of  vertigo  and  deafness 
can  be  expected  to  appear  in  less  than  fifty  days, 
and  a very  high  percentage  of  the  tubercle  bacilli 
will  have  become  resistant  to  the  drug.  When  the 
same  dosage  is  given  twice  weekly,  toxic  effects  are 
seldom  observed,  emergence  of  resistant  organisms  in 
numbers  sufficient  to  jeopardize  therapeutic  effective- 
ness, is  delayed  for  as  long  as  four  months.  Isoni- 
azid, when  given  alone,  is  almost  devoid  of  toxic 
effects  when  properly  administered,  but  produces 
resistant  strains  even  more  rapidly  than  does  strep- 
tomycin, alone.  But  when  streptomycin  (twice  week- 
ly) is  used  w’ith  either  P.A.S.  or  Isoniazid,  evolution 
of  strains  resistant  to  the  individual  components  of 
either  combination  is  tremendously  retarded,  and  the 
therapeutic  effectiveness  of  each  drug  is  prolonged 
almost  indefinitely.  Moreover,  some  degree  of  syner- 
gism is  thought  to  exist  under  combined  therapy. 

.Average  Dosage 

Currently  “standard”  average  dosage  for  prac- 
tically all  adults*  consists  of  streptomycin  (plain) 
grams  one,  twice  weekly,  combined  with  P..A.S.  grams 
twelve  daily,  and/or  Isoniazid  3-5  mgms  per  kilo 

•Dosages  of  streptomycin  and  P.A.S.  for  children,  are 
usually  decreased  in  proportion  to  weight.  In  adults,  it 
is  customary  not  to  greatly  vary  dosage,  irrespective  of 
weight. 


body  weight,  with  a recent  trend  toward  the  higher 
dosage. 

Isoniazid  may  be  substituted  where  P.A.S.  is  not 
well  tolerated,  usually  because  of  gastro-intestinal 
symptoms;  either  drug  (with  streptomycin)  may  be 
substituted  for  or  added  to  the  other,  when  lesions 
fail  to  respond  satisfactorily,  or  where  there  is  some 
idiosyncrasy. 

Possible  benefits  which  might  obtain  from  com- 
bined use  of  P.A.S.  and  Isoniazid  (without  strep- 
tomycin) have  not  been  fully  explored  at  the  State 
sanatoria  or  elsewhere.  A number  of  studies,  as 
yet  unreported,  are  in  progress  in  other  States  to 
determine  this,  as  well  as  to  ascertain  the  capacity 
of  each  to  retard  evolution  of  resistant  strains  to  the 
other;  research,  if  successful  in  this  field,  would 
of  course,  reduce  over-all  cost  of  drug  therapy  and 
obviate  use  of  a needle  for  administration. 

There  are  some  who  advocate  routine  use  of  all 
three  drugs  from  the  beginning,  but  most  physicians 
prefer  to  individualize  their  treatment  practices  to 
the  extent  described  above. 

Dihydro-streptomycin  is  no  longer  being  used  as 
widely  as  formerly,  because  the  drug  seems  to  be 
no  more  effective  therapeutically  than  plain  strep- 
tomycin, and  it  apparently  has  a greater  tendency 
to  cause  some  degree  of  lasting  deafness — occasion- 
ally beginning  several  months  after  the  drug  is  dis- 
continued. However,  it  can  be  tried  in  instances 
where  plain  streptomycin  is  not  well  tolerated. 

.A  combination  of  streptomycin  and  dihydro-strep- 
tomvcin  in  equal  parts  has  recently  been  made  avail- 
able commercially,  but  to  date  has  not  been  used 
upon  an  extensive  scale  at  any  of  the  State  Sana- 
toria in  Virginia;  when  streptomycin  and  dihydro- 
streptomycin  are  given  together  and  in  the  same 
total  dosage  as  with  either  drug  alone,  the  combina- 
tion is  reputed  to  have  fewer  toxic  effects  on  the 
eighth  cranial  nerve  than  with  either  drug  alone. 

AIiliary  Tuberculosis,  Meningitis,  Pneumonia 

In  miliary  tuberculosis  and  tuberculous  meningitis, 
and  in  many  cases  with  acute  pulmonary  involvement 
it  is  advisable,  in  adults,  to  increase  streptomycin 
dosage  to  one  to  two  grams  daily.  This  dosage  ma\' 
usually  be  maintained  safely  for  several  weeks  with- 
out adverse  effect  but  should  be  reduced  to  the  rec- 
ommended twice  weekly  administration  as  soon  as 
the  patient’s  condition  warrants  it.  Where  strepto- 
mycin is  administered  daily  in  this  manner,  a com- 
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bination  of  streptomycin  and  dihydro-streptomycin 
might  be  worthy  of  consideration  as  an  added  pre- 
caution ! 

P.A.S.  in  routine  amounts  as  recommended  above 
should  be  prescribed  concurrently.  Isoniazid  should 
always  be  included  in  treatment  of  the  acutely  ill 
case  because  of  its  well  known  ability  to  penetrate 
and  effect  high  body  fluid  concentration  (including 
spinal  fluid),  as  well  as  its  not  infrequently  observed 
propensity  to  bring  about  a very  rapid  reduction  in 
acuity  of  symptoms.  Up  to  seven  mgm  per  kilo 
l)ody  weight  may  be  used.  In  this  dosage,  however, 
frequent  check  of  reflexes  should  be  made,  since 
excessive  irritation  of  the  central  nervous  system, 
even  convulsions,  may  result.  Such  combined  use 
of  Isoniazid  makes  unnecessary  the  intrathecal  use 
of  streptomycin;  the  latter  has  for  some  time  been 
virtually  abandoned  for  injection  by  this  route  be- 
cause of  chemical  irritation  of  meninges,  adhesion 
formation,  and  obstruction  to  circulation  of  sj)inal 
fluid,  resulting  in  permanent  brain  damage  with 
mental  retardation,  or  worse,  in  many  of  those  who 
survive. 

Caution  should  be  exercised  in  the  administration 
of  any  of  the  drugs  in  patients  with  poor  kidney 
function,  where  usual  amounts  may  produce  s\mp- 
toms  of  over-dosage. 

Sanatorium  applicants  awaiting  notification  of  a 
vacancy  sometimes  improve  so  much  symptomatically 
while  on  drug  therapy  at  home  that  their  applications 
are  cancelled. 


Just  as  patients  have  always  been  cautioned  against 
misinterpretation  of  the  rapid  symptomatic  improve- 
ment often  observed  within  a few  weeks  or  months 
after  going  to  bed,  so  the  larger  group  today,  who 
resjxind  “miraculously”  to  the  new  combination  of 
systemic  rest  and  drug  therapy,  must  be  warned  not 
to  regard  an  early  alleviation  of  symptoms  as  the 
most  important  yardstick  for  measuring  speed  of 
recovery.  Complete  elimination  of  all  symptoms  is 
a sine  qua  non,  1/  the  goal  is  cure  rather  than  “con- 
trol”, and  this  may  require  many  months  in  the 
patient  whose  original  need  for  sanatorium  care  was 
well-founded.  Clearing  of  shadows  on  x-ray  caused 
by  tuberculous  processes,  does  not  begin  to  keep  pace 
with  symptomatic  improvement — under  any  form  of 
therapy. 

This  should  be  explained  carefully  to  ever}-  sana- 
torium applicant  and  his  family,  before  any  form  of 
treatment  is  initiated  at  home. 

Clearly,  therefore,  cancellation  of  an  application 
sliould  never  be  considered  except  uj)on  a basis  of 
total  re-evaluation  of  the  patient’s  condition  (in- 
cluding x-ray)  ; where  possible  the  record  of  “sana- 
torium care  at  liome”  should  be  reviewed,  and  where 
practicable,  the  patient  should  be  examined  by  a 
tuberculosis  specialist  at  this  crucial  point,  to  be 
“doubly  sure”.  Upon  one  of  the  darkest  pages  in 
the  history  of  tuberculosis  is  recorded  the  huge 
roster  of  curable  patients — who  took  only  enough 
treatment  to  keep  from  dying  (too  soon!).  Let  it 
never  be  said  of  the  new  drugs  that  “They  made  it 
possible  for  more  people  to  get  half  well  sooner!” 


A Christmas  Tradition. 

The  sight  of  happy  children  singing  carols  is 
symbolic  of  Christmas,  of  the  spirit  of  giving  that 
Ijelongs  to  the  season.  The  National  Tuberculosis 
.Association  and  its  3,000  affiliated  associations  have 
chosen  this  symbol  for  1953  as  an  expression  of  their 
major  objective — to  prevent  and  control  the  spread 
of  tuberculosis — so  that  our  young  people  may  grow 
up  in  a healthier,  happier  world. 

Here  in  our  state,  the  Virginia  Tuberculosis  Asso- 
ciation was  organized  in  1909  and  since  that  time 
112  local  associations  have  been  developed.  These 


voluntary  organizations  include  physicians  and  lay- 
men from  all  walks  of  life,  who  give  freely  of  their 
talents  and  of  their  means,  to  further  the  cause  of 
tuberculosis  control  and  eventual  eradication. 

The  season  is  approaching  when  you  and  your 
neighl^ors  will  be  asked  to  make  your  annual  con- 
tribution through  the  purchase  of  Tuberculosis 
Christmas  Seals.  This  marks  the  47th  year  that  these 
little  stamps  have  financed  the  work  of  our  voluntary 
associations.  Your  purchase  of  Christmas  Seals  will 
be  deeply  aj)preciated. 
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MEDICO-LEGAL  NOTES 


Workmen’s  Compensation  for  Tuberculosis  in  Hospital  Employees 


Since  1944  the  Virginia  Workmen’s  Compensation 
statute  has  recognized  the  compensability  of  occupa- 
tional diseases,  as  distinct  from  traumatic  or  acci- 
dental injuries.  In  1952  the  Virginia  Workmen’s 
Compensation  statute  was  amended  to  give  broader 
recognition  to  occupational  diseases,  especially  to 
infectious  or  contagious  diseases  acquired  in  the 
course  of  employment  in  hospitals  or  sanatariums. 
The  pertinent  section  of  the  Virginia  State  Work- 
men’s Compensation  Statute  (Title  65,  Virginia 
Code  (Michie)  Section  65-42)  now  reads  as  follows: 

Section  65-42.  Occupational  Disease  Defined 

As  used  in  this  Act,  unless  the  context  clearly 
indicates  otherwise,  the  term  “occupational  disease" 
means  a disease  arising  out  of  and  in  the  course 
of  the  employment.  No  ordinary  disease  of  life 
to  which  the  general  public  is  exposed  outside  of 
the  employment  shall  be  compensable,  except : ( 1 ) 

when  it  follows  as  an  incident  of  occupational  dis- 
ease as  defined  in  this  law;  or  (2)  when  it  is  an 
infectious  or  contagious  disease  contracted  in  the 
course  of  employment  in  a hospital  or  sanatarium. 

A disease  shall  be  deemed  to  rise  out  of  the  em- 
ployment only  if  there  is  apparent  to  the  rational 
mind,  upon  consideration  of  all  the  circumstances; 

( 1 ) A direct  causal  connection  between  the  con- 
ditions under  which  the  work  is  performed 
and  the  occupational  disease. 

(2)  It  can  be  seen  to  have  followed  as  a natural 
incident  of  the  work  as  a result  of  the  ex- 
posure occasioned  by  the  nature  of  the  em- 
ployment. 

(5)  It  can  be  fairly  traced  to  the  employment  as 
the  proximate  cause. 

(4)  It  does  not  come  from  a hazard  to  which  the 
workmen  would  have  been  equally  exposed 
outside  of  the  emplo}ment. 

( 5 ) It  is  incidental  to  the  character  of  the  busi- 
ness and  not  independent  of  the  relation  of 
employer  and  employee,  and 

(6)  It  must  appear  to  have  had  its  origin  in  a 
risk  connected  with  the  employment  and  to 
have  flowed  from  that  source  as  a natural 
consequence,  though  it  need  not  have  been 
foreseen  or  expected  before  its  contraction. 

An  infectious  or  contagious  disease  contracted  in 


the  course  of  the  employment  in  a hospital  or  sana- 
tarium may  therefore  be  compensable  when  it  other- 
wise satisfies  the  criteria  enumerated  for  an  occupa- 
tional disease  in  subparagraphs  one  through  six. 
Prior  to  1952  the  law  provided  that  in  order  not 
to  be  excluded  as  an  ordinary  disease  to  which  the 
public  was  generally  exposed  an  infectious  or  con- 
tagious disease  would  have  to  be  acquired  in  the 
course  of  the  employment  in  a hospital  or  sanatarium 
regularly  caring  for  patients  with  the  disease  in  ques- 
tion as  a general  practice  or,  part  of  their  business. 
P'nder  this  prior  statute  a general  duty  nurse  in  a 
general  hospital  was  denied  compensation. 

Tuberculosis  contracted  by  student  or  graduate 
nurses  assigned  to  duties  requiring  the  nursing  of 
tuberculous  patients  has  now  been  accepted  as  com- 
pensable. 

The  law  is  less  liberal  when  the  source  of  exposure 
to  tuberculosis  is  a fellow  employee.  Thus  when 
a cook  is  exposed  to  a tuberculous  food  handler,  in 
a general  hospital  having  a large  tuberculosis  in- 
patient service,  the  exposure  may  nevertheless  be 
regarded  as  only  a happenstance  of  the  employ- 
ment and  not  the  product  of  it,  and  not  related  to 
that  special  risk  associated  with  the  operation  of 
the  hospital  or  sanatarium. 

The  mere  general  statistical  risk  of  the  hospital 
physician,  nurse  or  other  employee,  based  on  com- 
parative tuberculosis  rates  between  such  personnel 
and  the  general  population,  is  probably  insufficient 
to  satisfy  the  requirements  of  the  statute.  Although 
it  is  not  required  that  the  time,  place  and  circum- 
stances of  the  specific  causative  exposure  be  con- 
clusively shown,  it  is  necessary  to  produce  evidence 
which  will  fairly  demonstrate  to  the  rational  mind 
that  the  disease  can  be  traced  to  the  employment  as 
the  proximate  cause. 

The  increased  risk  incurred  by  hospital  personnel 
providing  direct  care  for  tuberculous  patients  is 
obviously  meant  to  be  covered  by  the  statute,  but 
Workmen’s  Compensation  is  not  general  health 
insurance. 

A claim  under  the  Virginia  Workmen’s  Compen- 
sation Act  for  tuberculosis  in  a hospital  or  sana- 
tarium employee  should  include  the  following  ele- 
ments : ( 1 ) present  tuberculosis — bacteriologically 
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proven,  (2)  absence  of  disease  prior  to  hospital 
employment — ])erhaps  the  best  evidence  being  a neg- 
ative chest  x-ray  on  pre-employment  physical  ex- 
amination, (3)  absence  of  significant  specific  exposure 
outside  of  the  emjdoyment,  (4)  duties  requiring 
sul)stantial  contact  with  proven  active  tuberculous 


])atients  or  material  from  these  patients,  preferably 
documented  in  detail. 

Contributed  by: 

Chari.es  W.  Whitmore,  M.D.,  L.L.B. 

University  of  Virginia  Hospital  and  Medical  School, 
Charlottesville,  Virginia 


New  Books. 

Ve  give  below  names  of  some  of  the  newer  books 
in  the  Tompkins-McCaw  Library  of  the  Medical 
College  of  Virginia,  Richmond.  These  are  available 
to  our  readers  under  usual  library  rules. 

Ackerrecht — Rudolph  Virchow:  doctor,  statesman,  an- 
thropologist. 1953. 

Brailsford — The  radiology  of  bones  and  joints.  Sth  ed., 
1953. 

Brock — The  basis  of  clinical  neurology.  3d  ed.,  1953. 
Colby — Essential  urology.  2d  ed.,  1953. 

Collins — The  pathology  of  articular  and  spinal  diseases. 
19+9. 

Cope — The  early  diagnosis  of  the  acute  abdomen.  10th 
ed.,  1951. 

Ficarra — A psychosomatic  approach  to  surgery.  1951. 
Frimann-Dahl — Roentgen  examinations  in  acute  abdom- 
inal disease.  1951. 

Hyman — Handbook  of  differential  diagnosis.  1953. 
Novak  & Nov'ak — Textbook  of  gynecology'.  4th  ed.,  1952. 
Pomeranz  & Koll — The  family  physician.  1953. 

Ritvo — Roentgen  diagnosis  of  diseases  of  the  skull.  Vol. 
19,  19+9. 

Shanks  & Kerley — A textbook  of  X-ray  diagnosis.  2d  ed., 
1950-51.  4v. 

Shock — A classified  bibliography  of  gerontology  and 
geriatrics.  1951. 

Sophian,  et  al. — The  sulfapyrimidines.  1952. 

Storch — Fundamentals  of  clinical  fluoroscopy.  1951. 
Strong  & Elwyn — Human  neuroanatomy.  3d  ed.,  1953. 
Tait — Textbook  of  refraction.  1951. 


Wesson — Urologic  roentgenology.  3d  ed.,  1950. 

Williams — Careers  in  medicine.  1952. 

AMEF  ’53  Goal  in  Sight. 

Nearing  its  1953  goal  of  one  million  dollars,  the 
American  IMedical  Education  Foundation  reports 
that  donations  so  far  this  year  have  amounted  to 
more  than  $950,000  from  15,151  contributors.  With 
more  than  a month  remaining  of  the  current  year, 
there  is  a good  chance  that  the  Foundation  will  reach 
its  goal.  The  above  figures  already  have  established 
a new  record.  In  1951,  the  first  year  of  operation, 
the  Foundation  raised  $745,000  from  1,836  con- 
tributors and  last  year’s  receipts  totaled  $906,553 
from  7,259  donors. 

In  reporting  tlie  new  income  figures.  Dr.  Louis 
H.  Bauer,  Foundation  vice-president,  pointed  out 
that  almost  every  state  and  local  committee  has 
stepped  up  activity  in  conjunction  with  the  national 
direct  mail  compaign  in  an  effort  to  raise  additional 
funds  for  the  country’s  medical  schools.  Types  of 
campaigns  have  varied  throughout  the  nation  . . . 
in  some  states  the  committees  are  using  a personal 
solicitation  method  while  others  have  adopted  vol- 
untary assessments  or  increasing  society  dues.  Both 
Illinois  and  Utah,  for  example,  have  voted  a $20 
increase  in  state  society  dues.  During  the  first  10 
months  of  1953,  Illinois  raised  more  than  $179,000. 


676 


Virginia  Medical  Monthly 


Volume  80, 


MENTAL  HEALTH 


Joseph  E.  Barrett,  M.D. 

Commissioner,  Department  Mental  Hygiene  and  Hospitals 


The  Dull  Child* 

Every  doctor  who  is  in  general  or  pediatric  prac- 
tice has  brought  to  him  from  time  to  time  children 
who  are  slightly  backward  in  their  development,  in 
their  school  work  and  in  their  social  relationships. 
It  is  soon  clear  that  they  are  not  mental  defectives, 
but  it  is  also  seen  that  they  are  not  entirely  normal. 
The  parents,  the  school  (and,  frequently,  the  doctor) 
does  not  understand  them  nor  know  what  to  do  to 
help  them. 

The  individual  who  exhibits  an  easily  recognized 
defect  in  intelligence  usually  receives  the  care,  pro- 
tection, and  special  education  which  he  needs  and 
requires.  In  the  lower  grades  of  mental  deficiency, 
this  is  either  institutionalization  or  else  a watchful 
care  in  the  family  home  which  is  in  a general  sense 
the  equivalent  of  what  he  could  receive  in  the  institu- 
tion. Even  the  higher  grades  of  mental  defect  fre- 
quently go  to  a state  school  or  its  equivalent,  where 
they  live  during  their  years  of  development  in  an 
environment  that  protects  them  by  not  demanding 
too  much  of  them,  by  segregating  them  from  com- 
petition with  brighter  children,  and  by  confining 
their  education  to  material  which  they  are  capable 
of  assimilating.  Such  an  individual  is  cared  for 
by  the  special  facilities  which  have  been  developed  to 
aid  him  in  his  adjustment  to  life.  A different  situa- 
tion, however,  exists  among  the  high  grade  defectives 
and  individuals  of  borderline  intelligence  who  spend 
all  their  lives  (and  especially  their  childhood)  in  the 
community  with  their  families.  We  are  thinking,  in 
general,  of  children  whose  mental  level  is  indicated  by 
intelligence  quotients  between  seventy  and  eighty-five. 
Relatively  few  of  these  persons  reach  institutions. 
They  remain  in  the  community,  dependent  upon 
resources  which  are  provided  for  their  brighter 
brothers  and  sisters  and  which  are  woefully  inade- 
quate for  their  needs. 

Sometimes  the  referral  is  for  a reason  that  is 
obviously  an  expression  of  the  intellectual  retarda- 
tion, such  as  inability  to  make  progress  in  school, 
difficulty  in  learning,  etc.  More  frequently,  how- 
ever, it  is  some  other  aspect  of  behavior  that  creates 
a problem  and  brings  the  child  to  the  doctor.  There 

prepared  by  Gilbert  J.  Rich,  Ph.D.,  M.D., 
Director,  Roanoke  Guidance  Center,  Roanoke,  Virginia. 


may  be  stealing,  truancy,  delinquency  in  matters 
of  sex,  inability  of  parents  to  control,  rebellion 
again.st  authority,  and  a host  of  other  difficulties. 
But  when  examination  brings  to  light  the  mental 
defect  which  had  previously  been  given  scant  con- 
sideration, its  place  as  a basic  factor  in  the  malad- 
justment becomes  clear  and  it  is  seen  how  all  the 
other  manifestations  are  more  or  less  directly  de- 
pendent upon  the  lack  of  intelligence.  We  do  not 
mean,  of  course,  that  other  causative  factors  are 
lacking,  but  only  that  the  intellectual  deficiency  is 
the  one  thing  necessary  to  activate  them  to  the  point 
of  causing  abnormalities  of  behavior. 

The  best  answer  that  has  been  given  by  our  schools 
to  the  problems  of  these  slightly  backward  children 
has  been  the  providing  of  special  classes,  classes  in 
which  they  can  proceed  at  a rate  in  keeping  with 
their  own  abilities  and  not  feel  the  intense  sense  of 
failure  that  comes  from  the  impossible  competition 
with  children  of  normal  intelligence.  E^nfortunately, 
few  communities  in  our  state  have  such  classes. 
Where  they  do  exist,  there  are  not  enough  of  them, 
so  that  they  can  care  only  for  the  scholars  with 
serious  mental  retardation  rather  than  for  the  border- 
line cases  we  are  considering.  These  children  have 
to  stay  in  the  regular  classroom.  They  soon  become 
failures  in  the  eyes  of  teachers,  parents  and  com- 
panions and,  too  frequently,  of  themselves  because 
they  receive  poor  grades  and  frequently  fail  at  the 
end  of  the  school  year,  for  the  standards  of  the 
class  are  beyond  their  abilities. 

Even  the  special  class  may  fail  of  its  purpose. 
Attendance  there  may  become  a stigma  in  the  eyes 
of  others.  Companions  may  call  it  the  “dumb-bell 
class”  or,  at  the  adolescent  level,  the  “bum’s  college”. 
A wise  school  administration  and  teaching  staff  can 
minimize  the  effect.  Too  often,  however,  they  fail 
to  do  so.  The  trouble  is  usually  to  be  found  in  the 
teachers’  own  attitudes.  They  look  down  upon 
the  dull  children  and  see  them  as  nuisances  to  be 
avoided  rather  than  as  individuals  who  are  in  need 
of  help  and  of  specialized  instruction.  It  is  little 
wonder  that  the  backward  child  comes  to  feel  him- 
self to  be  an  outsider  and  not  a real  ]iart  of  the 
school  situation. 
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If  the  school  authorities  fail  in  their  duty  to  the 
child  of  borderline  intelligence,  what  may  we  expect 
of  the  parents  and  siblings?  Usually  the  answer  is 
that  they,  being  ignorant  of  the  psychology  of  in- 
dividual differences,  have  even  less  understanding  of 
the  situation.  They  know  nothing  of  intelligence 
levels  or  mental  retardation.  Indeed,  the  latter  term 
would  doubtless  be  a severe  threat  to  a father  or 
mother.  I'he  parent  cannot  see  his  child  as  being 
retarded.  Thus,  lack  of  knowledge  is  complicated 
by  emotional  factors,  for  the  admission  that  a child 
is  retarded  is  considered  by  the  j^arent  as  a reflection 
upon  himself.  A wilful,  lazy  or  disobedient  child 
is  a different  matter.  These  are  considered  as  char- 
acteristics of  the  boy’s  or  girl’s  free  will  and  so  do 
not  reflect  upon  father  or  mother.  When  the  dull 
child  goes  to  school  and  finds  the  work  too  difficult, 
he  is  marked  on  a standard  set  for  those  of  normal 
ability  and  he  soon  brings  home  report  cards  which 
contain  low  grades.  A little  later,  he  fails  of  pro- 
motion. Since  the  parent  lacks  understanding  of  the 
mental  retardation  (or  is  unwilling  to  acknowledge 
it),  the  youngster  is  believed  to  be  lazy.  He  is 
told  that  he  is  “not  applying  himself”,  compared 
unfavorably  to  siblings  or  to  the  neighbor’s  children, 
denied  privileges  normal  for  his  age,  and  even  pun- 
ished severely. 

Although  report  cards  and  promotions  are  im- 
jiortant  guides  for  parental  approval  and  disapproval, 
they  are  not  the  only  ones.  A child  of  borderline 
intelligence  does  net  learn  readily  around  the  home. 
His  inability  here  is  not  usually  recognized,  and  he 
is  given  blame  and  scoldings  because  of  the  things 
he  cannot  do.  A bright  brother  or  sister  only  adds 
to  the  load  of  discouragement,  both  by  unhappy 
comparisons  and  by  direct  teasing.  The  situation 
is  especially  bad  when  the  father  or  mother  has  an 
ambition  for  the  youngster  that  is  beyond  his  ability. 
\\e  see  parents  of  dull  children  who  are  determined 
that  the  boy  shall  go  through  high  school  or  even 
college  and  who  use  every  means  possible  in  their 
attempt  to  force  this  impossible  feat. 

The  difficulties  apparent  in  school  and  family  life 
also  make  their  appearances  in  other  social  relation- 
ships. Many  of  the  games  of  childhood  are  com- 
petitive in  nature,  and  they  often  involve  thought 
and  insight  as  well  as  strength  and  quickness  of 
movement.  Here,  again,  is  a comjietition  in  which 
the  borderline  defective  is  the  loser.  In  the  earlier 


years,  he  is  merel}-  laughed  at.  That  is  bad  enough, 
but  worse  is  to  come.  Soon  there  is  a change  from 
individual  to  group  games,  in  which  teams  compete. 
Now,  no  one  wants  the  perpetual  loser  on  his  side. 
The  discouraged  child  becomes  an  outcast.  He  can- 
not make  or  retain  friends.  Tricks  are  played  upon 
him.  His  companions  spurn  him,  chase  him  home, 
or  run  away  from  him.  He  is  left  to  use  what 
weapons  are  at  hand  in  his  fight  for  a place  in  life. 

It  is  in  this  tendency  to  fight  for  a life  which  con- 
tains the  normal  satisfactions  that  gives  rise  to  the 
manifestations  of  difficult  behavior  which  are  seen  in 
retarded  children.  They  want  approbation,  security, 
love,  status,  companionship,  praise,  and  freedom 
from  punishments  just  as  much  as  they  would  if  they 
were  endow’ed  with  more  adequate  intellectual  ability. 
But  the  whole  world  seems  to  be  against  them  and 
to  be  denying  their  insistent  needs.  Nor  can  they 
reason  out  logical  forms  of  compensation,  for  logical 
reasoning  is  a tool  that  is,  in  the  main,  lacking.  In- 
stead, we  see  a blind  striking  out  against  the  noxious 
environmental  forces  in  an  effort  to  find  some  sat- 
isfactions. The  forms  of  this  fight  are  varied.  Some- 
times it  is  expressed  as  rebellion.  This  is  usually 
directed,  first  of  all,  against  the  parents.  Later,  it 
spreads  to  all  authority  that  serves  as  parental  sub- 
stitutes. Teachers,  like  parents,  make  the  child  feel 
inadequate  and  rejected,  and  are  thus  to  be  rebelled 
against.  Still  later,  society  as  a whole  takes  up 
this  role,  and  rebellion  is  now  directed  against  the 
w’hole  social  code  in  such  anti-social  activities  as 
stealing,  fire-setting,  sex  misconduct,  truancy,  and 
the  like. 

Each  individual  of  borderline  intelligence  tries  in 
his  owm  way  to  figlit  the  forces  that  are  against  him. 
Not  all  rebel.  Some  use  extravagant  behavior  to 
gain  their  ends.  One  may  find  that  at  home  crying, 
whining,  or  fighting  brings  an  attention  that  other- 
wise is  withheld.  Another  finds  his  place  in  the 
sun  by  disturbing  the  classroom,  especially  when  they 
are  talking  about  something  that  he  cannot  under- 
stand. Or,  failing  to  make  or  keep  friends,  he  may 
steal  money  so  as  to  buy  candy  for  use  as  bribes  to 
friendship.  Another  common  situation  is  that  of 
the  boy  (or  girl)  who  is  an  outcast  among  well-be- 
haved children,  but  who  finds  himself  readily  ac- 
cepted in  a delinquent  group  if  he  will  join  in  all 
their  activity.  He  does  so  promptly,  not  merely 
because  he  is  suggestible,  but  mainly  because  he  is 
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so  in  need  of  being  accepted  by  somebody.  Unfor- 
tunately, his  dullness  often  leads  to  his  being  ap- 
prehended by  the  law  while  the  others  escape.  Sim- 
ilarly, the  adolescent  girl  finds  herself  lacking  the 
ability  to  attract  boys  as  friends,  for  she  is  a poor 
conversationalist,  lacks  social  graces,  and  has  no 
abilities  that  would  make  her  popular.  But  her  need 
is  as  great  as  that  of  her  brighter  sister.  Her  sex 
is  the  only  means  she  has  of  accomplishing  her 
desires,  and  the  resulting  delinquency  is  easy  to 
understand.  So  long  as  the  social  situation  is  such 
that  the  borderline  defective  is  again  and  again  made 
to  feel  inferior,  rejected  and  inadequate,  just  so 
long  will  he  make  use  of  abnormal  and  anti-social 
means  of  compensation. 

-Attempts  to  meet  the  basic  needs  of  these  children, 
and  thus  to  avoid  some  of  the  difficult  situations  and 
abnormal  forms  of  compensation  which  we  have 
enumerated,  encounter  numerous  obstacles.  The  es- 
sential fact  is  that  the  various  agencies  in  the 
community,  be  they  educational,  social  or  religious, 
are  planned  for  persons  of  average  intelligence.  The 
state  is  supposed  to  take  care  of  the  feebleminded, 
and  all  others  are  considered  to  be  normal.  But  the  . 
borderline  defective  is  not  feebleminded  and  cannot 
be  cared  for  by  the  state.  Unfortunately,  he  is  not 
normal,  and,  therefore,  cannot  adjust  to  the  insti- 
tutions that  society  has  set  up  for  its  collective 
benefit. 

The  situation  is  even  more  difficult  when  we  turn 
to  organizations  in  the  social  field.  One  of  the 
difficulties  that  our  patients  face  is  that  of  making 
themselves  acceptable  to  their  companions.  It  is 
here  that  we  should  normally  look  to  the  group-work 
agencies  for  help,  ^^’e  should  like  to  have  the  chil- 
dren introduced  into  controlled  and  supervised 
groups,  taught  how  to  get  along  with  others  in  the 
wholesome  wav,  and  given  a feeling  that  thev  belong 
and  are  appreciated.  But  the  same  trouble  appears. 
The  groups  are  geared  to  normal  intelligence.  Take, 
for  example,  the  Boy  Scouts  and  Girl  Scouts,  two 
excellent  organizations  that  are  doing  fine  work 
with  bright  children.  Their  programs,  however,  are 
highly  competitive  in  nature.  The  system  of  grades 
and  awards  as  the  result  of  passing  various  tests  is 
stimulating  to  the  boy  or  girl  who  succeeds.  But  how 
about  the  one  whose  intelligence  is  not  sufficient  to 
make  success  possible?  He  fails  to  advance  in 
grade  and  soon  becomes  discouraged.  I am  not  say- 


ing this  in  criticism  of  the  Scouts  but  merely  to  show 
how  a well-developed  organization  may  not  meet 
the  needs  of  the  borderline  defective.  Other  examples 
can  easily  be  found.  Recreational  groups  tend  to  be 
organized  about  activities  in  which  something  more 
or  less  concrete  is  accomplished,  and  ability  to  engage 
constructively  in  the  particular  activity  is  made  the 
measure  of  acceptance  in  the  group.  Wherever  this 
happens,  the  duller  children  are  at  so  great  a dis- 
advantage that  the  agency  cannot  be  used  as  an  aid 
to  their  development.  It  would  be  harmful  rather 
than  helpful  to  place  them  in  situations  which  would 
eventually  lead  only  to  further  failure  and  further 
discouragement. 

We  have,  as  a society,  provided  for  many  types 
of  deviates  and  dependents,  ^^’e  have  large  institu- 
tions for  mental  defectives  and  also  for  delinquent 
or  dependent  children  of  normal  intelligence.  We 
likewise  have  schools  geared  to  the  needs  of  normal 
children,  or  with  special  classes  for  those  markedly 
deficient.  Recreational  agencies  are  similarly  for 
those  who  are  at  least  of  average  brightness.  But 
dull  children  fit  into  none  of  them.  Their  adapta- 
bility is  poor,  yet  they  are  expected  to  adapt  to  situa- 
tions unsuited  to  them. 

This,  of  course,  is  the  essence  of  the  matter,  and 
the  challenge  that  the  borderline  defective  presents 
to  the  physicians,  psychologist,  social  worker,  group 
leader  and  teacher  who  deals  with  him.  He  is  emo- 
tionally not  really  different  from  the  person  of  better 
intelligence.  But  the  normal  outlets  for  the  satis- 
faction of  his  needs  are  closed  because  of  his  disa- 
bility. The  special  outlets  provided  for  the  feeble- 
minded are  not  available.  They  are  not  suited  to 
him,  and  do  not  exist  in  sufficient  quantity.  He  is 
truly  a forgotten  and  neglected  individual.  Often 
he  is  unhappy  and  maladjusted.  Often,  too,  he 
creates  a problem  for  school,  neighborhood  and  law- 
enforcing  agencies.  The  challenge  can  be  met  only 
when  the  needs  of  the  borderline  defective  are  rec- 
ognized as  such  and  when  he  is  treated  as  a person 
who  is  worthy  of  attention. 

The  task  of  the  doctor  who  sees  such  a child  is 
educational  in  nature.  He  must  educate  the  parents, 
the  school  and  the  community  to  see  and  to  accept 
the  dullness  as  a pathological  condition  that  requires 
understanding  and  help  rather  than  as  a disgrace  to 
be  hidden  or  a willful  wickedness  to  be  treated  with 
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derision,  teasing,  shaming  and  punishment.  Parents 
liave  to  be  helped  to  accept  their  dull  children  as 
such,  neither  forcing  them  beyond  their  abilities  nor 
being  ashamed  of  their  backwardness.  They  must 
learn  that  poor  grades  and  occasional  failures  in 
promotion  are  to  be  e.xpected  and  that  their  job  is 
to  ease  the  pathway  of  the  backward  child  rather 
than  to  make  it  more  difficult.  Home,  after  all,  is 


the  primary  source  of  a child’s  emotional  security. 
Unless  he  receives  acceptance  and  satisfaction  in  a 
normal  manner  there,  he  will  seek  it  by  abnormal 
behavior  somewhere  else.  Here,  as  in  other  condi- 
tions, an  ounce  of  prevention  is  worth  a pound  of 
cure.  The  doctor  is  in  a strategic  position  to  apply 
that  ounce  of  prevention  in  the  advice  that  he  gives 
to  the  parents. 


New  Drug  Effective  in  Treating  Toxemia 

of  Pregnancy. 

Protoveratrine,  a relatively  new  drug,  is  a valuable 
adjunct  to  the  obstetrician’s  armamentarium  in  the 
management  of  toxemia  of  pregnancy,  in  the  opinion 
of  Dr.  Edward  Meilman,  Boston,  (Oct.  10  J.A.M.A.). 
Toxemia  of  pregnancy,  a series  of  pathological  con- 
ditions occurring  in  pregnant  women,  is  characterized 
by  rapid  weight  gain,  accumulation  of  fluid,  disturb- 
ances of  vision,  high  blood  pressure,  headache,  ex- 
cessive albumin  in  the  urine,  and  convulsions. 

Although  use  of  protoveratrine  is  not  intended 
to  replace  certain  fundamentals  of  treatment  in 
toxemia  such  as  bed  rest  and  sodium  restriction, 
it  offers  prompt  control  of  the  symptoms,  according 
to  Dr.  Meilman. 

He  reported  on  the  use  of  protoveratrine  in  17 
pregnant  women  suffering  from  various  forms  of 


toxemia  of  pregnancy.  In  all  cases,  prompt  relief 
was  obtained  following  use  of  the  drug. 

The  primar}-  disturbance  responsible  for  toxemia 
of  pregnancy  remains  unknown.  Dr.  Meilman  pointed 
out.  In  many  instances,  toxemia  develops  so  early 
in  pregnancy  that  the  chances  of  fetal  survival  with 
immediate  delivery  are  small;  if  the  fetus  remains 
undeliv'ered,  intrauterine  death  often  occurs.  By  the 
judicious  use  of  protoveratrine  such  patients,  in  some 
instances,  may  be  carried  for  several  weeks,  until 
reasonable  maturity  of  the  fetus  is  reached,  before 
instituting  necessary  obstetric  measures,  thus  im- 
proving the  chances  of  fetal  survival,  he  added. 

According  to  the  author,  the  number  of  cases  he 
described  is  too  few  for  final  determination  of  the 
value  of  the  drug,  but  he  said  he  believed  the  ])re- 
liminary  tests  indicated  its  effectiveness. 
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PUBLIC  HEALTH 


Mack  I.  Shanholtz,  M.D. 

State  Health  Commissioner  of  Virginia 


Tularemia 

Though  the  opening  of  the  hunting  season  has 
been  delated  this  year  because  of  the  excessive  dry- 
ness of  the  woods  due  to  lack  of  rainfall,  it  is  timely 
to  recall  that  infections  with  Pasteurella  tularensis 
(Bacterium  tularense)  are  more  common  at  this 
season.  This  disease  was  first  discovered  in  a na- 
turally infected  wild  animal  and  soon  thereafter  was 
recognized  as  a disease  of  man.  In  the  United  States 
it  occurs  in  every  month  of  the  year,  ljut  especially 
during  the  rablfit  hunting  season. 

Tularemia  is  a disease  of  which  the  bacterial  ori- 
gin, seasonal  incidence,  geographic  distribution  and 
zcologic  distribution,  have  been  thoroughly  studied. 
The  source  of  infection  may  be  through  wild  rabbits 
and  hares,  deer  fly  (Chrysops  discalis),  tick  (Der- 
macentor  andersoni  and  Dermacentor  variabilis), 
woodchuck,  coyote,  muskrat,  oiiossum,  tree  squirrel, 
ground  squirrel,  quail,  skunk,  cat,  dog,  fox,  hog,  deer, 
sage  hen  and  bull  snake.  In  Virginia  the  chief  of- 
fenders in  transmitting  the  disease  to  man  are  the 
wild  rabbits  and  hares.  IMan  becomes  infected 
through  handling  and  skinning  these  animals.  In- 
fection may  occur  through  the  ingestion  of  insuf- 
ficiently cooked  rabbit  meat.  Refrigerated  rabbits 
kept  constantly  frozen  at  5°  F.  may  remain  infective 
for  3 Yi  years.  Drinking  contaminated  water  has 
been  said  to  cause  the  disease.  I.aborator}’  infections 
are  net  infrequent. 

The  infectious  agent  of  tularemia  may  be  found 
in  the  blood  of  man  during  the  first  two  weeks  of  the 
disease  and  in  the  lesions  up  to  a month  from  onset 
and  sometimes  longer.  The  disease  is  not  com- 
municable from  man  to  man  by  mere  contact.  All 
ages  are  susceptible.  The  incubation  period  may 
vary  from  1 to  10  days,  usually  not  over  5 days,  and 
averages  about  3 days.  The  onset  is  sudden,  with 
headache,  vomiting,  chills,  aching,  weakness  and 
fever.  Fever  is  always  present;  there  is  an  initial 
rise,  a remission  and  a secondary  rise.  There  is  a 
moderate  leucocytosis.  A skin  eruption  may  occur. 
There  is  usuall}'  a primary  ulcer  at  the  site  of  in- 
fection with  resulting  bubo  of  the  lymph  nedes  which 
drain  the  site.  Prostration  is  marked  and  weakness 


on  exertion  may  persist  for  months.  The  active 
state  of  the  disease  lasts  from  2 to  3 weeks.  Con- 
valescence is  slow  and  during  the  third  month  the 
patient  may  be  able  to  be  at  work  only  part-time. 
Permanent  immunity  follows  recovery  from  an  attack. 

The  agglutination  test  is  most  reliable  and  is  a 
valuable  aid  in  confirming  the  diagnosis.  Serum 
from  the  blood  taken  during  the  second  week  will 
show  agglutination  of  P.  tularensis  in  rising  titer. 
Rest  in  bed  is  highly  important  and  the  patient 
cooi)erates  well  on  account  of  weakness. 

Streptomycin  is  the  drug  of  choice  for  treatment. 
One  gram  per  day  in  divided  doses  every  3 hours 
day  and  night,  for  5 days,  given  intramuscularly,  is 
the  usual  dose;  some  patients  may  need  less  and 
a few  ma}'  need  more. 

Preventive  measures  in  the  control  of  tularemia 
are: 

1.  Avoidance  of  the  bites  of,  or  handling  of,  flies 
and  ticks  when  working  in  infected  zones  during  the 
seasonal  incidence  of  blood  sucking  flies  and  ticks. 

2.  The  use  of  rubber  gloves  by  persons  engaged 
in  dressing  wild  rabbits  and  hares.  Thorough  cook- 
ing of  the  meat  before  eating  is  necessarv. 

3.  Avoidance  of  raw  drinking  water  in  areas  where 
the  disease  prevails  among  wild  animals. 

Human  cases  of  tularemia  should  be  reported  to 
the  local  health  department  and  investigation  of  the 
source  of  infection  should  be  undertaken  in  each  case. 

Monthly  Report  of  the  Bureau  of 
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WOMAN’S  AUXILIARY 
TO 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  K.  W.  Howard,  Portsmouth 

President-Elect Mrs.  Maynard  Emlaw,  Richmond 

Recording  Secretary Mrs.  Lee  S.  Liggan,  Irvington 

Corresponding  Secretary — 

Mrs.  Le.muel  E.  Mayo,  Portsmouth 

Treasurer Mrs.  William  C.  Barr,  Richmond 

Publication  Chairman  Mrs.  Wm.  S.  Grizzard,  Petersburg 


Arlington  Auxiliary. 

'I'he  annual  membership  tea  given  In-  the  Woman's 
-Auxiliary  to  the  .Arlington  County  Medical  Society 
for  new  members  was  held  at  the  home  of  the  Presi- 
dent. Airs.  Lee  B.  Martin  on  October  13th,  1953. 

-A  large  number  of  the  members  attended,  together 
with  their  guests,  prospective  new  members.  -A  very 
pleasant  social  afternoon  get-together  followed. 

Warwick-Newport  News  Auxiliary. 

Airs.  Barnes  Gillespie,  president,  has  named  the 
following  committee  chairmen  for  1953-1954; 

Airs.  Paul  Hogg  is  chairman  of  the  pregram  com- 
mittee; Airs.  Frederick  Nimrcd  Thompson,  Doctor’s 
Day;  Airs.  Ward  -Anderson,  Jr.,  Airs.  AA’illiam  T. 
^^'atkins,  Jr.,  membership;  Airs.  Waverly  R.  Payne, 
cancer;  Airs.  Guy  C.  -Amory,  publications;  Airs. 


Louis  J.  Richman,  publicity;  Airs.  Ahncent  Lascara, 
rolling  library;  Airs.  W.  J.  Baggs,  bulletin;  Airs. 
J.  W.  Carney,  civil  defense;  Airs.  Alurray  Dick, 
today’s  health;  Airs.  Alelvin  L.  Horne,  legislative; 
Airs.  G.  S.  Hankins,  public  relations;  Airs. 
Thomas  N.  Hunnicutt,  Jr.,  nurse  recruitment  and 
Jones  award;  Airs.  F.  S.  Beazlie,  Jr.,  American  Aled- 
ical  Education  Foundation;  Airs.  Alvin  Alirmelstein, 
mental  health;  Airs.  O.  W.  Booth,  Jane  Todd  Craw- 
ford, Airs.  W.  -A.  Read,  hospitality. 

'Fhe  committee  chairmen  were  announced  at  a 
luncheon  meeting  of  the  auxiliary  held  at  the  home 
of  Airs.  Thomas  C.  Lawford  on  River  Road,  Hilton 
A'illage,  and  jilans  were  made  at  this  time  for  the 
annual  bazaar,  which  was  to  be  held  November  11  in 
Alary  Immaculate  Hospital.  The  next  meeting  will 
be  held  November  18  at  the  home  of  Airs.  John  F. 
Gayle. 

Airs.  J.  \\’.  Carney  gave  a report  on  the  State  con- 
vention of  the  Woman's  -Auxiliary  to  The  Aledical 
Society  of  A'irginia,  which  was  held  in  Roanoke. 

Officers  of  the  AVoman’s  -Auxiliary  to  the  Warwick- 
Newport  News  Aledical  Society  to  serve  with  Airs. 
Gillespie  are  Airs.  William  Goldsmith,  vice  presi- 
dent; Airs.  Quentin  J.  Legg,  secretary;  Airs.  F.  .A. 
Carmines,  treasurer;  Airs.  Thomas  C.  Lawford,  his- 
torian; Airs.  T.  W.  Caldroney,  corresponding  secre- 
tary. 


Dallas  to  Be  Scene  of  Rural  Health  Confer- 
ence. 

Calling  for  all-out  community  “teamwork,”  the 
ninth  National  Conference  on  Rural  Health  will 
stress  the  importance  of  individual  participation  in 
community  affairs  at  the  Alarch  4-6  sessions  in  the 
Baker  Hotel,  Dallas.  Sponsored  by  the  -AAI-A’s 
Council  on  Rural  Health,  the  Conference  theme  will 
be:  “Let’s  Put  Alore  ‘U’  In  CommUNITA'.” 

Leaders  in  the  fields  of  medicine,  agriculture, 
education  and  public  health  will  attend  the  formal 
sessions  which  begin  at  2 p.m.  on  Thursday,  Alarch 


4,  and  continue  through  Saturday,  Alarch  6,  winding 
up  with  a luncheon  meeting  at  1 p.m.  Problems  of 
nutrition  and  costs  of  medical  and  hospital  care 
and  methods  of  prepayment  are  the  principal  sub- 
jects to  be  discussed  by  outstanding  rural  health 
leaders. 

In  addition,  a pre-conference  session  “for  doctors 
only”  will  be  held  Thursday  morning.  Prol)lems 
confronting  physician-members  of  state  rural  health 
committees  will  be  discussed,  such  as ; ( 1 ) physician 

participation  at  the  grass  roots,  and  (2)  health 
insurance  matters. 
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PROCEEDINGS 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
1953  ANNUAL  MEETING 
Roanoke 

October  18,  19,  20  and  21,  1953 


COUNCIL 

Sunday,  October  18,  1953 
A special  meeting  of  Council  was  held  on  Sunday 
morning,  October  18,  at  the  Hotel  Roanoke.  The  meeting 
was  called  for  the  expressed  purpose  of  considering  the 
budget  for  the  fiscal  year  1953-54,  as  recommended  by 
the  Finance  Committee.  (Detailed  budget  included  in 
minutes  of  the  first  session  of  the  House  of  Delegates.) 


The  regular  meeting  of  the  Council  was  called  to  order 
at  2:30  p.m.  on  Sunday,  October  18,  1953,  at  the  Hotel 
Roanoke,  after  which  the  roll  was  called.  Those  present 
were  Dr.  James  L.  Hamner,  President,  Dr.  Vincent  W. 
Archer,  Dr.  John  T.  T.  Hundley,  Dr.  Lewis  H.  Bosher, 
Dr.  Mack  I.  Shanholtz,  Dr.  A.  A.  Creecy,  Dr.  Walter  P. 
Adams,  Dr.  Guy  W.  Horsley,  Dr.  Wilkins  J.  Ozlin,  Dr. 
Louis  P.  Bailey,  Dr.  Frank  A.  Farmer,  Dr.  Harold  W. 
Miller,  Dr.  Claude  A.  Nunnally,  Dr.  James  P.  King,  and 
Dr.  James  W.  Love. 

Dr.  John  B.  Todd,  President,  Virginia  State  Dental  As- 
sociation, was  introduced  and  expressed  his  regrets  in  not 
being  able  to  be  present  at  the  meeting  of  the  House  of 
Delegates,  but  wished  the  meeting  success. 

It  was  reported  that  an  effort  has  been  made  to  interest 
the  National  Park  Service  in  the  birthplace  of  Dr.  Walter 
Reed.  Considerable  historical  data  has  been  furnished 
the  Regional  Director  of  the  Service,  but  no  word  as  to 
possible  action  has  been  received.  Prospects  are  not  too 
optimistic.  It  was  mov’ed  that  Dr.  Creecy,  Councilor  for 
the  First  Congressional  District,  be  authorized  to  contact 
the  Representative  of  that  District  regarding  disposition 
of  the  matter.  The  motion  passed. 

A resolution  of  the  Arlington  County  Medical  Society 
concerning  press  releases  by  its  members  was  next  con- 
sidered. The  resolution,  which  would  make  it  necessary 
for  Arlington  Society  members  to  refer  such  releases  to 
the  society’s  Public  Relations  Committee  for  prior  ap- 
proval, had  been  previously  studied  by  the  Ethics  Com- 
mittee of  The  Medical  Society  of  Virginia  and  found  to 
contain  nothing  unethical.  However,  it  was  the  consensus 
that  the  wording  of  the  resolution  should  be  carefully 
weighed  before  outright  approval  w'as  recommended.  It 
was  then  moved  and  passed  that  the  action  of  the  Ethics 
Committee  be  accepted.  A second  motion  was  passed 
which  would  refer  the  resolution  to  the  appropriate  com- 
mittee of  the  A.M.A.  for  advice  regarding  the  wording. 

Letters  from  Mr.  R.  E.  Miller,  Valdosta,  Georgia,  con- 
cerning the  death  of  his  son,  the  late  Dr.  Grantland  S. 
Miller,  Richlands,  were  then  brought  to  the  attention  of 
Council.  It  was  pointed  out  that  Mr.  Miller  believed 
there  were  certain  irregularities  connected  with  his  son’s 


death  which  warranted  some  action  by  the  Society.  State- 
ments from  witnesses  were  read,  and  it  was  the  consensus 
that  the  matter  was  outside  the  realm  of  the  Society,  and 
no  further  action  was  recommended.  It  was  then  moved 
that  a letter,  to  be  approved  by  the  attorney  of  the  Society, 
be  directed  to  Mr.  Miller  explaining  the  Society’s  position. 

Next  considered  was  a resolution  approving  “The  Study 
of  Tuberculosis  in  Virginia — 1952”.  The  pressing  need 
for  additional  beds  was  mentioned,  and  it  was  brought 
out  that  in  all  probability,  the  General  Assembly  will 
consider  certain  other  needs  first,  despite  the  seriousness 
of  the  problem.  The  most  urgent  communicable  disease 
problem  at  the  moment  is  an  appropriation  for  200  ad- 
ditional beds  for  Negroes,  and  it  was  moved  t''at  the 
resolution  be  amended  to  include  such  a recommendation. 
The  motion  passed  unanimously,  and  the  resolution  ap- 
proved accordingly. 

The  advisability  of  the  Society  forming  its  own  in- 
surance company  in  view  of  the  increasing  rates  for  pro- 
fessional liability  insurance  was  discussed.  It  was  pointed 
out  that  the  various  commercial  companies  were  having 
a difficult  time  breaking  even,  and  it  was  therefore  doubt- 
ful if  the  Society  could  be  successful  in  such  a venture. 
It  was  learned  that  the  A.M.A.  was  studying  the  problem 
in  detail,  and  a motion  was  made  that  the  matter  be 
referred  to  the  appropriate  A.M.A.  committee  for  study 
and  recommendation.  The  motion  passed. 

Council  was  next  informed  of  plans  for  a reception 
honoring  Dr.  Walter  B.  Martin,  President-Elect  of  the 
A.M.A.  The  reception  will  be  held  in  the  Ivory  Room  of 
the  Hotel  Jefferson  in  St.  Louis  during  the  A.M.A.’s 
Interim  Session.  Those  to  be  invited  will  include  Mem- 
bers of  the  A.M.A.  House  of  Delegates,  Officers  of  the 
A.M.A.  and  its  various  Councils,  and  their  wives.  Cost 
of  the  reception  was  included  in  the  budget. 

The  matter  of  honoring  past  presidents  of  The  Medical 
Society  of  Virginia  was  discussed,  and  it  was  agreed  that 
some  concrete  means  should  be  found  to  show  the  So- 
ciety’s appreciation  of  their  efforts.  Several  suggestions 
were  offered,  and  it  was  decided  that  the  Executive 
Committee  should  consider  and  decide  on  an  appropriate 
certificate. 

Mention  was  made  of  the  fact  that  some  state  societies 
charge  a registration  fee  for  non-members  during  an- 
nual meetings.  After  considerable  discussion,  it  was  de- 
cided to  take  no  action. 

Dr.  Archer  then  reported  to  Council  on  a health  inven- 
tory about  to  get  underway  in  Orange  County.  The  sur- 
vey is  sponsored  by  the  Virginia  Council  on  Health  and 
Medical  Care,  which  has  requested  that  the  Society  ap- 
prove the  venture.  The  survey  will  determine  the  health 
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needs  and  services  of  an  average  Virginia  county.  It  was 
reported  that  the  Governor  has  been  interested  to  the 
point  where  $2,000  to  aid  in  the  survey  will  be  made 
available  from  his  contingent  fund.  A motion  to  approve 
the  survey  was  passed  unanimously. 

The  Annual  PR  Conference  of  the  Society,  to  be  held 
in  Richmond  on  November  24,  was  brought  to  the  atten- 
tion of  Council,  with  the  recommendation  that  every  ef- 
fort be  made  to  attend. 

Next  considered  was  a resolution  by  the  Alexandria 
Medical  Society  suggesting  that  the  Society  urge  the 
General  Assembly  and  the  Division  of  Motor  Vehicles  to 
arrange  for  the  letters  “M.D.”  to  be  on  the  auto  license 
plates  of  physicians.  .After  considerable  discussion,  it  was 
moved  and  passed  that  the  resolution  be  tabled. 

Dr.  Horsley  suggested  that  the  names  of  delegates  and 
alternates  be  printed  in  future  programs  of  the  annual 
meetings,  along  with  the  complete  listing  of  officers. 

The  necessity  of  hiring  a court  reporter  to  record  de- 
tailed minutes  of  the  House  of  Delegates  meetings  was 
questioned,  and  it  was  suggested  that  the  matter  be  con- 
sidered at  the  next  meeting  of  Council. 

There  being  no  further  business,  the  meeting  was  ad- 
journed. 

HOUSE  OF  DELEGATES 
FIRST  SESSION 
October  18,  1953 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia  met  in  the  Ballroom  of  the  Hotel  Roanoke  on 
October  18,  and  was  called  to  order  at  8:00  p.m.  by  Dr. 
James  L.  Hamner,  President. 

Dr.  Hamner  then  offered  the  following  report  on  his 
term  of  office:  “Members  of  the  House,  distinguished 
guests,  I have  no  speech  to  make  to  you,  nor  do  I have 
any  special  things  to  say  except  that  I did  want  to  ex- 
press a few  words  in  the  way  of  appreciation  for  your 
cooperation  during  this  last  year.  To  be  elected  President 
of  the  Medical  Society  of  Virginia  is  a distinct  honor 
which  comes  to  only  a few;  for  this  manifestation  of  your 
confidence  I am  indeed  grateful. 

“A  detailed  report  of  the  year's  work  would  be  time 
consuming  and  dull.  I do  want  to  thank  each  Member  of 
the  Society  for  the  fine  cooperation  and  support  which 
has  been  given  me.  It  has  been  a real  pleasure  and  a real 
privilege  to  serve;  although  a great  honor  it  has  carried 
with  it  much  responsibility.  It  is  not  for  me  to  say  that 
these  responsibilities  have  been  well  met,  but  I do  know 
that  any  degree  of  success  which  has  been  attained  has 
come  because  of  the  help  and  the  cooperation  of  all  the 
people  with  whom  I have  been  privileged  to  serve. 

“I  wish  to  pay  tribute  to,  and  extend  my  sincere  thanks 
to  all  those  who  worked  in  the  home  office,  and  the  Of- 
ficers of  the  Society^  Members  of  Council,  Chairmen  and 
Members  of  the  many  Committees.  I would  like  to  digress 
a minute  to  say  that  the  Committees  have  done  a wonder- 
fully fine  job;  they'  have  worked  willingly,  and  it  has 
been  a real  inspiration  to  see  them  take  hold  and  do  the 
jobs  which  have  been  assigned  them. 

“The  Society  has  become  large.  It  is  necessary  that 


most  of  the  work  be  done  by  Committees.  Without  the 
fine  cooperation  of  these  fine  and  many  Committee  mem- 
bers, I know  we  could  not  have  done  what  we  have  been 
able  to  do. 

“I  do  want  to  pay  tribute  to  the  Woman’s  Auxiliary 
and  all  of  the  Members  of  the  Society  for  being  ever 
willing  and  ready  to  serve  in  every  way  possible.  This 
has  certainly  been  a great  help  for  which  I am  grate- 
fully indebted  to  each  Member  of  the  Society.  If  I may- 
be privileged  to  ask  you  further  service,  it  will  be  that 
you  continue  to  support  Bob  Howard  and  all  the  fine  and 
kind  people  in  the  home  office,  and  give  the  same  type  of 
support  to  my  good  friend  and  distinguished  successor 
Vincent  Archer,  which  you  have  given  me  during  the  past 
year.  1 want  to  thank  you  for  everything  and  assure  you 
1 appreciate  it  most  thoroughly  in  every  way  that  you 
have  helped  me  to  try  to  be  as  fair,  or  to  attain  a fair 
degree  of  success  during  this  year.” 

Dr.  Hamner  then  introduced  Dr.  John  T.  T.  Hundley, 
Speaker  of  the  House,  who  called  for  a report  from  Dr. 
Frank  Farmer,  Chairman  of  the  Credentials  Committee. 
Dr.  Farmer  reported  a quorum  was  present. 

Minutes  of  the  1952  meeting  of  the  House  of  Delegates 
were  then  approved  and  passed  without  discussion. 

The  speaker  then  recognized  Dr.  Walter  A.  Porter, 
member  of  the  Finance  Committee,  who  presented  the 
proposed  budget  for  1953-54  as  recommended  by  Council. 
The  total  budget  of  $70,665.00  was  adopted  and  is  listed 


below. 

Budget 

Executive  Office  1953-4 

Salaries  $25,030.00 

Telephone  1,500.00 

Postage 750.00 

Stationery  & Supplies 750.00 

Office  Equipment 500.00 

Building  Maintenance  2,500.00 

Building  Repair 500.00 

State  Convention  Contingency 500.00 

Council  Expenses 325.00 

Executive  Assistant  to  A.M.A. 400.00 

Delegates  to  A.M.A.  2,000.00 

President’s  Expense  1,000.00 

Travel  Expense 2,000.00 

Virginia  Medical  Monthly 18,000.00 

Scientific  Exhibits  2,500.00 

Post-Graduate  Medical  Education  Committee  1,000.00 

Legislative  Committee 1,500.00 

Walter  Reed  Commission 250.00 

Cancer  Control  400.00 

Miscellaneous  Health  Service  Committees  — 450.00 

National  Emergency-  Medical  Service 150.00 

Woman’s  Auxiliary  100.00 

Affiliated  Agencies  Dues  85.00 

Speci.al  Appropriations 

Va.  Council  on  Health  and  Medical  Care  2,000.00 

National  Society  for  Medical  Research 150.00 

Social  Security  Taxes  375.00 

Miscellaneous  500.00 
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A.M.A.  Reception  1,000.00 

Secretarial  Help  for  Joint  Meeting 1,800.00 

Public  Relations 

Conference  750.00 

Radio  and  Press  400.00 

Literature  and  Bulletins 1,250.00 

Exhibits  250.00 


Total $70,665.00 


I'he  afternoon  meeting  of  Council  was  reported  by  Mr. 
Howard,  Executive  Secretary,  and  those  items  referred  to 
the  House  of  Delegates  for  action  were  read. 

The  first  item  was  the  following  resolution  by  the 
Arlington  County  Medical  Society  concerning  public 
statements  by  physicians,  with  reference  to  their  practice 
or  profession.  The  resolution  had  been  studied  by  the 
Ethics  Committee,  which  found  nothing  unethical.  Council, 
in  accepting  the  report  of  the  Committee,  believed  that 
the  resolution  should  be  referred  to  the  A.M.A.  Com- 
mittee on  Press  Relations  for  further  study  and  possible 
recommendation  as  to  rewording. 

Whereas,  advertising  in  any  form  is  considered  to  be 
contrary  to  the  established  ethics  of  the  medical  profes- 
sion, and 

Whereas,  possible  violations  to  this  code  of  ethics  have 
occurred  in  this  metropolitan  area; 

Therefore,  Be  It  Resolved  that  the  individual  members 
and/or  any  group  of  members  of  the  Arlington  County 
Medical  Society  who  wish  to  release  any  information  con- 
cerning the  practice  of  his  or  their  profession  to  any  news 
disseminating  organization  or  representative  thereof  must 
first  make  application  and  have  it  approved  by  the  Public 
Relations  Committee  of  the  Arlington  County  Medical 
Society.  Failure  to  comply  with  this  regulation  will  make 
that  individual  or  group  of  individuals  subject  to  the 
action  of  the  Board  of  Censors  of  said  society.  The  Board 
of  Censors  upon  application  of  any  member  of  the  society 
shall  examine  all  unapproved  news  releases  and  report 
same  to  the  Arlington  County  Medical  Society  at  its  next 
regularly  scheduled  meeting  after  such  application  is  made 
and  shall  recommend  to  the  society  suitable  action. 

The  second  item  was  the  following  Resolution  On 
“The  Study  of  Tuberculosis  in  Virginia — 1952”,  which 
was  recommended  for  approval: 

Whereas,  The  Study  of  Tuberculosis  in  Virginia — 
1952,  recently  conducted  by  the  Virginia  State  Department 
of  Health  and  the  Virginia  Tuberculosis  Association, 
states: 

1.  Tuberculosis  is  Virginia’s  most  important  communi- 
cable disease  problem. 

2.  Non;  is  the  time  for  an  all-out  effort  to  eliminate  the 
disease  in  Virginia;  and 

Whereas,  The  Study  of  Tuberculosis  in  Virginia — 
1952  presents  convincing  evidence  to  support  the  above 
statements  and  has  been  conducted  by  a thoroughly  com- 
petent technical  staff,  and 

Whereas,  The  day  to  day  experience  of  practicing 
physicians  in  Virginia  offers  additional  convincing  evi- 


dence for  the  critical  nature  of  tuberculosis  control 
problems  in  Virginia;  and 

Whereas,  The  family  physician  and  internist,  more  than 
ever  before,  will  be  the  keystone  in  the  Commonwealth’s 
tuberculosis  control  program;  and 

Whereas,  The  Medical  Society  of  Virginia,  in  conven- 
tion assembled,  has  the  responsibility  of  giving  leadership 
to  the  medical  profession  and  to  citizens  of  the  Common- 
wealth in  general ; 

Be  It  Resolved:  That  (A)  The  Medical  Society  of 
Virginia  accept  the  “St,udy  of  Tuberculosis  in  Virginia — 
1952”  as  a reasonable  and  fair  appraisal  of  the  tuber- 
culosis situation  in  the  Commonwealth. 

That  (B)  The  Medical  Society  of  Virginia  endorse  the 
recommendations  made  therein  as  worthwhile  suggestions 
to  which  serious  consideration  should  be  given  by  those 
charged  with  formulation  of  a tuberculosis  control 
program  for  the  State. 

That  (C)  The  Medical  Society  of  Virginia  specifically 
approves  (1)  the  construction  of  additional  beds,  with 
particular  reference  to  an  appropriation  by  the  General 
Assembly  at  its  next  meeting  for  money  for  construction 
of  200  additional  beds  for  Negroes  to  meet  an  obvious  and 
most  urgent  communicable  disease  problem,  (2)  the  recom- 
mendation for  establishment  of  Regional  Chest  Clinics  at 
strategic  locations  throughout  the  State. 

That  (D)  A copy  of  this  resolution,  with  appropriate 
covering  letters,  be  sent  to  Governor  John  S.  Battle,  and 
to  aspirants  for  the  office  of  Governor  or  for  a seat  in 
the  General  Assembly. 

That  (E)  Individual  members  of  The  Medical  Society 
of  Virginia  do  their  utmost  to  acquaint  individuals  and 
groups  in  their  own  communities  with  tuberculosis  con- 
trol needs  in  the  Commonwealth,  urging  these  individuals 
and  groups  to  demand  effective  corrective  action  by  their 
elected  officials,  or  promises  of  such  action  by  aspirants 
for  public  office. 

Council  also  recommended  the  endorsement  of  a Health 
Inventory  Education  Survey  soon  to  begin  in  Orange 
County. 

The  fourth  item  considered  was  the  following  resolu- 
tion of  the  Alexandria  Medical  Society.  Council  recom- 
mended that  no  action  be  taken. 

The  Alexandria  Medical  Society  wishes  to  suggest  to 
the  Medical  Society  of  Virginia  that  it  recommend  to 
the  General  Assembly  and  the  Commissioner  of  Motor 
Vehicles  that  physicians  and  surgeons  of  this  state  he 
privileged  to  bear  stamped  on  their  motor  vehicle  license 
plates  the  letters  “M.D.” 

A precedent  has  been  set  in  this  state  in  that  amateur 
radio  operators  have  their  call  letters  on  their  license 
plates  in  lieu  of  the  customary  plates. 

The  above  has  been  permitted  in  recognition  of  the  part 
these  men  may  play  in  emergency  or  disaster.  The  role 
of  physicians  and  surgeons  in  every  day  emergencies  as 
well  as  possible  disasters  is  well  known  and  should  be 
given  the  same  consideration  as  others. 

It  was  then  moved  and  passed  that  the  report  of  Council 
be  adopted. 
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Dr.  Hundley  introduced  Dr.  Walter  B.  Martin,  Presi- 
dent-Elect of  the  American  Medical  Association,  who 
spoke  briefly  to  the  House  on  matters  currently  under 
study  by  the  A.M.A. 

Mrs.  Thomas  N.  Hunnicutt,  President,  and  Mrs.  K.  W. 
Howard,  President-Elect  of  the  Woman’s  Auxiliary  to 
The  Medical  Society  of  Virginia,  were  then  introduced. 

Delegates  to  special  meetings  were  then  recognized: 
Dr.  Wilkins  J.  Ozlin,  delegate  to  the  Medical  Society  of 
the  State  of  North  Carolina,  Dr.  Linwood  Ball  and  Dr. 
Harvey  Haag,  delegates  to  the  Virginia  Pharmaceutical 
Association,  Dr.  Charles  L.  Outland,  delegate  to  the  Na- 
tional Conference  on  Physicians  and  Schools,  and  Dr. 
John  O.  Boyd,  Jr.,  delegate  to  the  Conference  on  Federal 
Medical  Services. 

Dr.  Hundley  introduced  the  following  visiting  delegates 
to  the  annual  meeting:  Mr.  C.  E.  Webber  and  Mr. 
Charles  E.  Green,  Jr.,  of  the  Virginia  Pharmaceutical 
.‘\ssociation,  and  Miss  Hazel  Knibb,  of  the  Graduate 
Nurses  Association  of  Virginia. 

A recess  was  then  taken  for  the  purpose  of  allowing 
the  delegates  of  the  various  districts  to  select  members  of 
the  Nominating  Committee.  The  members  of  the  Com- 
mittee were  Dr.  W.  A.  Read,  First  District;  Dr.  George 
A.  Duncan,  Second  District;  Dr.  Charles  L.  Outland, 
Third  District;  Dr.  L.  H.  Bracey,  Fourth  District;  Dr.  J. 
D.  Hagood,  Fifth  District;  Dr.  John  E.  Gardner,  Sixth 
District;  Dr.  Guy  W.  Fisher,  Seventh  District;  Dr.  D. 
W.  Scott,  Eighth  District;  Dr.  Rufus  Brittain,  Ninth  Dis- 
trict; and  Dr.  Ben  C.  Jones,  Tenth  District.  A meeting 
time  was  announced,  and  business  resumed. 

Consideration  was  next  given  three  committee  reports 
published  in  the  Virginia  Medical  Monthly  and  any  sup- 
plemental reports  ready  for  presentation. 

.An  amendment  to  the  report  of  the  Virginia  Committee 
of  the  American  Medical  Education  Foundation  was 
moved  and  passed  which  would  have  each  component  so- 
ciety appoint  a committee  to  canvass  its  membership  for 
individual  contributions. 

The  reports  were  then  refered  to  the  Reference  Com- 
mittee. 

Dr.  Hundley  then  called  for  new  business,  and  the 
resolutions  introduced  by  the  following  delegates  were 
referred  to  the  Reference  Committee.* 

Dr.  Walter  B.  Martin  and  Dr.  John  O.  Boyd,  Jr., — 
resolution  by  which  Society  endorses  the  A.M.A.  reso- 
lution of  June  1953  relative  to  veterans’  medical  care. 
Pledges  support  of  the  A.M.A.  program. 

Dr.  William  L.  Powell — resolution  recommending  that 
the  State  Legislature  augment  the  present  inadequate 
federal  aid  for  proposed  urgently  needed  hospitals. 

Dr.  W.  H.  Whitmore — resolution  requesting  insurance 
companies  to  change  policies  so  that  fees  for  examination 
of  out-patients  be  paid  not  only  to  hospital  departments 
but  to  duly  qualified  physicians  doing  examinations  out- 
side of  hospitals. 


*Text  of  resolutions  included  in  minutes  of  2nd  Session, 
House  of  Delegates. 


Dr.  Whitmore — resolution  to  approve  the  principle  that 
exploitation  of  any  physician  by  any  group,  etc.,  for 
financial  profit  is  wrong  and  unethical.  Also  stated  that 
exploitation  of  any  hospital  or  any  patient  by  any  physi- 
cian is  wrong  and  unethical. 

Dr.  H.  C.  Bates — resolution  to  approve  educational 
program  of  the  A.A.P.S. 

Dr.  L.  H.  Bracey — resolution  that  the  Society  contribute 
to  the  .American  Medical  Education  Foundation. 

Dr.  H.  J.  Langston — resolution  by  which  a committee 
would  study  the  advisability  of  birth  control  clinics,  the 
matter  of  pregnancies  in  children,  pregnancies  in  women 
who  have  more  children  than  they  can  support,  and  the 
advisability  of  sterilization  of  both  male  and  female 
seeking  the  service  voluntarily. 

Dr.  Russell  V.  Buxton — resolution  by  which  the  Society 
would  assist  the  State  Board  of  Nurse  Examiners  in  ob- 
taining 50  additional  scholarships  for  student  nurses 
through  State  Legislature. 

Dr.  O.  W.  Ward — resolution  by  which  qualified  nurses 
would  be  permitted  to  start  intravenous  infusions  on 
doctor’s  orders. 

The  matter  of  reserving  a bloc  of  rooms  in  the  head- 
quarters hotel  for  officers,  guests,  and  Members  of  the 
House  of  Delegates  was  brought  up,  and  it  was  moved  and 
seconded  that  no  rooms  be  set  aside  especially  for  Mem- 
bers of  the  House.  The  motion  was  lost. 

There  being  no  further  business,  the  meeting  was  de- 
clared adjourned  until  Tuesday,  October  20,  at  4:00  p.m. 

SECOND  SESSION 
October  20,  1953 

The  second  session  of  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  was  called  to  order  by  Dr. 
James  L.  Hamner,  President,  at  4:00  p.m.,  Tuesday, 
October  20,  in  the  Pine  Room  of  the  Hotel  Roanoke. 

Dr.  Hamner  turned  the  meeting  over  to  the  Speaker, 
Dr.  John  T.  T.  Hundley,  who  requested  a report  from 
Dr.  Frank  Farmer,  Chairman  of  the  Credentials  Com- 
mittee. It  was  established  that  a quorum,  was  present. 

The  report  of  the  Reference  Committee  was  considered 
first.  The  Committee  recommended  the  acceptance  and 
adoption  of  the  report  of  the  Executive  Secretary-Treas- 
urer, and  the  report  of  the  Delegates  to  the  A.M.A. 

The  following  resolution  was  then  adopted  upon  the 
recommendation  of  the  Reference  Committee: 

Recommended  that  The  Medical  Society  of  Virginia 
assist  the  State  Board  of  Nurse  Examiners  in  obtaining 
fifty  additional  scholarships  for  student  nurses  through 
the  State  Legislature,  provided  that  the  students  agree 
to  serve  in  needed  communities  for  a specified  length  of 
time,  or  reimburse  the  State. 

The  following  resolution  was  then  read  and  passed 
after  some  discussion: 

Whereas,  the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology  has  approved  and  endorsed  and  recom- 
mended for  passage  by  the  General  Assembly  of  Virginia 
a bill  to  regulate  the  practice  of  Opticianry,  copy  of  which 
is  hereto  attached,  and 

Whereas,  the  said  Society  has  indicated  its  desire  that 
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The  Medical  Society  of  Virginia  take  similar  action  on 
said  bill,  now 

Therefore,  Be  It  Resolved,  that  The  Medical  Society 
of  Virginia  does  hereby  endorse,  approve  and  recommend 
for  passage  by  the  General  Assembly  of  Virginia  the  at- 
tached bill  to  regulate  and  license  the  practice  of  Opti- 
cianry,  subject  to  such  amendments  as  may  appear  ap- 
propriate. 

It  was  then  recommended  that  the  reports  of  the  Ethics, 
Judicial,  Finance,  and  Membership  Committees  be  ap- 
proved. 

The  following  resolution  from  the  Committee  on  Post- 
Graduate  Education  was  then  approved; 

Move  that  the  Virginia  Division  of  the  American  Can- 
cer Society  be  thanked  for  their  assistance  and  support  of 
the  program  for  post-graduate  cancer  education. 

That  similar  expressions  of  appreciation  be  extended 
to  the  Extension  Division  of  the  University  of  Virginia 
for  arranging  the  itinerary  and  scheduling  the  courses, 
and 

That  the  money  collected  from  the  physicians  who  par- 
ticipated be  returned  to  tbe  Virginia  Division  of  the 
American  Cancer  Society  for  the  furtherance  of  post- 
graduate education  in  cancer,  and 

That  appropriate  letters  of  appreciation  be  sent  to  the 
Virginia  Division  of  the  American  Cancer  Society,  the 
Extension  Division  of  the  University  of  Virginia,  and  to 
Dr.  R.  R.  Spencer,  who  gave  the  courses. 

Approval  was  recommended  for  the  reports  of  the 
Grievance  and  Public  Relations  Committees. , 

The  following  three  items  in  the  supplemental  report 
of  the  Committee  on  Medical  Service  were  read  in  order 
that  proper  emphasis  could  be  given  them,  after  which 
the  report  was  adopted: 

Recommended  that  each  component  society  appoint  a 
special  committee  on  Federal  Medical  Services  to  handle 
all  affairs  concerned  in  this  field. 

That  a special  committee  on  Federal  Medical  Services 
of  The  Medical  Society  of  Virginia  be  appointed  to  serve 
for  such  period  of  time  as  this  program  occupies  the 
interest  of  the  A.M.A.  and  of  The  Medical  Society  of 
Virginia,  and 

That  the  Medical  Service  Committee  be  instructed  to 
continue  its  efforts  to  arrive  at  an  acceptable  state-wide 
fee  schedule  and  to  perfect  plans  relative  to  its  use  in  the 
event  that  such  a schedule  is  effected. 

Upon  the  recommendation  of  the  Reference  Committee, 
the  following  resolution  was  adopted: 

Whereas,  the  number  of  veterans  is  constantly  in- 
creasing, and 

Whereas,  the  medical  care  program  for  these  veterans 
will  result  in  ever  increasing  expansion  of  federal  medical 
programs,  and 

Whereas,  such  expansion  of  federal  medical  programs 
present  a serious  threat  to  medical  progress  which  our 
country  has  enjoyed  under  our  free  enterprise  system 
since  its  foundation. 

Therefore,  Be  It  Resolved,  that  The  Medical  Society 
of  Virginia  at  its  1953  meeting  does  unreservedly  endorse 
the  resolution  adopted  by  the  A.M.A.  in  June  1953  rela- 
tive to  Veterans  Medical  Care,  and  pledges  its  support  of 
the  program  being  undertaken  by  the  A.M.A.  to  attain 
this  end. 

The  following  resolution  was  then  read  with  the  recom- 
mendation that  it  be  referred  to  the  Maternal  Health 
Committee  for  study  and  a subsequent  report  to  the 
House.  The  recommendation  was  approved. 

That  the  President  of  The  Medical  Society  of  Virginia 


appoint  a committee  to  study  the  following  propositions: 

1.  Birth  control  clinics,  both  private  and  public,  con- 
ducted by  physicians. 

2.  Pregnancies  in  children,  who  in  many  instances 
should  not  be  allowed  to  go  to  term. 

3.  Pregnancies  in  women  who  already  have  more  chil- 
dren than  they  can  now  feed  and  cloth. 

4.  Sterilization  of  both  male  and  female  who  seek  this 
service  voluntarily. 

W.th  regard  to  the  report  of  the  Committee  on  Venereal 
Disease,  it  was  recommended  that  the  Committee  work 
with  the  State  Health  Department,  the  Clinical  Patho- 
logical Society,  and  the  heads  of  appropriate  departments 
o,  the  two  medical  schools  to  determine  the  feasibility, 
decide  on  the  merit,  and  determine  further  steps  for  utili- 
zation of  the  specific  test  for  syphilis  (T.P.I.).  This 
action  was  approved. 

The  following  two  resolutions  were  then  read  with  the 
committee’s  recommendation  that  the  sum  of  $2,000  be 
contributed  to  the  Foundation  and  that  every  effort  be 
made  to  obtain  individual  contributions  over  the  state: 

Resolved  that  The  Medical  Society  of  Virginia  request 
that  each  local  county  medical  society  appoint  a committee 
for  the  purpose  of  canvassing  the  entire  membership  to 
obtain  as  large  as  possible  contribution  for  the  purpose 
of  medical  education. 

Resolved  that  The  Medical  Society  of  Virginia  make  a 
contribution  to  the  American  Medical  Education  Founda- 
tion. 

A supplemental  report  of  the  Liaison  Committee  to  the 
U.M.W.  WeUare  and  Retirement  Fund,  which  follows, 
was  read  and  adopted. 

The  Liaison  Committee  to  meet  with  the  U.M.W.  Wel- 
fare and  Retirement  Fund  and  the  appropriate  A.M.A. 
agencies  met  in  Charleston,  West  Virginia,  on  September 
12-13.  Present  were  Dr.  James  L.  Hamner,  Dr.  John  O. 
Boyd,  Dr.  Mack  1.  Shanholtz,  Dr.  James  P.  Williams,  Dr. 
Rufus  Brittain,  Dr.  Mary  Elizabeth  Johnston,  Dr.  John 
T.  T.  Hundley,  and  Robert  1.  Howard. 

In  recognition  of  the  real  need  for  improved  medical 
services  in  the  coal  mining  areas,  and  in  appreciation  of 
the  desire  of  the  U.M.W.  Welfare  and  Retirement  Fund 
officials,  the  Liaison  Committee  of  The  Medical  Society 
of  Virginia  recommends  to  the  House  of  Delegates  as 
follows : 

1.  That  every  effort  be  made  to  extend  post-graduate 
education  to  the  practicing  physicians  of  the  mine  areas. 

2.  That  strenuous  efforts  be  made  to  encourage  phy- 
sicians to  locate  in  those  areas  for  practice. 

3.  That,  in  cooperation  with  other  interested  agencies, 
efforts  be  made  to  improve  available  hospital  facilities. 

4.  That  The  Medical  Society  of  Virginia  extend  its 
advice  and  assistance  to  mining  communities  in  the  estab- 
lishment of  community  health  centers  to  serve  the  health 
needs  of  the  local  communities. 

5.  That  organized  medicine  in  Virginia  cooperate  with 
the  U.M.W.  Welfare  and  Retirement  Fund  to  set  up 
practical  working  standards  for  community  participation 
in  the  operation  of  the  new  Memorial  Hospitals,  in  ac- 
cordance with  and  within  the  framework  of  approved 
practices  as  set  up  by  official  accrediting  agencies. 

6.  That  The  Medical  Society  of  Virginia  make  every 
effort  to  correct  the  causes  leading  to  and  the  suspicion 
and  distrust  which  exist  between  the  U.M.W.A.  and  the 
medical  profession  in  the  mining  areas,  in  full  recognition 
of  the  mtitual  objective  of  better  health  and  medical  care 
for  the  mining  population. 

The  following  portion  of  the  report  of  the  Committee 
to  Assist  the  American  Diabetes  Association  was  em- 
phasized and  approved: 
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The  Society  of  general  practitioners  in  Richmond  have 
agreed  to  examine,  free  of  charge,  the  urine  of  any  person 
which  is  brought  to  the  doctor’s  office  during  the  week  of 
the  drive  in  November.  The  Richmond  Academy  of  Medi- 
cine has  agreed  to  this  also.  This  committee  suggests 
that  The  Medical  Society  of  Virginia,  as  a whole,  make 
such  an  offer  to  the  public  and  requests  that  the  delegates 
approv'e  this  at  the  October  meeting. 

Upon  the  recommendation  of  the  Reference  Committee, 
the  following  resolution  was  referred  to  the  Committee  to 
Confer  with  the  State  Board  of  Nurse  Examiners,  with 
the  request  that  a report  be  made  to  Council  at  its  next 
session. 

Resolve  that  properly  qualified  nurses  be  permitted  to 
start  intravenous  infusions  on  doctors’  oral  or  written 
orders,  and  that  to  do  so  does  not  constitute  the  practice 
of  medicine  (as  has  apparently  been  held  by  judicial  cases 
in  the  past  12  months). 

The  Speaker,  as  directed  by  the  Reference  Committee, 
urged  the  Delegates  to  make  every  effort  to  have  com- 
ponent societies  bring  all  eligible  physicians  into  The 
Medical  Society  of  Virginia  and  the  American  Medical 
Association.  It  was  noted  that  few  component  societies 
are  actually  sending  the  State  Office  their  membership 
rosters  by  July  15  of  each  year,  as  required  in  Article  III, 
Section  9,  of  the  By-Laws. 

The  following  resolution  was  then  read: 

Whereas,  the  Association  of  American  Physicians  and 
Surgeons  has  for  several  years  supplemented  the  efforts  of 
the  American  Medical  Association  in  its  fight  against  so- 
cialized medicine  by  its  close  scrutiny  of  new  legislation 
concerning  socialized  medicine  and  has  placed  such  in- 
formation before  its  members,  and 

Whereas,  it  is  carrying  on  an  annual  campaign  to  edu- 
cate the  students  in  public  and  private  high  schools  on 
the  value  of  the  private  practice  of  medicine,  and 

Whereas,  the  Association  of  American  Physicians  and 
Surgeons  has  no  intent  to  interfere  with  or  supplant  in 
any  way  the  American  Medical  Association,  and 

Whereas,  eighteen  state  medical  societies  have  already 
seen  fit  to  endorse  the  program  of  the  Association  of 
American  Physicians  and  Surgeons, 

Be  It  Hereby  Resolved  That  The  Medical  Society  of 
Virginia  endorse  and  approve  the  program  of  the  Asso- 
ciation of  American  Physicians  and  Surgeons. 

It  was  the  recommendation  of  the  Reference  Committee 
that  the  Society  approve  the  educational  program  of  the 
A.A.P.S.  provided  their  educational  material  has  been 
cleared  by  the  A.M.A.  A motion  to  approve  the  action 
of  the  Committee  was  carried. 

The  following  resolution  was  approved; 

Whereas,  certain  insurance  companies  issue  medical 
care  policies  which  provide  payment  for  electrocardio- 
grams, laboratory  examinations,  and  X-ray  examinations 
for  non-hospitalized  out-patient  cases,  payable  only  to 
hospitals,  and 

Whereas,  such  provisions  encourage  and  further  the 
practice  of  medicine  by  hospitals,  and 

Whereas,  such  provisions  do  not  allow  the  patient  a 
free  choice  of  physicians  for  such  examinations,  and 
Whereas,  such  provisions  in  insurance  policies  result 
in  unfair  competition  and  discrimination  against  those 
physicians  doing  special  examinations  outside  of  hos- 
pitals. 

Be  It  Resolved  That  (a)  The  Medical  Society  of 
Virginia  requests  that  the  insurance  companies  concerned 
change  their  policies  so  that  fees  allowed  for  examination 
of  out-patients  be  paid  not  only  to  hospital  departments, 


but  to  duly  qualified  physicians  doing  such  examinations 
outside  of  hospitals;  and 

(b)  That  in  all  cases,  payments  for  such  services  be 
made  directly  to  the  physician  making  the  examination; 
and 

(c)  That  a copy  of  this  resolution  be  sent  to  the  follow- 
ing: (1)  The  Executive  Secretary  of  the  American  Medi- 
cal Association,  (2)  The  Insurance  Commission  of  Vir- 
ginia, and  (3)  The  Health  Insurance  Council. 

Upon  the  recommendation  of  the  Reference  Committee, 
the  next  resolution  was  approved: 

Whereas,  certain  hospitals  employ  physicians  in  several 
specialist  classes  to  provide  medical  services  for  hospital 
patients  and  out-patients,  and 

Whereas,  in  some  cases  these  physicians  are  employed 
on  terms  that  result  in  a profit  for  the  hospital  over  and 
abov'e  a fair  return  on  investments  in  equipment  and  over- 
head costs  for  space,  personnel  and  supplies,  and 

Whereas,  such  practices  result  in  a part  of  the  fees  that 
the  patient  pays  for  specialist  services  going  for  other 
hospital  purposes,  a situation  similar  to  fee  splitting  be- 
tween individuals,  and 

Whereas,  “The  Principles  of  Medical  Ethics  of  the 
American  Medical  Association”,  accepted  by  this  society, 
include  this  provision.  Article  VI,  Section  6 — “A  physi- 
cian should  not  dispose  of  his  professional  attainments  or 
services  to  any  hospital,  lay  body,  organization,  group  or 
individual,  by  whatever  name  called,  under  terms  or  con- 
ditions which  permit  exploitation  of  the  services  for  the 
financial  profit  of  the  agency  concerned.”  and 

Whereas,  it  is  for  the  best  interest  of  the  patient  that 
the  fees  paid  for  professional  services  should  be  strictly 
for  such  professional  services  and  not  partly  for  hospital 
expense. 

Therefore,  Be  It  Resolved  (a)  that  The  Medical 
Society  of  Virginia  approves  the  principle  that  exploita- 
tion of  any  physician  by  any  group,  organization  or  in- 
dividual, for  financial  profit  is  wrong  and  unethical; 

(b)  That,  also,  the  exploitation  of  any  hospital  or  any 
patient,  by  any  physician  is  wrong  and  unethical; 

(c)  That  all  members  of  this  society  are  urged  to  do 
their  utmost  to  correct  unethical  situations  in  medical 
practice,  both  by  their  influence  on  organizations  or  in- 
dividuals involved,  and  by  their  own  personal  example  of 
ethical  conduct. 

Presented  next  was  the  following  resolution  pertaining 
to  the  need  of  additional  State  funds  to  augment  inade- 
quate Hill-Burton  funds  for  hospital  construction  in  Vir- 
ginia : 

To  His  Excellency,  The  Governor  of  Virginia — The 
Honorable  John  S.  Battle 

Whereas,  the  Virginia  Hospital  Advisory  Council  has 
approved  the  requests  of  nine  hospitals  situated  in  seven 
Virginia  communities  for  Federal  funds  under  the  pro- 
vision of  the  Hill-Burton  Act,  and 

Whereas,  the  anticipated  Federal  funds  allocated  to 
hospitals  in  Virginia  during  the  next  three  years  will 
total  only  thirty-three  (33)  per  cent  of  the  estimated  cost 
of  these  institutions,  and 

Whereas,  the  campaigns  to  raise  funds  for  these  insti- 
tutions and  the  plans  formulated  in  terms  of  the  needs  in 
each  community  were  based  on  the  assumption  that  fifty- 
five  (55)  per  cent  of  the  cost  would  be  obtained  from 
Federal  and  State  sources  as  had  been  true  in  the  past, 
and 

Whereas,  failure  to  obtain  the  full  anticipated  amount 
will  seriously  curtail  or  actually  prevent  the  erection  of 
these  badly  needed  hospitals  with  resulting  hazards  to  the 
health  of  citizens  of  this  Commonwealth, 

Therefore,  Be  It  Resolved  That  His  Excellency,  The 
Governor  of  Virginia,  and  State  Legislators  be  respect- 
fully requested  and  urged  to  recommend  that  the  present 
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inadequate  Federal  aid  be  augmented  by  funds  from  the 
Commonwealth  of  Virginia,  as  has  been  done  in  the  past, 
at  the  next  meeting  or  the  Legislature  to  be  held  in  Jan- 
uary 195+,  in  order  that  the  proposed  urgently  needed 
hospitals  may  be  erected  as  originally  planned  at  the 
earliest  possible  moment. 

It  was  moved  and  passed  that  the  resolution  be  adopted. 
The  Speaker  next  reported  the  recommendation  of  the 
Reference  Committee  concerning  an  A.M.A.  request  that 
Delegates  to  the  A.M.A.  be  instructed  as  to  the  matter 
of  extending  to  the  osteopaths  the  facilities  of  consultation 
with  members  of  the  medical  profession.  The  Committee 
had  recommended  that  the  Delegates  to  the  A.M.A.  go  un- 
instructed and  act  as  they  see  fit  in  view  of  circum- 
stances, materials,  and  arguments  presented.  A motion 
to  approve  the  action  of  the  Reference  Committee  was 
passed. 

This  concluded  the  report  of  action  by  the  Reference 
Committee.  It  was  noted  that  committee  reports  had  been 
voted  on  during  the  first  session  of  the  House  of  Dele- 
gates, and  where  no  changes  had  occurred,  it  had  not 
been  considered  necessary  to  have  another  formal  vote 
during  the  second  session. 

Dr.  Guy  \V.  Fisher,  Chairman  of  the  Nominations  Com- 
mittee, was  recognized  and  submitted  the  following 
nominations : 

President-Elect:  Dr.  Carrington  Williams,  Richmond 
1st  Vice-President:  Dr.  David  S.  Garner,  Roanoke 
2nd  Vice-President:  Dr.  Frank  E.  Tappan,  Berryville 
3rd  V'^ice-President : Dr.  A.  Tyree  Finch,  Farmville 
Councilors : 

1st  District:  Dr.  A.  A.  Creecy,  Newport  News 
3rd  District:  Dr.  Guy  W.  Horsley,  Richmond 
5th  District:  Dr.  Louis  P.  Bailey,  Nathalie 
7th  District:  Dr.  Harold  W.  Miller,  Woodstock 
9th  District:  Dr.  James  P.  King,  Radford 
Executive  Secretary-Treasurer:  Robert  1.  Howard 

It  was  moved  and  seconded  that  the  nominations  be 
adopted.  The  motion  carried  unanimously. 

The  next  order  of  business  was  the  election  of  the 
Speaker  of  the  House  of  Delegates,  and  Dr.  John  T.  T. 
Hundley  was  reelected. 

Nominations  were  then  announced  for  appointment  to 
the  State  Board  of  Medical  Examiners  from  the  Fifth 
Congressional  District.  They  were  Dr.  S.  C.  Hall,  Dan- 
ville; Dr.  W.  N.  Thompson,  Stuart;  and  Dr.  Walter  A. 
Porter,  Hillsville.  It  was  moved  and  passed  that  the 
nominations  be  approved. 

Election  of  a delegate  to  the  American  Medical  As- 
sociation was  next  considered.  This  was  necessary  since 
the  term  of  Dr.  Vincent  W.  Archer  expires  December  31. 
Elected  as  delegate  was  Dr.  J.  Morrison  Hutcheson.  Dr. 
Archer  was  chosen  as  alternate. 

The  election  of  Dr.  Hutcheson  as  delegate  made  it 
necessary  to  elect  an  alternate  for  Dr.  Carrington  Wil- 
liams, since  Dr.  Hutcheson  had  held  that  office.  Dr.  Kin- 
loch  Nelson  was  elected. 

The  Speaker  called  for  nominations  of  the  General 
Practitioner  of  the  Year.  Dr.  Rufus  Brittain,  represent- 
ing the  Virginia  Academy  of  General  Practice,  placed  in 
nomination  the  names  of  Dr.  Thomas  K.  McKee,  Salt- 
ville,  and  Dr.  Brewster  .Arthur  Hopkins,  Stuart.  There 


were  no  further  nominations.  Dr.  Hundley  read  the  re- 
sults of  the  ballots,  and  declared  Dr.  Thomas  K.  McKee 
to  be  General  Practitioner  of  the  Year  in  Virginia. 

It  was  then  noted  that  for  the  first  time  in  many  years. 
Miss  .Agnes  Edwards,  Managing  Editor  of  the  Virginia 
Medical  Monthly,  was  not  attending  the  annual  meeting. 
It  was  moved  and  seconded  that  a telegram  be  sent  Miss 
Edwards  expressing  the  fact  that  she  was  missed.  The 
motion  carried  unanimously. 

A resolution  was  presented  commending  the  Roanoke 
.Academy  of  Medicine,  the  Local  Committee  on  .Arrange- 
ments, Dr.  David  S.  Garner,  and  the  staff  of  the  Hotel 
Roanoke  for  their  excellent  work  in  connection  with  the 
annual  meeting,  and  expressing  the  appreciation  of  the 
Society.  The  resolution  was  adopted  by  unanimous  vote. 

.Announcement  was  made  of  the  time  and  place  for  the 
1954  annual  meeting.  The  meeting  will  be  a joint  affair 
with  the  District  of  Columbia  Medical  Society  and  will 
take  place  at  Washington's  Hotel  Shoreham,  from  October 
31-November  3. 

With  reference  to  the  1955  meeting,  it  was  moved  that 
the  decision  be  left  to  the  Executive  Committee  and 
Council.  The  motion  carried. 

There  being  no  further  business,  the  House  of  Dele- 
gates adjourned. 

Robert  I.  Howard,  Executive  Secretary 

.Approved : 

James  L.  Hamner,  M.D.,  President 
November  12,  1953 

FIFTY  YEAR  CLUB  AWARDS 
.An  especially  pleasant  feature  of  the  first  General 
Session  was  the  awarding  of  certificates  to  the  new  mem- 
bers of  the  Fifty  A'ear  Club.  Certificates  carrying  Life 
Membership  were  given  those  who  graduated  fifty  years 
ago.  The  aw'ards  were  made  Monday  evening,  October 
19,  by  the  President,  Dr.  J.  L.  Hamner,  to 
Dr.  Joseph  LeCenne  DeCormis,  .Accomac 
Dr.  Courtney  Edmond,  Clifton  Forge 
Dr.  William  Wallace  Gill,  Richmond 
Dr.  William  H.  Howard,  Portsmouth 
Dr.  Louis  Knight  Leake,  Goochland 
Dr.  William  Cline  Moomaw,  Bed''ord 
Dr.  Lawson  Otwood  Powell,  Roanoke 
Dr.  Marvin  Pierce  Rucker,  Richmond 
Dr.  John  Bonney  Shipp,  Norfolk 
Dr.  Benjamin  Clinton  Shuler,  Shenandoah 
Dr.  Homer  Amos  Spitler,  Middleburg 
Dr.  Harry  Benjamin  Stone,  Roanoke 
Dr.  William  Joshua  Sturgis,  Nassawadox 
Dr.  Charles  Walter  Thomas,  Floyd 
Dr.  Edward  A^ictor  Valz,  Philadelphia,  Pa. 

Dr.  Cary  Elphus  Via,  Norfolk 

Dr.  .A.  McGarvey  Wallace,  Gate  City 

Dr.  Elbert  Patton  AA’hited,  Honaker 

COMMITTEES 

The  following  Committees  have  been  named  to  be  in 
charge  of  the  various  activities  of  the  Society  during 
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the  year  1953-1954.  Numbers  after  names  in  Standing 
Committees  indicate  number  of  years  to  serve,  these 
having  been  appointed  for  a definite  term  in  accordance 
with  the  By-Laws. 

Standing  Committees 

PUBLIC.ATION : *M.  Pierce  Rucker,  M.D.,  (1),  Chairman, 
Richmond,  Lewis  H.  Bosher,  Jr.,  M.D.,  (1),  Richmond, 
Wyndham  B.  Blanton,  M.D.,  (2),  Richmond,  Lloyd  B. 
Burk,  Jr.,  M.D.,  (3),  Arlington. 

Postgraduate  Medical  Education:  James  L.  Hamner, 
M.D.,  Chairman,  Mannboro,  John  T.  T.  Hundley,  M.D., 
Lynchburg,  Mack  1.  Shanholtz,  M.D.,  Richmond,  Kinloch 
Nelson,  M.D.,  Richmond,  William  Parson,  M.D.,  Char- 
lottesville, C.  V.  Cimmino,  M.D.,  Fredericksburg. 

Ethics:  Malcolm  H.  Harris,  M.D.,  (1),  Chairman,  West 
Point,  H.  S.  Daniel,  M.D.,  (2)  Louisa,  H.  H.  Hurt,  M.D., 
(3),  Lynchburg. 

Grievance:  W.  C.  Caudill,  M.D.,  (2),  Chairman,  Pearis- 
burg,  C.  L.  Harrell,  M.D.,  (3),  Norfolk,  John  T.  T.  Hund- 
ley, M.D.,  (4),  Lynchburg,  James  L.  Hamner,  M.D.,  (5), 
Mannboro,  Guy  R.  Fisher,  M.D.,  (1),  Staunton. 

Judicial:  J.  Morrison  Hutcheson,  M.D.,  (3),  Chairman, 
Richmond,  Richard  P.  Bell,  Jr.,  M.D.,  (1),  Staunton,  J. 
D.  Zylman,  M.D.,  (2),  Falls  Church. 

Legislative:  J.  D.  Hagood,  M.D.,  (3),  Chairman, 

Clover,  W.  C.  Caudill,  M.D.,  (3),  Pearisburg,  Dean  B. 
Cole,  M.D.,  (3),  Richmond,  Carrington  Williams,  Sr., 
M.D.,  (1),  Richmond,  J.  Edwin  Wood,  Jr.,  M.D.,  (2), 
Charlottesville,  Frank  A.  Farmer,  M.D.,  (2),  Roanoke, 
M.  S.  Fitchett,  M.D.,  (1),  Norfolk,  Walter  P.  Adams, 
M.D.,  (1),  Norfolk,  W.  C.  Elliott,  M.D.,  (2),  Lebanon. 

Medical  Service:  H.  B.  Mulholland,  M.D.,  (2),  Chair- 
man, Charlottesville,  Frank  A.  Farmer,  M.D.,  (2),  Roa- 
noke, James  P.  Williams,  M.D.,  (2),  Richlands,  T.  B. 
McCord,  M.D.,  (1),  Fairfax,  H.  M.  Frieden,  M.D.,  (1), 
Norfolk,  John  G.  Graziani,  M.D.,  (1),  Farmville,  Charles 

L.  Savage,  M.D.,  (1),  Waynesboro,  Snowden  C.  Hall,  Jr., 

M. D.,  (1),  Danville,  Russell  V.  Buxton,  M.D.,  (2),  New- 
port News,  Kinloch  Nelson,  M.D.,  (2),  Richmond. 

Membership:  George  W.  Leavell,  M.D.,  (1),  Bristol, 
James  A.  Thweatt,  M.D.,  (2),  Petersburg,  Henry  J. 

Langston,  M.D.,  (3),  Danville. 

Public  Relations:  James  P.  King,  M.D.,  (1),  Chair- 
man, Radford,  Benjamin  W.  Rawles,  Jr.,  M.D.,  (1), 
Richmond,  John  W.  Davis,  M.D.,  (3),  Lynchburg,  Mason 
C.  Andrews,  M.D.,  (3),  Norfolk,  H.  C.  Bates,  Jr.,  M.D., 
(2),  Arlington,  Fred  D.  Maphis,  M.D.,  (2),  Strasburg. 

Scientific  Exhibits  and  Clinics:  Hunter  B.  Frischkorn, 
Jr.,  M.D.,  (1),  Chairman,  Richmond,  Allen  Barker,  M.D., 
(2),  Roanoke,  Alvin  C.  Wyman,  M.D.,  (3),  Alexandria. 

Program:  Benjamin  W.  Rawles,  Jr.,  M.D.,  (1),  Chair- 
man, Richmond,  Ira  L.  Hancock,  Jr.,  M.D.,  (2),  Creeds, 
A.  A.  Creecy,  M.D.,  (3),  Newport  News. 

Finance:  Harry  J.  Warthen,  Jr.,  M.D.,  (1),  Chairman, 
Richmond,  Walter  A.  Porter,  M.D.,  (3),  Hillsville, 

Fletcher  J.  Wright,  Jr.,  M.D.,  (2),  Petersburg,  Carrington 
Williams,  M.D.,  ex-officio,  Richmond. 

*Since  deceased. 


Special  Committees 

Child  Health:  Edwin  A.  Harper,  M.D.,  Chairman, 
Lynchburg;  McLemore  Birdsong,  M.D.,  Charlottesville; 
William  E.  Chapin,  M.D.,  Richmond;  Paul  Hogg,  M.D., 
Newport  News;  Edwin  L.  Kendig,  M.D.,  Richmond;  John 

O.  Rydeen,  M.D.,  Norfolk;  John  T.  Walke,  M.D., 
Roanoke. 

Advisory  to  Woman’s  Auxiliary:  M.  S.  Andrews, 
M.D.,  Chairman,  Norfolk;  Waverly  R.  Payne,  M.D., 
Newport  News;  Donald  S.  Daniel,  M.D.,  Richmond. 

Walter  Reed  Commission:  H.  A.  Tabb,  M.D.,  Chair- 
man, Gloucester;  Richard  B.  Bowles,  M.D.,  Mathews; 
Clarence  P.  Jones,  M.D.,  Newport  News. 

To  Confer  with  State  Board  of  Nurse  Examiners: 
C.  Bruce  Morton,  III,  M.D.,  Cha'rman,  Charlottesville; 
Russell  V.  Buxton,  M.D.,  Newport  News;  John  A. 
Shackelford,  M.D.,  Martinsville;  Eugene  L.  Lowenberg, 
M.D.,  Norfolk;  Frank  Johns,  M.D.,  Richmond;  Malcolm 
H.  Harris,  M.D.,  West  Point;  James  M.  Habel,  M.D., 
Suffolk. 

Venereal  Disease  Control:  James  W.  Love,  M.D., 
Chairman,  Alexandria;  Harry  Pariser,  M.D.,  Norfolk; 
William  H.  Kaufman,  M.D.,  Roanoke;  W.  Ross  South- 
ward, Jr.,  M.D.,  Richmond;  Allen  W.  Pepple,  M.D.,  Rich- 
mond. 

Tuberculosis:  Everett  C.  Drash,  M.D.,  Chairman, 
Charlottesville;  George  A.  Welchons,  M.D.,  Richmond; 
Wilkins  J.  Ozlin,  M.D.,  South  Hill;  Carl  W.  LaFratta, 
M.D.,  Richmond;  Charles  W.  Scott,  M.D.,  Burkeville; 
Frank  B.  Stafford,  M.D.,  Charlottesville. 

Mental  Hygiene:  Rex  Blankinship,  M.D.,  Chairman, 
Richmond;  David  C.  Wilson,  M.D.,  Charlottesville;  James 

K.  Morrow,  M.D.,  Radford;  John  R.  Saunders,  M.D., 
Richmond;  C.  T.  Wilfong,  M.D.,  Richmond;  Joseph  R. 
Blalock,  M.D.,  Marion;  Edwin  J.  Palmer,  M.D.,  Roanoke; 
Thomas  Spessard,  M.D.,  Norfolk;  John  P.  Williams, 
M.D.,  Richmond;  John  A.  Simms,  M.D.,  Alexandria; 
Snowden  C.  Hall,  Jr.,  M.D.,  Danville;  Thomas  S.  Ed- 
wards, M.D.,  Charlottesville;  Thomas  H.  Anderson,  M.D., 
Lawrenceville ; Alexander  G.  Brown,  HI,  M.D.,  Rich- 
mond; John  B.  McKee,  M.D.,  Winchester;  W.  S.  Hooten, 
M.D.,  Lynchburg;  Landon  E.  Stubbs,  M.D.,  Newport 
News. 

Cancer:  George  Cooper,  Jr.,  M.D.,  Chairman,  Char- 
lottesville; Arthur  B.  Gathright,  M.D.,  Richmond;  A. 

P.  Jones,  M.D.,  Roanoke;  Joseph  W.  Houck,  M.D.,  Lynch- 
burg; Mason  Romaine,  M.D.,  Petersburg;  Nelson  Smith, 
M.D.,  Petersburg;  John  J.  Giesen,  M.D.,  Radford;  Mar- 
tin L.  Dreyfuss,  M.D.,  Clifton  Forge;  Charles  H.  Peter- 
son, M.D.,  Roanoke;  John  R.  Kight,  M.D.,  Nor’’olk;  A.  C. 
Wyman,  M.D.,  Alexandria;  Frank  D.  Daniel,  M.D., 
Charlottesville;  George  Zur  Williams,  M.D.,  Richmond. 

Rehabilitation:  Roy  M.  Hoover,  M.D.,  Chairman, 
Roanoke;  Reno  R.  Porter,  M.D.,  Richmond;  George  A. 
Duncan,  M.D.,  Norfolk;  J.  R.  Blalock,  M.D.,  Marion;  Ed- 
ward E.  Haddock,  M.D.,  Richmond;  Leroy  Smith,  M.D., 
Richmond;  Frank  B.  Stafford,  M.D.,  Charlottesville;  A. 

L.  Carson,  Jr.,  M.D.,  Richmond;  W.  E.  Dickerson,  M.D., 
Danville;  G.  S.  Fitz-Hugh,  M.D.,  Charlottesville; 
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Fletcher  J.  Wright,  Jr.,  M.D.,  Petersburg;  Charles  L. 
Savage,  M.D.,  Waynesboro. 

Cerebral  Palsy:  O.  Anderson  Engh,  M.D.,  Chairman, 
Alexandria;  John  A.  V'ann,  M.D.,  Norfolk;  Walter  O. 
Klingman,  M.D.,  Charlottesville;  Louise  F.  Galvin,  M.D., 
Richmond;  Roy  M.  Hoover,  M.D.,  Roanoke. 

Advisory  Heart:  R.  Earle  Glendy,  M.D.,  Chairman, 
Roanoke;  J.  Edwin  Wood,  Jr.,  M.D.,  Charlottesville; 
Paul  D.  Camp,  M.D.,  Richmond ; R.  B.  Grinnan,  M.D., 
Norfolk;  John  B.  McKee,  M.D.,  Winchester;  J.  Franklin 
Waddill,  M.D.,  Norfolk;  Julian  Q.  Early,  M.D.,  Bristol. 

Conservation  of  Hearing:  Francis  McGovern,  M.D., 
Chairman,  Danville;  P.  N.  Pastore,  M.D.,  Richmond; 
Neil  Callahan,  M.D.,  Norfolk;  James  Gorman,  M.D., 
Lynchburg;  Fred  Hamlin,  M.D.,  Roanoke;  Grant  Preston, 
M.D.,  Harrisonburg;  Fletcher  Woodward,  M.D.,  Char- 
lottesville; J.  H.  Hopkins,  M.D.,  Petersburg. 

House:  Harry  J.  Warthen,  Jr.,  M.D.,  Chairman,  Rich- 
mond; Donald  S.  Daniel,  M.D.,  Richmond;  Fletcher  J. 
Wright,  Jr.,  M.D.,  Petersburg. 

Polio:  Lee  E.  Sutton,  Jr.,  Chairman,  Richmond;  R.  B. 
Bowles,  M.D.,  Mathews;  E.  A.  Harper,  M.D.,  Lynchburg; 
Robert  C.  Hood,  M.D.,  Arlington;  Roy  M.  Hoover,  M.D., 
Roanoke;  McLemore  Birdsong,  M.D.,  Charlottesville. 

Conservation  of  Sight:  Rudolph  C.  Thomason,  M.D., 
Chairman,  Richmond;  Parker  H.  Lee,  Jr.,  M.D.,  Lynch- 
burg; William  F.  Hatcher,  M.D.,  Roanoke;  F.  O.  Fay, 
M.D.,  Norfolk;  Meade  C.  Edmunds,  M.D.,  Petersburg. 

Liaison  Committee  to  Confer  with  U.  M.  W.  Welfare 
Fund:  John  T.  T.  Hundley,  M.D.,  Chairman,  Lynchburg; 
Kinloch  Nelson,  M.D.,  Richmond;  Mack  I.  Shanholtz, 
M.D.,  Richmond;  John  O.  Boyd,  Jr.,  M.D.,  Roanoke; 
James  P.  Williams,  M.D.,  Richlands;  Rufus  P.  Brittain, 
M.D.,  Tazewell;  H.  B.  Mulholland,  M.D.,  Charlottesville. 

To  Assist  American  Diabetes  Association:  William  R. 
Jordan,  M.D.,  Chairman,  Richmond;  Robert  C.  Crawford, 
M.D.,  Roanoke;  W.  Callier  Salley,  M.D.,  Norfolk;  James 
G.  Willis,  M.D.,  Fredericksburg. 

National  Emergency  Medical  Service:  W.  Ross 
Southward,  Jr.,  M.D.,  Chairman,  Richmond;  Fletcher  J. 
Wright,  Jr.,  M.D.,  Petersburg;  Walter  P.  .^dams,  M.D., 
Norfolk;  E.  C.  Drash,  M.D.,  Charlottesville;  R.  P.  Bell, 
Jr.,  M.D.,  Staunton;  C.  V.  Amole,  M.D.,  Alexandria; 
J.  M.  Hurt,  M.D.,  Blackstone;  Frank  A.  Farmer,  M.D., 
Roanoke;  Russell  V.  Buxton,  M.D.,  Newport  News;  Kin- 
loch Nelson,  M.D.,  Richmond  ; Henry  Bourne,  M.D.,  Dan- 
ville; Guy  Richardson,  M.D.,  Bristol;  Mack  1.  Shanholtz, 
M.D.,  Richmond;  James  L.  Hamner,  M.D.,  Mannboro. 

American  Medical  Education  Foundation:  Marcellus 
A.  Johnson,  Jr.,  M.D.,  Chairman,  Lewis  Gale  Hospital, 
Roanoke;  Harry  C.  Bates,  Jr.,  M.D.,  Arlington;  L.  H. 
Bracey,  M.D.,  South  Hill;  Malcolm  H.  Harris,  M.D., 
West  Point;  F.  D.  Maphis,  M.D.,  Strasburg;  John  R. 
Mapp,  M.D.,  Nassawadox;  Walter  McMann,  M.D., 
Danville;  Richard  C.  Potter,  M.D.,  Marion;  T.  S.  Ed- 
wards, M.D.,  Charlottesville;  James  L.  Chitwood,  M.D., 
Pulaski;  Lyddane  Miller,  M.D.,  Amherst;  John  H.  Del- 
linger, M.D.,  Norton;  Carrington  Williams,  M.D.,  Rich- 
mond. 


Executive  Co.mmittee  of  Council:  Guy  W.  Horsley, 
M.D.,  Chairman,  Richmond ; Walter  P.  .■\dams,  M.D., 
Norfolk;  James  L.  Hamner,  M.D.,  Mannboro. 

Maternal  Health:  H.  H.  Ware,  Jr.,  M.D.,  Chairman, 
Richmond;  L.  L.  Shamburger,  M.D.,  Richmond;  E.  S. 
Groseclose,  M.D.,  Lynchburg;  A.  Tyree  Finch,  M.D., 
Farmville;  George  S.  Hurt,  M.D.,  Roanoke;  John  R. 
Kight,  M.D.,  Norfolk;  Garrett  Dalton,  M.D.,  Radford; 
W.  L.  McMann,  M.D.,  Danville;  Edwin  Rucker,  M.D., 
Richmond;  W.  N.  Thornton,  M.D.,  Charlottesville. 

Federal  Medical  Services:  Charles  M.  Caravati,  M.D., 
Chairman,  Richmond;  John  O.  Boyd,  Jr.,  M.D.,  Roanoke; 
W.  L.  Nalls,  M.D.,  Alexandria;  E.  C.  Drash,  M.D.,  Char- 
lottesville. 

Committee  to  Confer  with  State  Board  of  Medical 
Examiners:  John  T.  T.  Hundley,  M.D.,  Chairman,  Lynch- 
burg; Waverly  R.  Payne,  M.D.,  Newport  News;  A.  P. 
Jones,  M.D.,  Roanoke;  Henry  B.  Mulholland,  M.D., 
Charlottesville;  C.  L.  Fifer,  M.D.,  Alexandria;  G.  B. 
Setzler,  M.D.,  Pennington  Gap ; C.  L.  Riley,  M.D.,  Win- 
chester; K.  D.  Graves,  M.D.,  Roanoke;  Thomas  S. 
Hunter,  M.D.,  Charlottesville;  John  B.  Truslow,  M.D., 
Richmond. 

Committee  to  Confer  with  Old  Dominion  Medical 
Society:  James  L.  Hamner,  M.D.,  Chairman,  Mannboro; 
Walter  P.  Adams,  M.D.,  Norfolk;  Harry  C.  Bates,  M.D., 
Arlington;  Guy  W.  Horsley,  M.D.,  Richmond;  Frank  A. 
Farmer,  M.D.,  Roanoke. 

IN  MEMORIAM 

Me.mbers  of  the  Medical  Society  of  Virginia  Whose 
Deaths  Have  Been  Reported  Since  1952  Meeting 

Dr.  Lee  Scott  Barksdale,  Hopewell 

Dr.  Forrest  McLean  Bennett,  Richmond 

Dr.  James  Gordon  Boisseau,  Richmond 

Dr.  John  Otto  Boyd,  Roanoke 

Dr.  Alexander  Gustavus  Brown,  Jr.,  Richmond 

Dr.  John  Bunyan  Bullard,  Richmond 

Dr.  Birnie  Roscoe  Caldwell,  Craig  Healing  Springs 

Dr.  Robert  Dennis  Caldwell,  Lynchburg 

Dr.  Franklin  Harry  Cohen,  Norfolk 

Dr.  Claude  C.  Coleman,  Richmond 

Dr.  Robert  Page  Cooke,  Lexington 

Dr.  Robert  Lawrence  Corbell,  Portsmouth 

Dr.  John  Gibson  Davis,  Roanoke 

Dr.  A.  Henry  Dunn,  Riverside,  California 

Dr.  St.  George  Tucker  Grinnan,  Richmond 

Dr.  Walter  Paul  Hammer,  Falls  Church 

Dr.  William  Cloud  Harman,  Dolphin 

Dr.  Alvah  Livingston  Herring,  Richmond 

Dr.  Gilmer  Gustave  Holland,  Holland 

Dr.  Robert  W.  Holley,  Appalachia 

Dr.  Leonidas  Leroy  Jones,  Portsmouth 

Dr.  Linwood  Dickens  Keyser,  Roanoke 

Dr.  Harry  Buyer  LaFavre,  Virginia  Beach 

Dr.  Edgar  L.  Lawrence,  Roanoke 

Dr.  S.  Eugene  Massey,  New  Smyrna  Beach,  Florida 

Dr.  Richard  Mason,  The  Plains 
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Dr.  George  Madison  Maxwell,  Roanoke 

Dr.  Benjamin  Crumpacker  Moomaw,  Roanoke 

Dr.  George  Thomas  Myers,  Norfolk 

Dr.  John  Edward  Payne,  Arlington 

Dr.  William  Alfred  Pinkerton,  North  Garden 

Dr.  Oscar  Lee  Ramsey,  Gretna 

Dr.  Paul  Rawiszer,  Hixson,  Tennessee 

Dr.  James  Washington  Reed,  Norfolk 

Dr.  William  W.  Robertson,  Danville 

Dr.  Richard  Ovid  Rogers,  Bluefield,  West  Virginia 

Dr.  Lawrence  Thomas  Royster,  University 

Dr.  Albert  George  Schnurman,  Roanoke 

Dr.  James  Henderson  Smith,  Richmond 

Dr.  Percy  Bethel  Stokes,  Norfolk 

Dr.  Robert  Washington  Sturgis,  Norfolk 

Dr.  Elbert  Berkley  Talbot,  Richmond 

Dr.  Achilles  Lyons  Tynes,  Staunton 

Dr.  Stephen  Hurt  Watts,  Charlottesville 

Dr.  Reid  White,  Jr.,  Lexington 

Dr.  Hudson  Mason  Wingfield,  Richmond 

Dr.  Richard  Henry  Woolling,  Pulaski 

Dr.  Burbridge  Scott  Yancey,  Harrisonburg 

Dr.  Oscar  Raymond  Yates,  Suffolk 

AUDITOR’S  REPORT 

October  1,  1952 — September  30,  1953 

Officers  and  Councilors 
The  Medical  Society  of  Virginia 
Rich.mond,  Virginia 
Gentlemen  : 

We  have  made  an  examination  of  the  books  and  records 
of  The  Medical  Society  of  Virginia,  Richmond,  Virginia, 
for  the  fiscal  j'ear  ended  September  30,  1953,  and  have 
prepared  therefrom  the  Balance  Sheet,  Exhibit  “A”  and 
Statement  of  Income  and  Expenses,  Exhibit  “B".  With 
the  exceptions  noted  in  the  immediately  following  para- 
graph, our  examination  was  made  in  accordance  with 
generally  accepted  auditing  standards  and  accordingly  in- 
cluded such  tests  of  the  accounting  records  and  such  other 
auditing  procedures  as  we  considered  necessarv  in  the 
circumstances. 

We  did  not  verify  the  accounts  receivable  by  direct 
confirmation  with  the  debtors,  nor  did  w’e  verify  the  ac- 
counts payable. 

Subject  to  the  exceptions  stated  in  the  preceding  para- 
graph, it  is  our  opinion  that  the  accompanying  Balance 
Sheet,  Exhibit  “A”,  and  Statement  of  Income  and  Expenses, 
Exhibit  “B",  prepared  on  the  cash  receipts  and  disburse- 
ments basis,  present  fairly  the  financial  condition  of  the 
Society  at  September  30,  1953,  and  the  results  of  its  opera- 
tions for  the  year  then  ended  in  conformity  with  generally 
accepted  principles  of  accounting,  applied  on  a basis  con- 
sistent with  that  of  the  preceding  year. 

Yours  very  truly, 

Mitchell,  Wiggins  & Smith 
By  R.  E.  Wiggins 

Cfriififd  Public  A ccountant 


Financial  Condition 

The  financial  condition  of  the  Society  at  September  30, 
1953,  is  shown  in  the  Balance  Sheet,  Exhibit  “A”,  on  the 
accrual  basis.  A summary  thereof  is  presented  below  in 
comparison  with  the  financial  condition  for  the  two  pre- 
ceding years : 

Assets 

9-30-53  9-30-52  9-30-51 

Cash  $ 56,083.79  $ 47,717.14  $ 40,901.62 

Accounts  receivable  2,264.12  2,322.48  2,505.47 

Investments — United 

States  Bonds 34,351.50  33,341.00  32,373.00 

Fixed  assets  43,061.10  43,061.10  43,061.10 


Total— All  Funds  $135,760.51  $126,441.72  $118,841.19 


Liabilities,  Surplus  and  Fund  Balance 
Liabilities  : 

Accounts  payable  $ 1,443.20  $ 1,216.06  $ 1,686.95 

Surplus: 

General  Fund  91,256.21  82,164.56  74,093.14 

Fund  Balance: 

Plant  Fund 43,061.10  43,061.10  43,061.10 


Total— All  Funds  $135,760.51  $126,441.72  $118,841.19 


Analyses  and  explanation  of  the  more  important  balance 
sheet  items  follow: 

Cash— $56,083.79 

All  recorded  cash  receipts  were  accounted  for  by  de- 
posits in  the  banks,  and  disbursements  were  supported  by 
properly  signed  and  endorsed  paid  checks.  Balances  on 
deposit  at  September  30,  1953  were  confirmed  by  direct 


correspondence  with  the  banks  as  follows: 

First  and  Merchants  National  Bank — Check- 
ing account $ 40,769.51 

First  and  Merchants  National  Bank — Sav- 
ings account 6,781.44 

The  Bank  of  Virginia — Savings  account  __  11.84 

The  Bank  of  Virginia — Certificate  of  de- 
posit   7,500.00 

Southern  Bank  and  Trust  Company — Sav- 
ings account  1,021.00 


Total  $ 56,083.79 


Invest.ments — $34,351.50 

Investments,  consisting  of  United  States  Savings  Bonds, 
were  verified  by  inspection  of  the  securities  held  in  the 
safe  deposit  box  at  First  and  Merchants  National  Bank, 
Richmond,  Virginia.  They  are  shown  in  the  Balance 
Sheet  at  their  current  redemption  value.  Details  of  in- 
v^estments  are  shown  in  Schedule  1. 

Fixed  Assets — $43,061.10 

Details  of  the  fixed  assets  carried  in  the  Plant  Fund 
are  shown  in  Schedule  2.  No  indebtedness  against  these 
assets  was  disclosed  by  the  records. 
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Operations 

The  income  and  expenses  for  the  fiscal  year  ended  Sep- 
tember 30,  1953  are  shown  in  Exhibit  "B”,  prepared  on 
the  cash  receipts  and  disbursements  basis.  A summary  of 
income  and  expenses  in  comparison  wfith  that  of  the  two 
preceding  years  is  presented  as  follows: 


Accounts  receivable : 

Due  from  members — Estimated 
collectible  value — 1953  Dues — 

50  @ $25.00  $1,250.00 

Advertising — Virginia  Medical 
Monthly  1,014.12  2,264.12 


9-30-53 

9-30-52 

9-30-51 

Income 

Membership  dues 

$45,754.91 

$43,470.10 

$43,701.78 

Medical  monthly  pub- 

lication  _ _ 

17,835.74 

18,122.56 

17,678.97 

Commercial  exhibits 

and  convention 

_ 

2,030.61 

4,568.54 

Other  income 

708.98 

662.79 

816.94 

Total 

$64,299.63 

$64,286.06 

$66,766.23 

Expenses 

Executive  office 

Public  relations  de- 

.$53,573.12 

$56,348.70 

$87,527.82 

partment 

_ 2,351.06 

1,130.64 

823.24 

Total 

.$55,924.18 

$57,479.34 

$88,351.06 

Income  Over  (Under) 

Expenses 

.$  8,375.45  $ 6,806.72  ($21,584.83) 

Included  in  expenditures  of  the  executive  office  for  the 
fiscal  year  ended  September  30,  1951  is  the  purchase  of 
office  building  and  equipment  totaling  $35,367.00.  For  the 
years  1953  and  1952,  there  were  no  charges  for  capital 
expenditures. 

In  General 

The  bookkeeping  records  were  found  to  have  been  kept 
in  a satisfactory  manner. 

Insurance  in  force  at  September  30,  1953  determined 


from  policies  on  file  was  as  listed  below: 

Fire 

Office  furniture  and  fixtures $ 6,000.00 

Building — 1105  West  Franklin  Street,  Rich- 
mond, Virginia  26,000.00 

Walter  Reed  House,  Belroi,  Virginia 2,000.00 

Li.ability — Owner’s,  Landlord’s,  and 
Tenant’s 


Bodily  injury  $25,000.00  - $50,000.00 


Property  damage  5,000.00 

Fidelity  Bonds 

Executive  Secretary-Treasurer 5,000.00 

Secretary  5,000.00 


Balance  Sheet — September  30,  1953 
Exhibit  “A” 

General  Fund 

Assets 

Current  Assets 

Cash  in  bank $56,083.79 


Total  Current  Assets $58,347.91 

Investments 

United  States  Savings  Bonds — Present  value 

(Schedule  1)  : 34,351.50 


$92,699.41 


Liabilities  and  Surplus 
Current  Liabilities 
Accounts  payable: 

Preparation  of  Medical  Journal — 

September  1953  $ 1,443.20 

Surplus: 

Unrestricted — Available  for  appropriation  91,256.21 


$92,699.41 


Plant  Fund 

Land  and  Building — At  cost  (Schedule  2) $35,061.10 

Office  Furniture  and  Equipment  (Schedule  2) 

At  cost $ 951.65 

Estimated  insurable  value 7,048.35  8,000.00 


$43,061.10 


Fund  Balance  $43,061.10 


$43,061.10 


Statement  of  Income  and  Expenses 
For  the  Fiscal  Year  Ended  September  30,  1953 


Exhibit  “B” 

Actual  Budget 

Gross  Income 

Membership  dues $45,754.91 

History  of  Medicine  in  Virginia 158.92 

Interest  on  savings  accounts 175.61 

American  Medical  Association 374.45 


Virt/inia  Medical  Monthly: 

Advertising $17,493.37 

Subscriptions — Non- 

Members  342.37  17,835.74 


Total  Gross  Income $64,299.63 


Expenses 
Executive  office: 

Salaries  $19,820.78  $24,500.00 

Telephone  and  telegrams 1,208.69  1,500.00 

Postage  392.75  1,000.00 
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Stationery  and  office  supplies 

558.18 

900.00 

Office  equipment — Repairs  and 
replacements 

687.48 

750.00 

Building  maintenance  and  re- 
pairs— Net 

2,096.71 

3,000.00 

Convention  expenses 

2,170.17 

500.00 

Council  expenses 

57.85 

425.00 

Delegates  and  executive  assistant 

to  A.M.A. 

1,219.44 

2,200.00 

President’s  expense 

538.98 

1,000.00 

Traveling  expense 

1,376.64 

2,000.00 

Preparation  and  distribution  of 
Medical  Journal 

16,079.37 

18,000.00 

Scientific  exhibits 

2,047.47 

2,000.00 

Post-Graduate  Medical  Educa- 
tion Committee 

601.60 

1,000.00 

Legislative  Committee 

600.00 

600.00 

Walter  Reed  Commission 

142.95 

250.00 

Cancer  Control 

299.25 

400.00 

Nat.  Emergency  Medical  Service 

150.00 

Miscellaneous  health  service  com 

- 

mittees 

233.63 

450.00 

Woman’s  auxiliary 

5.00 

100.00 

Membership  dues  — Affiliated 
agencies 

85.00 

85.00 

President’s  contingent  fund 

500.00 

Special  appropriations: 

V^irginia  Council  Health  and 
Medical  Care 

2,000.00 

2,000.00 

National  Society  Medical  Re- 
search 

150.00 

150.00 

Medical  service  brochure  

346.50 

400.00 

Framing  pictures  of  past  presi- 
dents 

236.00 

200.00 

Miscellaneous 

372.88 

500.00 

Social  securitv  taxes 

245.80 

375.00 

Total  Executive  Office 

$53,573.12 

$64,935.00 

Public  Relations  Department : 
Conference  expenses 

$ 445.77 

$ 750.00 

Radio  and  press  285.24  400.00 

Literature  and  bulletins 1,235.04  1,000.00 

Exhibits  385.01  205.00 


Total — Public 

Relations 

Department 

$ 2,351.06 

$ 2,355.00 

Total  Expenses 

$55,924.18 

$67,290.00 

Excess  of  Income  Over 
Expenses  $ 8,375.45 


Fixed  Assets 
September  30,  1953 
Plant  Fund 


Land  and  Buildings — At  cost 

Walter  Reed  House,  Belroi,  Virginia  $ 1,000.00 

Office  building — 1105  West  Franklin  Street, 

Richmond,  Virginia  34,061.10 


Total  Land  and  Buildings $35,061.10 


Office  Furniture  and  Equipment 

Estimated  insurable  value  at  October  1,  1950  $ 7,048.35 
Purchased  during  year  ended  September  30, 

1951: 

Adding  machine  $100.00 

Addressograph — Multigraph  stard  127.50 

Protectograph — Check  writer 110.30 

Typewriter 156.20 

File  cabinets  (2) 71.50 

Vacuum  cleaner  69.95 

Desks  and  chairs  (2)  316.20  951.65 


Total  Office  Furniture  and 
Equipment  $ 8,000.00 


Total  Fixed  Assets $43,061.10 


Type  of  Bonds 

Series 

No.  Bonds 

U.  S.  Savings 

F 

10 

U.  S.  Savings 

F 

17 

U.  S.  Savings 

F 

1 

U.  S.  Savings 

_ F 

3 

U.  S.  Savings 

- F 

2 

U.  S.  Savings 

_ F 

2 

U.  S.  Savings 

F 

2 

U.  S.  Savings 

F 

7 

U.  S.  Savings 

F 

1 

U.  S.  Savings 

F 

10 

U.  S.  Savings 

F 

6 

Totals  .. 


Investment  Bonds 
September  30,  1953 
Schedule  1 


Dated 

Due 

Value  at 

Maturity 

2-1-43 

2-1-55 

$ 5,000.00 

12-1-43 

12-1-55 

8,500.00 

1-1-44 

1-1-56 

500.00 

2-1-44 

2-1-56 

1,500.00 

6-1-44 

6-1-56 

1,000.00 

12-1-44 

12-1-56 

1,000.00 

5-1-45 

5-1-57 

1,000.00 

11-1-45 

11-1-57 

7,000.00 

3-1-46 

3-1-58 

500.00 

3-1-46 

3-1-58 

10,000.00 

10-1-49 

10-1-61 

3,000.00 

$39,000.00 


Value  at 

Value  at 

Cost 

9-30-52 

9-30-53 

$ 3,700.00 

$ 4,570.00 

$ 4,725.00 

6,290.00 

7,539.50 

7,769.00 

370.00 

443.50 

457.00 

1,110.00 

1,330.50 

1,371.00 

740.00 

874.00 

900.00 

740.00 

861.00 

887.00 

740.00 

848.00 

874.00 

5,180.00 

5,845.00 

6,027.00 

370.00 

417.50 

430.50 

7,400.00 

8,350.00 

8,610.00 

2,220.00 

2,262.00 

2,301.00 

$28,860.00 

$33,341.00 

$34,351.50 
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EDITORIAL 

Joseph  Goldberger  (1874-1929)  and  Pellagra 

The  Story  oe  the  First  Epidemiologic  Study  of  a Metabolic  Disease 

IN  THE  early  part  of  the  present  century  a new  disease  appeared  in  the  Southern 
States.  The  date  is  fixed  roughly  by  the  depression  of  1907.  It  had  been  described 
and  named  in  Italy.  Well  do  I remember  my  first  case  of  pellagra — a Negro  woman 
with  gastrointestinal  symptoms,  characteristic  symmetrical  skin  eruption,  and  a ver}' 
severe  vulvitis.  Slie  was  seen  by  many  consultants  and  a diagnosis  was  made  of  an 
unusual  form  of  syphilis.  The  vulvitis  was  so  horrible  that  the  superintendent  of 
nurses  begged  me  to  have  the  patient  sent  home  before  she  had  a nurses’  strike.  Several 
years  later  when  the  disease  had  become  generally  recognized,  I took  some  members  of 
the  American  Public  Health  Association  on  a post-convention  trip  to  see  a number  of 
cases  in  the  Central  State  Hospital  for  the  Insane  in  Petersburg,  Virginia. 

Such  was  my  introduction  to  this  new  and  dreadful  malady.  Is  there  any  wonder, 
then,  that  I should  be  fascinated  by  tbe  story  of  its  conquest  which,  as  told  by  Robert 
P.  Parsons,  advances  step  by  step  like  a good  detective  story  under  the  guidance  of 
one  who  had  the  genius  to  see  the  significant  signs  in  logical  sequence? 


Courtesy  of  The  Armed  Forces  Medical  Library 

^^'ith  the  suddenness  of  a plague,  pellagra  became  a serious  problem.  In  1909  the 
Governor  of  Illinois  appointed  a commission  composed  of  three  outstanding  physicians 
to  investigate  an  outbreak  in  the  State  Asylum.  They  reported  that  there  were  500,000 
cases  in  the  State  of  Illinois.  Their  conclusion  was  that  pellagra  was  a disease  due 
to  infection  with  a living  micro-organism  of  unknown  nature.  In  1912,  R.  M.  Thomp- 
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son  and  J.  H.  McFadden  financed  another  commission  under  the  auspices  of  the  New 
York  Post-Graduate  Medical  School  to  study  the  ravages  of  pellagra  in  Southern 
textile-mill  villages.  This  commission  also  came  to  the  conclusion  that  pellagra  wag 
probably  a sj^ecific  infectious  disease  and  such  was  the  general  opinion  in  1914  when 
Joseph  Goldberger  entered  the  picture. 

He  started  his  investigation  at  the  little  hospital  of  the  U.  S.  Public  Health  Service 
for  pellagra  at  Spartanburg,  S.  C.,  but  e.xtended  his  inspection  throughout  the  South. 
The  State  Asylum  at  Milledgeville,  Georgia,  and  the  Methodist  Orphan  Asylum  at 
Jackson,  Mississippi,  were  centers  of  intensive  study.  He  assigned  D.  G.  Willets  to 
collect  data  at  IMilledgeville  and  C.  H.  Waring  in  Jackson  and  he,  himself,  continued 
his  inspection  of  institutions  in  both  the  South  and  throughout  the  North. 

The  first  thing  that  struck  Goldberger  as  peculiar  for  an  infectious  disease  was 
that  in  none  of  the  institutions  in  which  pellagra  existed  did  any  of  the  personnel 
contract  the  disease.  Moreover,  in  the  orphanage  in  Jackson  the  children  under  six 
years  and  those  over  twelve  escaped  the  disease.  The  only  discoverable  difference 
in  the  care  of  these  children  was  the  diet.  The  young  children  were  fed  milk,  the 
older  ones  had  almost  no  milk  and  the  oldest  children  a much  larger  supply  of  meat. 
The  six-to-twelve  agers  ate  the  same  food  that  was  commonly  used  wherever  pellagra 
was  prevalent — molasses,  biscuit,  hominy  grits,  corn  mush,  gravy,  and  sow  belly.  Sim- 
ilar conditions  pertained  at  the  nearby  Baptist  orphanage.  The  diet  was  corrected  so 
that  each  child  was  fed  milk,  eggs,  and  fresh  meat.  The  pellagra  disappeared  in  a 
few  weeks  and  did  not  return  the  following  spring.  A properly  controlled  experiment 
was  instituted  at  the  Milledgeville  as}'lum.  Those  on  the  augmented  diet  recovered 
and  had  no  recurrences. 

Goldberger’s  next  step  was  the  reproduction  of  the  disease.  Dr.  E.  H.  Galloway, 
the  Secretary  of  the  Mississippi  State  Board  of  Health,  who  was  impressed  b}"  the 
results  at  the  orphanages  in  Jackson,  went  with  Goldberger  to  see  Earl  Brewer,  the 
Governor,  and  together  the  three  found  eleven  long-term  convicts  who  were  willing 
to  submit  to  a pellagra-genic  diet  for  six  months  on  the  promise  of  a pardon  by  the 
Governor.  The  work  was  put  in  charge  of  Dr.  G.  A.  Wheeler.  The  diet  consisted 
of  biscuits,  fried  mush  and  syrup,  grits  and  brown  gra\^,  coffee  with  sugar  for  break- 
fast; corn  bread,  cabbage,  sweet  potatoes,  grits,  syrup  for  dinner;  fried  mush,  biscuits, 
rice,  gravy,  corn  syrup,  coffee  with  sugar  for  supper.  A few  weeks  before  the  six 
months  elapsed  five  of  the  convicts  developed  the  typical  eruption  of  the  disease. 

Now  that  he  could  both  cure  and  produce  the  disease,  Goldberger  delegated  Edgar 
Sydenstricker  to  survey  the  diet  of  the  poor  throughout  the  South  and  to  figure  out 
what  correlation  there  w'as  between  the  distribution  of  pellagra  and  what  was  beginning 
to  be  known  as  a pellagra  diet. 

But  the  infectious  theory  would  not  down.  To  combat  this  he  devised  a number 
of  experiments.  He  and  Wheeler  injected  blood  from  pellagrins  into  each  other’s 
muscles.  They  swabbed  out  the  secretions  from  the  patients’  noses  and  throats  and 
applied  these  swabs  to  their  own  noses  and  throats.  Scales  from  the  sores  and  the 
urine  and  feces  were  mixed  with  dough  and  swallowed.  Lest  the  acid  of  the  normal 
stomach  be  accused  of  protecting  the  investigators,  they  took  bicarbonate  of  soda  before- 
hand. These  experiments  were  repeated  upon  Goldberger  and  upon  Sydenstricker, 
Wheeler,  Willets,  W.  E.  Tanner  and  Airs.  Goldberger  in  Spartanburg  and  by  McCoy 
in  Washington. 

Now  came  the  question  of  the  most  feasible  way  of  eradicating  the  disease.  He 
advised  keeping  a cow,  a garden,  and  chickens.  In  his  search  for  a cheaper  way  out, 
he  consulted  the  leaders  in  nutrition  and  food  chemistry,  men  like  E.  V.  McCollum, 
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Alfred  Hess,  Graham  Lusk,  Mendel  and  Osborne  at  New  Haven,  and  Hunt  and  Rose- 
nau  in  Boston.  Chittenden  and  Underhill  in  1917  were  able  to  produce  black  tongue 
in  dogs  by  feeding  them  a diet  that  would  produce  pellagra  in  human  beings.  When 
Goldberger  was  convinced  that  the  two  diseases  were  identical  he  was  in  a position 
to  make  use  of  animal  experimentation.  It  was  also  found  that  rats  developed  a 
characteristic  skin  rash  when  ke))t  on  a similar  diet.  The  investigation  was  now  trans- 
ferred to  the  laboratory  and  progress  was  more  rapid.  By  1920  it  was  determined  that 
the  disease  was  due  to  the  lack  of  amino  acids  or  of  mineral  supply  in  the  diet,  or 
some  unknown  vitamin  factor,  or  some  combination  of  these.  By  1922  the  pellagra 
prevention  (P-P)  factor  was  narrowed  down  to  amino  acid  of  some  kind.  The  next 
year  it  was  definitely  proved  that  brewer’s  yeast  contains  the  P-P  factor.  Further 
tests  narrowed  the  search  still  further,  but  Goldberger  did  not  live  long  enough  to 
])inpoint  the  identity  of  his  P-P.  Like  Moses,  he  was  taken  away  when  he  was  in 
sight  of  the  Promised  Land.  Years  later  vitamin  P-P  was  named  vitamin  G in  his 
honor. 

Goldberger  was  a man  of  many  paradoxes  and  from  whatever  angle  he  is  viewed 
he  is  extremely  interesting.  He  was  born  on  a tenant  farm  in  Giralt,  Hungary  (now 
Czechoslovakia).  \Mien  he  was  seven  years  old,  his  parents  and  their  eight  children 
immigrated  to  New  York.  They  grew  up  on  the  sidewalks  and  among  the  push  carts 
of  the  eastside.  Joseph  was  always  reading  a book.  Even  when  delivering  groceries 
for  his  mother’s  store  he  carried  a book  with  him.  In  due  time  he  began  a course 
in  civil  engineering  in  the  City  College  and  at  the  end  of  his  second  year  he  stood 
fifth  in  his  class  of  600.  When  by  chance  he  heard  Austin  Flint,  Jr.  give  the  Harvey 
Lecture  at  the  Bellevue  Hospital  Medical  College,  he  decided  on  medicine  as  his  life 
work.  He  graduated  at  Bellevue  second  in  his  class;  as  an  interne  in  the  hospital 
he  was  noted  for  his  history  taking.  He  began  practicing  at  Wilkes  Barre,  Pennsyl- 
vania, but  was  not  happy  in  private  practice  and  at  the  beginning  of  the  Spanish  War 
he  tried  to  enter  the  Navy,  but  his  application  was  ignored.  Instead  he  entered  the 
Public  Health  Service  and  was  stationed  at  Reedy  Island  in  the  Delaware  River.  At 
his  first  quarantine  station  he  served  under  Farrar  Richardson  who  was  to  play  such 
an  important  role  in  his  life  by  introducing  him  to  his  future  wife.  He  was  also 
inspired  by  Henry  Carter  and  he  asked  Surgeon  General  Wyman  for  an  assignment 
in  Tampico  so  that  he  could  study  yellow  fever. 

Goldberger  had  an  uncanny  way  of  choosing  the  right  approach  to  a problem.  To 
mention  all  of  his  early  successes  would  be  beyond  the  scope  of  this  editorial.  He 
was  the  first  to  succeed  in  inoculating  a monkey  with  measles.  In  1909  he  was  called 
to  Philadelphia  to  study  an  outbreak  of  dermatitis  among  the  Navy  personnel.  For 
eight  years  it  had  pestered  the  sailors  each  spring  in  spite  of  the  local  dermatologists. 
Wdthin  forty-eight  hours  he  had  not  only  solved  the  mystery  but  he  demonstrated  the 
cause,  Pediculoides  ventricosus. 

His  courtship  and  marriage  are  revealing.  Mary  Farrar  was  the  daughter  of  a well 
known  attorney,  prominent  in  New  Orleans  society,  who  looked  with  disapproval  on 
having  as  a prospective  son-in-law  a Jew  whose  parents  spoke  little  English.  True 
to  form  the  lawyer  sent  out  a dragnet  for  information  upon  which  to  base  his  opposi- 
tion. The  information,  however,  without  exception,  was  enthusiastically  favorable.  Gold- 
berger on  his  part  had  much  trouble  in  gaining  his  parents’  sanction.  The  outcome 
was  in  accord  with  the  Goldberger  tradition — all  parties  became  whole-heartedly  co- 
operative. 

Note;  This  editorial  was  written  by  Dr.  Rucker  just  before  he  went  to  the  hospital  in  his 
final  illness. 
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SOCIETIES 


Princess  Anne  County  Medical  Society. 

Dr.  Ira  L.  Hancock,  Creeds,  president,  has  ap- 
pointed the  following  as  chairmen  of  the  various 
committees  of  the  society  for  the  coming  year:  Dr. 
H.  W.  Swertfeger  for  Public  Relations;  Dr.  James 
W.  Todd  for  Grievance  and  also  Program;  Dr.  Cora 
Z.  Corpening,  Ethics;  Dr.  H.  F.  Dormire,  Member- 
ship. 

The  Mid-Tidewater  Medical  Society 

Met  at  Tappahannock,  October  27,  with  the  pres- 
ident, Dr.  Wm.  H.  Hosfield  of  West  Point,  presiding. 
At  the  scientific  session,  papers  were  read  by  guests, 
Dr.  Carrington  Williams  of  Richmond  on  Divertic- 
ulitis of  the  Colon,  and  by  Dr.  Samuel  W.  Budd, 
Jr.,  also  of  Richmond,  on  Brucellosis  and  Typhoid 
Fever.  IMr.  Robert  I.  Howard,  secretary  of  The 
Medical  Society  of  Virginia,  gave  a report  on  the 
meeting  recently  held  in  Roanoke. 

Dr.  H.  L.  Shinn  of  Hallieford  will  succeed  to  the 
presidency  the  first  of  the  coming  year  and  those 
to  serve  with  him  are  Dr.  Thomas  E.  Smith,  Ha3'es 
Store,  as  president-elect,  Dr.  M.  H.  Harris,  West 
Point,  as  secretary,  and  Dr.  Wm.  H.  Hosfield  as 
treasurer.  The  vice-presidents  and  councilors  are: 
Drs.  Joseph  W.  Chinn,  Tappahannock;  Dr.  Carl 
Broaddus  of  King  and  Queen  County;  Dr.  A.  W. 
Lewis,  Jr.,  Aylett;  Dr.  J.  R.  Parker,  Providence 
Forge;  Dr.  B.  H.  Bailey,  Yorktown;  Dr.  Raymond 
Brown,  Gloucester;  Dr.  A.  L.  Van  Name,  Urbanna; 
and  Dr.  R.  B.  Bowles,  Mathews.  The  next  meeting 
will  be  in  January  1954  at  West  Point. 

Patrick-Henry  Medical  Society. 

.A.t  a meeting  on  October  2nd,  the  following  officers 
w'ere  elected  for  the  year  1954:  President,  Dr.  W. 
C.  Akers,  Stuart;  vice-president,  Dr.  H.  M.  Price, 
Martinsville;  and  Dr.  T.  H.  Dickerson  of  Vlartins- 
ville  was  re-elected  secretary-treasurer.  At  the  scien- 
tific session.  Dr.  A.  M.  Groseclose  of  Roanoke,  in- 
vited guest,  discussed  “Bleeding  in  the  Third  Semes- 
ter”. 

Warwick-Newport  News  Medical  Society. 

.\t  the  meeting  of  this  Society  on  October  13, 
following  a social  hour  and  dinner.  Dr.  Walter  Free- 
man, professor  of  Neurology  at  Georgetowm  Univer- 
sity School  of  IMedicine,  Washington,  w'as  the  guest 


speaker,  his  subject  was  “Recent  Aspects  of  Lobotomy 
in  the  Treatment  of  Psychiatric  Diseases”. 

The  November  meeting  was  at  the  Medical  Clinic 
Building  of  the  Newport  New-s  Shipyard  on  the  10th. 
A program  was  given  by  the  Shipyard  Clinic,  and 
dealt  primarily  with  the  problems  of  medicine  in 
industry.  Refreshments  w'ere  served  after  the  meet- 
ing. 

Dr.  O.  Watts  Booth  and  Dr.  W.  Ward  Anderson, 
Jr.,  both  of  Newport  New’S,  are  president  and  secre- 
tary, respectively,  of  this  Society. 

The  Lynchburg  Academy  of  Medicine 

Held  a dinner  meeting  on  October  12th  at  the 
Virginian  Hotel.  Dr.  David  G.  Y'elton  spoke  on 
“Constructive  Criticism  of  the  Medical  Profession”. 
Seven  doctors  were  elected  to  full  membership,  hav- 
ing met  the  necessary  requirements. 

Richmond  Academy  of  Medicine. 

At  the  November  11  meeting  of  the  Academy,  Dr. 
Virgil  May  read  a paper  on  “Low  Back  Pain  with 
Sciatica”,  and  Dr.  E.  W.  Perkins  spoke  on  “The 
Indications  and  Technique  for  Intermarginal  E}'elid 
Adhesions”.  The  latter  was  accompanied  wdth  color 
films. 

Roanoke  Academy  of  Medicine. 

The  first  meeting  under  the  presidency  of  Dr.  C. 
D.  Nofsinger  was  held  at  the  Public  Health  Center 
on  November  2nd.  Dr.  Charles  Young,  Jr.,  spoke 
on  “Exophthalmus”  with  the  discussion  led  by  Dr. 
J.  Lawson  Cabaniss.  Dr.  Alfred  L.  Wolfe  gave  a 
case  report  on  “Idiopathic  Hypertrophy  of  the 
Heart”.  Dr.  G.  B.  Lawson  led  the  discussion  on 
this  paper.  Dr.  Charles  B.  Bray,  Jr.,  is  this  year's 
secretary-treasurer. 

The  "Virginia  Peninsula  Academy  of  Medi- 
cine 

Held  its  regular  meeting  on  October  28  at  the 
James  River  Country  Club,  under  the  presidency  of 
Dr.  C.  D.  Bradley  of  Newport  News.  Following  a 
social  hour  and  dinner.  Dr.  J.  Edwin  Wood,  Jr.,  of 
the  University  of  Virginia  gave  a most  interesting 
talk  on  “The  IManagement  of  Congestive  Heart 
Failure”.  Dr.  W.  T.  ^^'atkins,  Jr.,  of  Newport 
News,  is  secretary. 
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NEWS 


The  Medical  Society  o£  Virginia 

Held  a banner  meeting  in  Roanoke,  October  18, 
19,  20  and  21,  under  the  presidency  of  Dr.  James 
L.  Hamner  of  Mannboro.  The  registered  attendance 
was  983,  which  included  697  physicians,  176  ladies, 
and  110  exhibitors.  Alumni  and  special  society 
luncheons  and  dinners  added  much  to  the  interest 
of  the  meeting.  The  guest  sjieakers  were  Dr.  Robert 
L.  King  of  Seattle,  Wash.,  who  spoke  on  Rheumatic 
Fever  and  Heart  Disease;  Dr.  Charles  H.  Mauzy  of 
Winston-Salem,  N.  C.,  whose  subject  was  Obstetrical 
Complications — -The  Management  Now  and  Twenty 
Years  .\go;  Dr.  Charles  S.  \^’ise  of  Washington, 
D.  C.,  who  took  part  in  the  Rehabilitation  Sympo- 
sium; and  Dr.  Claude  Forkner  of  New  York  City  who 
spoke  on  the  Treatment  of  Lymphomas  in  a sym- 
posium on  that  subject. 

.■\t  the  Monday  evening  session,  Dr.  Hamner  de- 
livered his  presidential  address,  presented  Dr. 
Thomas  H.  Hunter,  the  new  Dean  of  the  School  of 
Medicine  at  the  University  of  Virginia,  and  our  own 
Dr.  Walter  B.  Martin  of  Norfolk,  president-elect  of 
the  American  Medical  Association.  Dr.  H.  Sherman 
Oberly,  President  of  Roanoke  College,  was  the  closing 
speaker.  At  this  session,  also,  certificates  were 
awarded  the  new  members  of  the  Fifty  Year  Club, 
and  a Memorial  was  held  for  members  who  had 
died  during  the  tear.  (List  in  minutes.) 

The  exhibits,  technical  and  scientific,  attracted 
much  attention.  In  the  scientific  exhibits,  prizes 
were  awarded  for  outstanding  work  to  Drs.  E.  N. 
\\’eaver,  Wm.  P.  Tice,  Charles  H.  Peterson,  Allen 
Barker,  Charles  D.  Smith  and  John  A.  Martin  of 
Roanoke,  for  their  exhibit  entitled  Diagnosis  and 
Treatment  of  Some  Intracranial  Lesions;  tbe  second 
award  went  to  Dr.  George  Cooper,  Jr.,  Dr.  McLemore 
Birdsong  and  Dr.  Randolph  Bradshaw  of  Charlottes- 
ville for  the  exhibit  Emergencies  in  the  Newborn; 
the  third  award  was  for  the  exhibit  on  Diagnosis  and 
Surgical  Implications  of  Segmental  Thrombosis  in 
the  Lower  Extremities  by  Drs.  Eugene  L.  Lowenberg, 
Philip  B.  Parsons  and  Joe  Lee  Frank,  Jr.,  of  Nor- 
folk. 

Many  physicians  participated  in  the  golf  tourna- 
ment on  Monday  afternoon,  and  the  low  net  of  71 
was  tied  by  Dr.  John  A.  Cocke,  Norfolk,  and  Dr. 
Thomas  G.  Hardy,  Farmville,  for  first  prizes.  Sev- 
eral runners-up  also  received  prizes. 


A cocktail  jiarty,  banquet  and  entertainment  were 
on  'Fuesday  evening,  at  wbich  time  Dr.  Vincent 
W.  Archer  of  Charlottesville  was  installed  as  presi- 
dent. In  the  last  meeting  of  the  House  of  Delegates, 
Dr.  Carrington  Williams  of  Richmond  was  named 
president-elect  and  Dr.  J.  M.  Hutcheson  of  Rich- 
mond was  selected,  as  the  new  delegate  to  the  Amer- 
ican Medical  Association.  The  vice-presidents 
named  at  this  time  are  Dr.  David  S.  Garner  of  Roa- 
noke, Dr.  Frank  E.  Tappan  of  Berryville,  and  Dr.  A. 
Tyree  Finch  of  Farmville.  Robert  1.  Howard  was 
re-elected  secretary-treasurer.  The  councilors  from 
the  odd  numbered  districts  being  re-elected  there 
were  no  changes  in  this  body.  As  previously  decided 
by  the  Council,  plans  have  been  made  for  the  1954 
meeting  to  be  held  in  Washington,  D.  C.,  as  a joint 
one  with  the  Medical  Society  of  the  District  of  Co- 
lumbia from  October  31 -November  3 inclusive. 

Special  Societies 

Held  luncheon  or  dinner  meetings  at  time  of  the 
annual  meeting  of  The  Medical  Society  of  Virginia 
in  Roanoke,  and  are  reported  as  follows : 

Virginia  Urological  Society 
Officers  elected  at  this  luncheon  are  Dr.  T.  B. 
Washington,  Richmond,  president;  Dr.  Charles  J. 
Devine,  Norfolk;  and  Dr.  Wm.  R.  Jones,  Jr.,  Rich- 
mond, re-elected.  The  1954  meeting  will  be  held 
in  conjunction  with  Washington  urologists  since  the 
society  will  be  held  in  Washington,  and  the  program 
committee  for  this  occasion  will  be  composed  of  Drs. 
Washington,  A.  I.  Dodson,  Sr.,  and  Dr.  Jones. 

Virginia  Society  of  Obstetricians  and 
Gynecologists 

Dr.  Chester  L.  Riley  of  Winchester  was  installed 
as  president.  Dr.  E.  S.  Groseclose  of  Lynchburg  was 
named  president-elect,  and  Dr.  Chester  D.  Bradley 
of  Newport  News  was  re-elected  secretary-treasurer. 
New  members  admitted  are  Drs.  A.  T.  Finch,  Farm- 
ville; Lee  Earnhardt,  Jr.,  Fredericksburg;  T.  H. 
Haas,  Radford;  Stanley  E.  Smith,  Jr.,  Norfolk;  and 
.A.rthur  L.  Wilson,  Winchester. 

Virginia  Diabetic  Associ.vtion 
Mr.  A.  Ross  Pond,  Field  Representative  of  the 
American  Diabetic  Association,  was  present  and  gave 
an  interesting  talk.  The  Association  voted  unan- 
imously to  accept  the  invitation  of  the  Virginia 
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Academy  of  General  Practice  to  participate  in  their 
meeting  in  May  1954  and  made  plans  to  stimulate 
more  general  interest  throughout  the  State  in  diabetic 
detection.  Officers  elected  are  President,  Dr.  Robert 
L.  Bailey,  Jr.,  Richmond;  vice-presidents.  Dr. 
Thomas  S.  Edwards,  Charlottesville  and  Dr.  Wil- 
liam A.  Read,  Newport  News;  and  secretary-treas- 
urer, Dr.  J.  F.. Conner,  Kecoughtan. 

Virginia  Orthopedic  Society 
Dr.  Bernard  Packer  of  Richmond  was  elected 
president  of  this  Society  at  their  luncheon  meeting  in 
Roanoke,  Dr.  Allen  Ferry  of  Arlington  vice-president, 
and  Dr.  \\'illiam  Deyerle  of  Richmond  was  named 
secretary. 

\’iRGiNL\  Surgical  Society 
There  was  no  business  transacted  at  the  meeting 
of  this  Society  in  Roanoke,  it  being  purely  social. 
The  annual  business  and  scientific  session  will  be  at 
Hot  Springs,  Va.,  on  January  16,  1954.  Dr.  Ran- 
dolph Hoge  of  Richmond  and  Dr.  R.  F.  Payne,  Jr., 
of  Norfolk  are  president  and  secretary,  respectively. 

^’IRGINLA.  Section,  American  College  of 
Physicians 

Dr.  J.  Powell  Williams  of  Richmond  is  chairman 
of  the  Section  at  this  time,  and  Dr.  James  F.  Wad- 
dill  of  Norfolk  secretary.  The  Section  will  hold  its 
scientific  meeting  in  Richmond  on  February  25,  1954. 

Virginia  R.mhological  Society 
Officers  of  this  Society  elected  at  their  luncheon 
meeting  in  Roanoke  are  president.  Dr.  L.  O.  Snead 
of  Richmond;  vice-president.  Dr.  Allen  Barker  of 
Roanoke;  and  secretary-treasurer.  Dr.  P.  B.  Parsons 
of  Norfolk.  The  interim  Scientific  Session  of  the 
Society  will  be  in  April  1954  in  Richmond,  the  exact 
date  and  program  to  be  announced  later. 

The  Southern  Medical  Association, 

\\’ith  its  number  of  sectional  and  special  society 
meetings,  was  largely  attended  at  the  convention  in 
Atlanta,  Georgia,  October  26-29,  under  the  presi- 
dency of  Dr.  Walter  C.  Jones  of  Miami,  Florida. 
At  this  meeting.  Dr.  Alphonse  McMahon  of  St.  Louis 
succeeded  to  this  office,  and  Dr.  Robert  L.  Sanders, 
Memphis,  Tenn.  was  named  president-elect  to  take 
office  in  1954.  Dr.  W.  R.  McKenzie,  Baltimore,  and 
Dr.  Marion  Pruitt  of  Atlanta  were  elected  vice-presi- 
dents, and  new  members  of  the  council  are  Dr.  Olin 
Gofer  of  Atlanta,  Dr.  Milford  Rouse  of  Dallas, 


Texas,  and  Dr.  J.  Morris  Reese  of  Baltimore.  The 
1954  convention  will  be  in  St.  LouiS. 

American  College  of  Surgeons. 

At  the  meeting  of  the  College  in  Chicago,  in  Oc- 
tober, the  following  Virginia  physicians  w^ere  ad- 
mitted to  fellowship; 

Dr.  Henry  L.  Bastien,  Arlington 
Dr.  R.  D.  Butterw'orth,  Richmond 
Dr.  Earnest  B.  Carpenter,  Richmond 
Dr.  Beverley  B.  Clary,  Richmond 
Dr.  Custis  L.  Coleman,  Richmond 
Dr.  William  E.  Daner,  Richmond 
Dr.  Henry  P.  Deyerle,  Harrisonburg 
Dr.  John  E.  George,  Roanoke 
Dr.  William  C.  Humphries,  Woodstock 
Dr.  John  J.  Keenoy,  Portsmouth 
Dr.  Peter  N.  Pasture,  Richmond 
Dr.  George  N.  Thrift,  Richmond 
Dr.  John  A.  Vann,  Norfolk 
Dr.  Henry  A.  Wiseman,  III,  Danville 

The  next  Clinical  Congress  of  the  College  will  be 
held  November  15-19,  1954,  at  Atlantic  City,  New 
Jersey. 

A Sectional  meeting  will  be  held  in  Charlotte, 
North  Carolina,  February  1-3,  1954,  with  head- 
quarters at  the  Hotel  Charlotte.  The  states  partici- 
pating in  this  meeting  are:  Alabama,  Delaware, 
District  of  Columbia,  Florida,  Georgia,  Maryland, 
Mississippi,  North  Carolina,  Pennsylvania,  South 
Carolina,  Tennessee  and  Virginia. 

The  Virginia  Medical  Service  Association, 
At  a meeting  of  its  board  of  directors  held  recently, 
elected  Dr.  H.  Grant  Preston  of  Harrisonburg  its 
president.  Dr.  Russell  M.  Cox,  Portsmouth,  was 
elected  vice-president;  and  Dr.  Benjamin  W.  Rawles, 
Jr.,  Richmond,  secretary-treasurer.  Dr.  Herbert  D. 
Wolff,  Jr.,  of  Alexandria,  was  named  chairman  of 
the  board  of  directors.  Dr.  Richard  J.  Ackart  of 
Richmond  is  executive  director  of  the  group. 

Dr.  Gardner  Chairman  of  Richmond  Board  of 
Health. 

Dr.  Emily  Gardner,  prominent  pediatrician  of 
Richmond,  has  been  elected  chairman  of  the  City 
Board  of  Health,  to  succeed  Dr.  M.  Pierce  Rucker, 
who  submitted  his  resignation  because  of  ill  health. 
His  term  would  not  have  expired  until  September 
1956. 
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Dr.  H.  J.  Warthen, 

Richmond,  attended  the  meeting  of  the  Surgeons 
Club  at  Johns  Hopkins  University,  Baltimore,  Oc- 
tober 18-21,  and  gave  a paper  on  Surgical  Treatment 
of  the  Extremities  in  Diabetes.  He  also  held  a sur- 
gical clinic. 

American  Heart  Association. 

The  1954  annual  meeting  of  the  Association  will 
lie  held  at  the  Conrad  Hilton  Hotel  in  Chicago.  The 
Assembly  Panels  and  the  General  Assembly  will  be 
held  on  Thursday  and  Friday,  April  1 and  2,  and 
will  be  followed  by  a specific  scientific  program  on 
clinical  cardiology  on  Saturday  and  Sunday,  April 
3 and  4,  conducted  under  the  auspices  of  the  newly 
formed  Section  on  Clinical  Cardiology'  of  the  Scien- 
tific Council.  These  sessions  will  immediately  pre- 
cede the  annual  meeting  of  the  American  College 
of  Physicians. 

Dr.  A.  S.  Hurt,  Jr., 

Formerly  of  Richmond,  announces  that  he  is  now 
living  at  Maidens  in  Goochland  County.  His  former 
office  space  at  1004  West  Franklin  Street,  Richmond, 
is  unoccupied  and  available  for  sub-leasing. 

Seminar  in  Ophthalmology  and  Otolaryn- 
gology. 

The  eighth  annual  University  of  Florida  ]Mid- 
winter  Seminar  in  Ophthalmology  and  Otolaryn- 
gology will  be  held  at  the  Sans  Souci  Hotel  in  Miami 
Beach  the  week  of  January  18,  1954.  The  lectures 
on  Ophthalmology  will  be  presented  on  January  18, 
19  and  20,  and  those  on  Otolaryngology  on  January 
21,  22  and  23.  A midweek  feature  will  be  the  Mid- 
winter Convention  of  the  Florida  Society  of  Ophthal- 
mology and  Otolaryngology  on  Wednesday  after- 
noon, January  20,  to  which  all  registrants  are  in- 
vited. The  registrants  and  their  wives  may  also 
attend  the  informal  banquet  at  8 p.m.  on  Wednesday. 
The  Seminar  schedule  permits  ample  time  for  rec- 
reation. 

The  Seminar  lecturers  on  Ophthalmology  this  year 
are  Dr.  W.  B.  Anderson,  Durham,  N.  C. ; Dr.  W.  P. 
Beetham,  Boston;  Dr.  W.  C.  Owens,  Baltimore;  Dr. 
A.  B.  Reese  and  Dr.  M.  C.  Wheeler,  both  of  New 
York  City.  Those  lecturing  on  Otolarjmgology  are 
Dr.  E.  N.  Broyles,  Baltimore;  Dr.  H.  P.  House, 
Los  Angeles;  Dr.  W.  J.  McNally,  Montreal,  Can- 
ada; Dr.  Dorothy  Wolff  and  Dr.  D.  Woodman,  New 
York  City. 


Tumor  Clinic  Approved. 

Dr.  George  Cooper,  Jr.,  chairman  of  the  Cancer 
Committee  of  The  Medical  Society  of  Virginia,  an- 
nounces that  a new  Tumor  Clinic  at  Norton  was 
approved  in  Octoter.  It  is  known  as  the  Norton 
Diagnostic  Tumor  Clinic  and  the  Director  is  Dr. 
C.  H.  Henderson. 

Dr.  John  M.  Ratliff, 

Formerly  of  Norfolk,  has  completed  his  training 
in  radiology  and  has  joined  Dr.  Q.  J.  Legg  of  New- 
port News  in  the  practice  of  radiology. 

On  Staff  of  John  Randolph  Hospital. 

Dr.  Clyde  Dougherty  has  been  elected  chief  of 
the  staff  of  the  newly  organized  hospital  and  Dr. 
W.  T.  Y oungblood  will  serve  as  secretary. 

The  American  Foundation  for  Allergic  Dis- 
eases 

Has  been  organized  in  New  York  State  by  the 
American  Academy  of  Allergy  and  the  American 
College  of  Allergists.  Dr.  Horace  S.  Baldwin  of 
New  York  was  named  president  of  the  Foundation 
and  Dr.  J.  Warrick  Thomas  of  Richmond,  Va.,  was 
named  vice-president.  Dr.  Thomas  is  allergist  at 
Johnston-Willis  and  Retreat  for  the  Sick  Hospitals 
and  is  assistant  professor  of  allergy  at  the  Medical 
College  of  Virginia.  Dr.  Oscar  Swineford,  Jr.,  at 
the  University  of  Virginia,  is  one  of  the  trustees  of 
the  Foundation. 

Dr.  James  Nicholas  Dudley, 

Formerly  Health  Commissioner  of  Roanoke,  Vir- 
ginia, resigned  recently  to  accept  a position  with  the 
Lovelace  Clinic  in  Albuquerque,  New  Mexico. 

American  Academy  of  General  Practice. 

The  sixth  annual  Scientific  Assembly  of  the  .Acade- 
my will  be  held  March  22-25,  1954  in  Public  Audi- 
torium, Cleveland,  Ohio.  The  entire  program  will 
be  presented  by  leaders  in  the  fields  to  be  covered 
and  will  be  of  special  interest  to  family  doctors. 

The  Committee  on  Scientific  Assembly,  headed  by 
Dr.  John  Mosher  of  Coeymans,  N.  Y.,  promises  that 
these  four  days  will  unquestionably  be  the  most 
pleasant,  as  well  as  the  most  instructive,  doctors  have 
ever  spent  at  a medical  meeting. 

The  program  shows  symposia  on  peptic  ulcer, 
tuberculosis,  headache  and  dizziness,  and  antibiotics, 
a live  clinic  on  rehabilitation  procedures,  presenta- 
tions on  the  commonly  missed  diagnoses  of  skin 
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diseases,  the  almost  forgotten  woman — the  routine 
multipara,  and  unnecessary  gynecologic  surgery. 
Arthritis,  anemia,  surgical  problems  and  recent  ad- 
vances in  therapeutics  will  also  be  covered.  There 
will  also  be  over  60  scientific  e.xhibits. 

A full  social  program  is  being  planned  for  the 
wives  culminating  with  a President’s  Reception,  the 
first  the  Academy  has  had,  for  the  entire  attendance. 

Dr.  Rudolph  C.  Thomason, 

Richmond,  has  been  elected  president  of  the 
Hermitage  Country  Club  of  this  city. 

Dr.  E.  C.  Stuart,  Sr., 

Of  Winchester,  observed  his  eighty-eighth  birthday 
anniversary  the  first  of  November.  He  has  been 
practicing  for  sixty-six  years. 

Wanted 

Physician  for  the  Staff  of  the  Dejarnette  State 
Sanatorium,  Staunton,  Virginia.  This  is  a psychia- 


tric hospital  of  approximately  180-bed  capacity. 
Starting  salary  $8,400.00  to  $8,784.00.  Apply  to 
the  Superintendent.  {Adv.) 

Office  Space  Available. 

Excellent  opportunity  for  physician  in  expanding 
community  of  Alexandria,  Virginia,  just  outside  of 
Washington.  Complete  5-room  house  available  for 
use  as  office  in  area  needing  services  of  a physician. 
Owners  willing  to  assist  Doctor  to  get  started.  Tele- 
phone Mr.  Charles  Gerstein  for  appointment — TE- 
6-9378 — or  write  him  at  13  East  Myrtle  venue, 
.Alexandria,  Virginia.  {Adv.) 

For  Sale 

Office  and  practice  in  Richmond,  Virginia.  Leav- 
ing a well  established  general  practice  for  specialized 
training  and  would  like  to  sell  equipment  and  out- 
standing accounts.  Address  “Practice”,  care  the 
Virginia  Aledical  Monthly,  Box  5085,  Richmond  20. 
{Adv.) 


OBITUARIES 


Dr.  Marvin  Pierce  Rucker, 

Richmond,  Editor  of  the  Virginia  AIedical 
AIonthly  for  the  past  eleven  years,  died  October 
23rd  after  a lingering  illness.  In  spite  of  failing 
health,  he  had  continued  his  work  on  the  Monthly 
to  the  time  of  his  final  illness. 

Dr.  Rucker,  a native  of  Fairfax,  was  the  son  of 
the  late  Dr.  Edwin  Timothy  Rucker  and  Annie 
Pierce  Pendleton  Rucker  and  was  seventy-two  years 
of  age.  After  studying  at  the  Medical  College  of 
Virginia  and  Harvard  University,  he  received  his 
medical  degree  from  Johns  Hopkins  University  in 
1903.  After  postgraduate  study  at  the  University  of 
Leipzig,  Germany,  he  became  a general  practitioner 
in  Richmond  in  partnership  with  his  father.  He 
limited  his  practice  to  obstetrics  and  gynecology  in 
1915  and  received  international  recognition  in  these 
fields. 

For  twenty-seven  years.  Dr.  Rucker  taught  at  the 
Medical  College  of  Virginia.  He  was  also  a special 
lecturer  on  the  history  of  obstetrics  at  Duke  Univer- 
sity. He  conducted  extensive  research  and  study 
relating  to  his  specialties  and  wrote  for  medical  pub- 
lications in  this  and  foreign  countries.  He  had  also 
written  numerous  articles  on  historical  subjects. 

Dr.  Rucker  was  identified  with  many  medical  or- 
ganizations and  in  most  of  them  he  held  the  highest 
office.  He  was  a past  president  of  the  American 
-Association  of  Obstetricians,  Gynecologists  and  Ab- 
dominal Surgeons.  He  served  as  president  of  the 


Richmond  Academy  of  Medicine  and  The  Aledical 
Society  of  Aurginia.  Locally  he  became  a member  of 
the  Richmond  Board  of  Health  in  1946  and  had 
served  as  its  chairman  from  1950  until  his  resigna- 
tion a couple  of  months  ago.  He  was  a former  chair- 
man of  the  Board  of  Stewards  of  his  Church,  a direc- 
tor of  the  central  YMCA,  a trustee  of  Randolph 
Macon  College  at  Ashland,  a director  of  Johnston- 
Willis  Hospital,  and  had  been  awarded  a Doctor  of 
Laws  degree  from  Randolph  Macon  College  in  recog- 
nition of  his  achievements  in  the  medical  profession. 
He  was  a member  of  Phi  Beta  Kappa  and  Phi  Beta 
Kappa  Associates. 

His  wife,  Josephine  McRae  Rucker,  two  sons,  Drs. 
Edwin  and  Douglas  Rucker,  a daughter,  Airs.  Lewis 
Powell,  Jr.,  and  several  grandchildren,  survive  him. 

“To  live  in  lives  we  leave  behind  is  not  to  die.” 

Dr.  Robert  Sheffey  Preston, 

Well  known  Richmond  physician,  died  unexpect- 
edly at  his  home  on  October  28.  He  was  at  his  office 
the  previous  day  and  apparently  in  good  health. 
Death  followed  a heart  attack  in  the  early  morning. 
He  was  a native  of  Abingdon  and  sixty-eight  years 
of  age.  His  medical  education  was  received  at  Johns 
Hopkins  University,  Baltimore,  from  which  he  grad- 
uated in  1908,  later  interning  in  New  Amrk  and  tak- 
ing post-graduate  work  in  Germany.  He  then  lo- 
cated in  Richmond  where  he  had  since  practiced 
except  for  time  he  served  in  W'orld  War  I.  He  was 
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for  some  time  on  the  faculty  of  the  Medical  College 
of  Virginia  and  at  time  of  his  death  was  on  staff 
of  Johnston-Willis  Hospital.  He  was  identified 
with  a number  of  medical  societies,  having  been  in 
The  Medical  Society  of  Virginia  since  1908,  and 
was  also  active  in  church  and  social  life.  His  wife, 
and  three  children  survive  him. 

Dr.  Charles  R.  Anderson, 

Mayor  of  Winchester  from  1932  to  1946,  died  at 
his  home  there  on  October  24,  after  a long  illness. 
He  was  seventy-si.x  years  of  age  and  a graduate  of 
the  University  of  Maryland  in  1898.  He  served  in 
the  Army  Medical  Corps  during  ^^■orld  \A'ar  I.  For 
fort}  -four  years  he  practiced  medicine  in  Winchester 
and  Frederick  County  and  for  twenty-five  years  was 
a member  of  the  Common  Council  and  interested  in 
political  conditions  in  that  section.  He  had  been  a 
member  of  The  Medical  Society  of  Virginia  for 
many  years  and  became  a Life  member  in  1948. 

Dr.  Ashley  P.  Cutchin 

Who,  until  he  became  ill  a month  ago,  was  the 
oldest  practicing  physician  in  Southampton  County, 
died  at  his  home  in  Franklin  on  November  7.  He 
was  seventy-nine  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1897.  Shortly  there- 
after he  located  in  Franklin  where  he  had  since  made 
his  home.  He  joined  The  Medical  Society  of  Virginia 
in  1910  and  was  made  a Life  member  in  1948  in 
recognition  of  fifty  years  of  service  in  the  practice 
of  medicine.  His  wife  and  three  children  survive 
him. 

Dr.  Oliver  F.  Blankingship, 

Retired  physician  formerly  of  Richmond,  died  in 
Gordonsville,  October  18.  He  was  eighty-eight  years 
of  age  and  had  graduated  in  medicine  from  the 
Medical  College  of  Virginia  in  1891.  He  had  been 
a member  of  The  Medical  Society  of  Virginia  for 
fifty-four  years.  His  wife  died  some  years  ago,  and 
he  is  survived  by  two  nieces  and  two  nephews. 

Dr.  Alexander  Y.  P.  Garnett, 

For  more  than  forty  years  prominent  obstetrician 
in  Washington,  D.  C.,  died  November  4,  at  the  age 
of  72.  He  graduated  in  medicine  from  the  Univer- 
sity of  Virginia  in  1906  and  had  been  a member 
of  The  Medical  Society  of  Virginia  since  1913.  He 
was  considered  one  of  the  first  specialists  in  his  field 
in  Washington  and  was  a member  of  numerous  med- 
ical organizations.  He  is  survived  by  his  wife,  two 
sons  and  two  sisters. 


Dr.  James  Henderson  Smith. 

The  medical  profession  in  Virginia  and  those 
of  us  in  The  Richmond  Academy  of  Medicine  learned 
with  sorrow  of  the  death  of  Dr.  James  Henderson 
Smith  on  the  night  of  June  4th,  1953. 

Dr.  Smith  was  born  in  Leesburg,  Virginia,  on 
September  18th,  1882.  He  later  moved  to  Lexing- 
ton and  Fredericksburg,  Va.  His  early  education 
was  acquired  in  the  local  schools  and  at  The  Fred- 
ericksburg College.  He  then  came  to  The  University 
College  of  Medicine,  graduating  in  the  class  of  1910. 
He  obtained  his  post  graduate  training  at  St.  Luke’s 
Hospital  in  Richmond,  and  was  closely  associated 
with  that  institution  the  rest  of  his  life.  .At  the  time 
of  his  death  he  was  the  senior  member  of  its  staff. 

During  the  first  World  War  Dr.  Smith  served  as 
Captain  in  the  Medical  Service  of  Base  Hospital  No. 
45.  He  was  a former  president  of  the  Academy  and 
was  active  in  the  work  of  The  Medical  Society  of 
Virginia,  the  .American  Clinical  and  Climatological 
.Association,  and  other  organizations.  He  was  a 
member  of  the  Dean’s  Committee,  and  was  Professor 
of  Clinical  Medicine  at  the  Medical  College  of  Vir- 
ginia. 

He  was  interested  in  the  influence  of  climate  and 
solar  rays  on  metabolism  and  did  considerable  re- 
search in  relating  this  to  the  incidence  of  pellagra, 
goitre  and  other  conditions.  At  the  time  of  his  death 
he  w'as  working  in  this  connection  with  poliomye- 
litis. In  November  1931  The  .Archives  of  Internal 
Medicine  was  published  in  two  volumes,  the  second 
devoted  entirely  to  one  of  Dr.  Smith’s  papers  on 
solar  radiation  and  pellagra. 

His  health  had  not  been  good  during  the  past  few 
3-ears  but  he  was  in  his  office  each  day  and  seemed 
as  well  as  usual  on  the  morning  of  June  4th.  About 
noon  he  developed  symptoms  of  coronary  thrombosis 
and  he  died  that  night. 

Dr.  Smith  was  always  a student  of  medicine.  He 
had  an  inquiring  mind  and  this,  coupled  with  his 
experience  from  a large  practice,  and  his  ability  to 
see  a situation  clearly,  made  him  one  of  the  out- 
standing consultants  in  this  section.  We  shall  miss 
him  greatly  but  he  will  continue  to  live  in  the  hearts 
of  his  friends  and  his  patients,  to  whom  he  will  be 
irreplaceable. 

To  his  family  we  wish  to  express  our  sincere  sym- 
pathy in  their  great  loss. 

Webster  P.  Barnes 
John  P.  Lynch 
Hunter  H.  McGuire 
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The  uncomplicated  nutritional 
progress*  of  infants  fed  Lactum® 
speaks  for  its  sound  rationale.  Lactum 
is  Mead’s  liquid  formula  made  from 
whole  milk  and  Dextri-Maltose.® 

It  provides  generous  milk  protein  for 
sturdy  growth  and  sound  tissue 
structure,  with  sufficient  calories  to 
spare  protein  and  meet  the  infant’s 
energy  needs. 

Lactum  is  convenient  and  easy  to 
prepare — simply  mix  equal  parts  of 
Lactum  and  water  for  a formula 
supplying  20  calories  per  fluid  ounce. 


1.  Frost,  L.  H.,  and  Jackson,  R.  L.: 
J.  Pediat.  39:  585-592,  1951. 
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